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in  the  hands  of  the  physician 


Often  the  critical  evaluation  of  the  drug  to  he  administered  is  as 
important  to  the  patient’s  recovery  as  is  the  diagnosis  of  his  con- 
dition. In  each  case  correct  procedures  can  he  determined  only 
In  the  phvsician. 

CHLOROMYCETIN  is  eminent  among  drugs  at  the  disposal  of  the 
medical  profession.  Clinical  findings  attest  that,  in  the  hands  of 
the  physician,  this  widely  used,  broad  spectrum  antibiotic  has 
proved  invaluable  against  a great  variety  oi  infectious  disorders. 


The  many  hundreds  of  clinical  reports  on  CHLOROMYCETIN 
emphasize  repeatedly  its  exceptional  tolerance  as  demonstrated 
by  the  infrequent  occurrence  of  even  mild  signs  and  symptoms 
of  gastrointestinal  distress  and  other  side  effects  in  patients 
receiving  the  drug. 

Similarly,  the  broad  clinical  effectiveness  of  CHLOROMYCETIN 
has  been  established,  and  serious  blood  disorders  following  its  use 
are  rare.  However,  it  is  a potent  therapeutic  agent,  and  should 
not  be  used  indiscriminately  or  for  minor  infections  — and,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  intermittent  therapy. 
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The  author  offers  a helpful  review  of  the  etiology,  diagnosis  and  man- 
agement of  one  of  the  common  and  disturbing  diseases  of  childhood 
as  well  as  of  adult  life. 

CONVULSIVE  DISORDERS  IN  CHILDREN* 


WILLIAM  0.  CROOK,  M.D.,  Jackson,  Tenn. 

Introduction 

Epilepsy  and  convulsive  disorders  are  a 
problem  to  any  physician  who  deals  with 
children.  Bridge,1  at  the  Johns  Hopkins 
Hospital,  found  the  incidence  of  convul- 
sions in  children  to  be  greater  than  rheu- 
matic fever,  asthma  or  active  tuberculosis. 
In  the  out-patient  department  during  a 
three  year  period,  one  out  of  every  twenty 
children  had  had  a convulsive  disorder  at 
one  time  or  another;  of  course  some  had 
convulsions  as  a part  of  some  febrile  illness 
but  many  were  a part  of  epilepsy.  In  every- 
day life  it  is  rare  to  see  a person  having  a 
fit  yet  statistics  from  the  U.  S.  Army  Selec- 
tive Service  Bureau-  for  two  wars  rank 
epilepsy  second  only  to  nervous  and  mental 
disease  as  a cause  for  rejection.  Convulsive 
disorders  in  the  general  population  occur  as 
frequently  as  either  tuberculosis  or  dia- 
betes,3 appearing  in  one  out  of  every  two 
hundred  persons.  Convulsions  and  convul- 
sive disorders  are  of  particular  interest  to 
those  who  deal  with  children  as  they  occur 
more  frequently  in  infants  and  young  chil- 
dren than  in  adults. 

This  paper  will  be  directed  mainly  toward 
a discussion  of  the  convulsive  disorders  as 
a whole,  or  the  problem  of  epilepsy.  By 
definition  a convulsion  is  a sudden  lapse  of 
consciousness  often  associated  with  jerking 
movements.  Synonyms  are  fits,  spasms, 
spells  or  seizures.  A convulsion  or  a seizure 
is  actually  a symptom  and  can  be  due  to  at 
least  seventy  different  causes.  When  con- 
vulsions recur  chronically  we  call  the  dis- 
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ease  or  syndrome  epilepsy,  especially  when 
other  specific  causes  for  convulsions  can  be 
ruled  out  such  as  tumor,  hypoglycemia,  lead 
poisoning,  etc. 

Causes  of  Epilepsy 

One  should  speak  of  predisposing  factors 
and  precipitating  factors  which  may  bring 
about  epilepsy  rather  than  simply  speaking 
of  causes.  No  single  factor  or  agent  can  ever 
explain  the  total  picture  of  the  disease.  Not 
only  may  a wide  variety  of  physical  diseases 
have  convulsions  as  a manifestation  but  in 
the  individual  the  causative  factors  are  mul- 
tiple and  not  necessarily  the  same  at  one 
time  as  several  years  later.  Accordingly 
most  of  our  causes  are  not  actually  causes 
per  se  but  are  only  factors  which  lead  to  a 
heightened  susceptibility  to  the  convulsive 
form  of  reaction. 

I can  think  of  no  better  way  of  illustrating 
the  causative  factors  in  epilepsy  and  their 
interrelationship  than  by  the  use  of  a chart 
(See  Fig  1)  patterned  after  one  used  by  Dr. 
William  Lennox  in  his  book  “Science  and 
Seizures.”4 

In  this  chart,  the  five  major  predisposing 
and  precipitating  factors  are  represented  as 
streams  flowing  into  a reservoir  or  lake. 
The  dam  represents  the  seizure  threshold. 
In  the  normal  individual  or  in  the  individual 
with  epilepsy  whose  seizures  are  under  con- 
trol, the  spillways  are  adequate  to  take  care 
of  the  flow  of  the  stream.  However,  if  in 
any  of  the  “watershed”  areas  there  is  an 
excessive  amount  of  rainfall,  the  stream 
may  pour  so  much  water  into  the  reservoir 
that  the  dam  (the  seizure  threshold)  is  over- 
flowed and  a convulsion  results. 
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Fig.  1.  Adapted  from  "Science  and  Seizures”  by 
W.  G.  Lennox,  Harper  and  Brothers,  Publishers, 
New  York. 


By  a glance  at  the  chart,  one  may  easily 
visualize  both  causative  and  therapeutic- 
implications.  For  example,  in  an  individual 
with  a strong  family  history  of  epilepsy  the 
stream  from  the  “heredity  watershed’’  flows 
perpetually  at  a high  level — keeping  the 
water  in  the  reservoir  always  relatively 
close  to  the  top  of  the  dam.  If  then  there  is 
rainfall  in  the  brain  injury  watershed  area, 
the  reservoir  is  more  quickly  filled  and  the 
seizure  threshold  more  likely  to  be  over- 
come. To  carry  our  analogy  further,  if  we 
have  a large  stream  from  both  the  heredity 
and  brain  injury  watersheds,  the  reservoir 
may  at  all  times  be  almost  lapping  over  the 
top  of  the  dam.  Under  such  conditions  a 
very  minor  shower  in  one  of  the  other 
watersheds  may  overflow  the  dam  or  pre- 
cipitate a convulsion.  Examples  of  such 
“showers”  would  be  a little  fever,  some 
emotional  disturbance  or  perhaps  a frus- 
trating situation  in  school. 

In  epileptic  individuals  the  seizure  thresh- 
old is  exceeded  or  the  dam  overflows  fre- 
quently. Accordingly,  in  the  treatment  we 
can  attempt  to  better  the  situation  by  les- 
sening the  inflow  to  the  reservoir  or  by 
building  the  dam  higher.  The  former  is 
impossible,  or  extremely  difficult  in  so  far 
as  the  heredity  and  brain  injury  tributaries 
are  concerned  but  may  be  of  some  avail  for 
the  physiological  or  psychological  tributar- 
ies. In  all  epileptic  individuals  we  can, 
however,  try  to  build  the  dam  higher  by 
using  the  modern  battery  of  anti-convulsant 
drugs. 


Heredity.  It  seems  that  convulsive  dis- 
orders are  several  times  more  prevalent 
among  the  relatives  of  epileptics  than  among 
those  of  non-epileptic  individuals,1  but  opin- 
ions vary  as  to  how  important  the  heredi- 
tary factor  is  clinically.  Lennox  and  co- 
workers have  shown  that  the  electro- 
encephalographic  pattern  is  an  hereditary 
trait  and  that  10  to  15  per  cent  of  the  popu- 
lation show  EEG  abnormalities  even  though 
they  have  no  seizures. ' i;  Whether  or  not 
seizures  develop,  he  feels,  depends  on  the 
occurrence  of  other  factors.  Bridge1  found 
that  in  57  per  cent  of  the  children  there  was 
no  evidence  whatsoever  of  a familial  or 
hereditary  tendency.  Only  in  8 per  cent 
was  such  a tendency  particularly  marked. 
Heredity  does  not  seem  to  influence  the 
prognosis  of  epilepsy.  He  found  that  the 
epileptic  children  studied  who  had  relatives 
with  convulsive  disorders  had  a slightly 
more  hopeful  future  than  those  who  did  not. 

An  important  item  on  the  subject  of 
heredity  is  that  of  marriage  and  offspring. 
The  incidence  of  epilepsy  in  the  general 
population  is  about  one  in  two  hundred 
while  the  incidence  in  relatives  of  epileptics 
is  about  one  in  forty  or  five  times  as  great 
as  in  the  general  population.  Bridge  be- 
lieves the  hereditary  factor  should  not  be 
overlooked  but  also  should  not  be  overem- 
phasized. Peterman,7  however,  is  much 
more  pessimistic  and  says,  “At  the  present 
time,  our  only  hope  for  the  elimination  of 
epilepsy  lies  in  the  limitation  of  the  prog- 
eny of  epileptic  parents.” 

Factor  of  Brain  Injury.  The  association 
of  seizures  with  anatomical  changes  in  the 
brain  is  well  known.  Experimental  studies 
by  Forrester  and  Penfield  (as  quoted  by 
Bridge)  have  shown  that  brain  damage 
causes  epilepsy  not  because  of  scar  tissue 
or  other  abnormality  but  because  the  dam- 
aged area  interferes  with  the  function  of 
nerve  cells  nearby,  causing  hyperirritability 
and  a tendency  to  explosive  discharges. 
Brain  injury  is  a very  common,  but  not  an 
essential  predisposing  factor,  in  epilepsy. 
It  is  of  interest  to  note  that  even  severe 
brain  injury  is  not  necessarily  associated 
with  epileptic  seizures.  Fords  found, 
among  a group  of  33  children  who  had  se- 
vere brain  injuries  at  birth,  58  per  cent  to 
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have  had  no  convulsions  when  checked  at  an 
average  age  of  ten.  Bridge1  found  a major- 
ity of  his  group  (70' , ) to  have  evidences  of 
brain  injury.  In  some,  the  injury  was 
extensive,  in  others  it  was  minimal.  The 
main  types  of  brain  injury  listed  were  birth 
and  neonatal  injury,  23  per  cent;  vascular 
occlusion,  12  per  cent;  head  injuries,  7 per 
cent;  miscellaneous,  7 per  cent;  those  of 
uncertain  cause,  21  per  cent. 

Physiological  Factors.  Though  heredity 
and  brain  injury  are  important  predisposing 
factors,  seizures  can  only  be  explained  by 
dynamic  factors  that  fluctuate  from  day  to 
day  or  even  from  hour  to  hour.  Among 
these  are  infection,  fever,  disturbances  in 
fluid  regulation,  acid-base  balance,  calcium 
metabolism,  hypoglycemia,  poor  posture, 
psychomotor  and  vaso  motor  balance.  In- 
fections and  fever  are  most  frequently  as- 
sociated with  seizures.  Peterman  in  a study 
of  2,500  children,  found  33  per  cent  had 
infections  and  fever  when  they  had  their 
convulsions.  Bridge1  had  a similar  experi- 
ence. 

Simple  febrile  convulsions  usually  occur 
in  children  in  the  age  group  from  one  to 
two  years  and  are  rare  after  the  age  of  three; 
this  group  corresponds  to  the  age  of  greatest 
physiologic  instability.  As  a rule,  a seizure 
develops  after  a rapid  rise  in  temperature, 
usually  to  103  to  105  degrees.  Usually  it 
is  not  repeated.  The  actual  convulsion  has 
no  characteristics  to  distinguish  it  from  an 
epileptic  fit. 

The  mechanism  through  which  fever  op- 
erates in  producing  convulsions  is  largely 
unknown.  Wegman10  reported  excellent 
experiments  in  kittens  showing  that  a rapid 
rise  in  body  temperature  always  resulted  in 
a convulsion;  if  the  temperature  was  brought 
up  more  slowly,  seizures  rarely  developed. 
He  also  noted  that  adult  cats  were  definitely 
less  susceptible  than  kittens. 

In  the  treatment  of  the  febrile  convulsion 
it  is  important  to  control  it  as  quickly  as 
possible  in  order  to  minimize  the  injurious 
effects  of  the  seizure.  Prompt  treatment  at 
the  first  sign  of  any  infection  by  prophylac- 
tic aspirin  and  phenobarbital  and  the  re- 
moval of  foci  of  infection  are  important  in 
children  who  have  had  febrile  convulsions. 

In  the  past,  it  was  commonly  believed  that 


simple  febrile  convulsions  were  distinct 
from  epilepsy  and  they  were  considered  to 
have  a good  outlook  in  contrast  to  the  latter. 
However,  Peterman11  strongly  feels  that 
fever  precipitates  seizures  only  in  children 
who  have  a potential  convulsive  tendency. 
In  support  of  his  ideas  he  states  that  most 
children  admitted  to  a hospital  have  fever, 
yet  only  2 per  cent  of  those  admitted  to  the 
Milwaukee  Children’s  Hospital  were  sub- 
ject to  convulsions.  Bridge1  tends  to  sup- 
port Peterman’s  thesis  in  the  statement, 
“There  is  no  good  reason  for  considering 
febrile  convulsions  as  a clinical  entity 
distinct  from  epilepsy.  In  reality,  both  be- 
long to  a single  group  best  described  by  the 
name  of  convulsive  disorders.  Differences 
are  not  a fundamental  nature  but  only  of 
type  and  degree.” 

In  summary  then,  if  attacks  are  isolated 
or  rare  and  are  associated  consistently  with 
sudden  rises  of  fever,  it  is  possible  they  may 
be  benign.  On  the  other  hand,  such  attacks 
may  well  be  the  first  manifestation  of  a 
chronic  convulsive  disorder.  Peterman11 
feels  that  every  child  who  has  a febrile  con- 
vulsion should  have  diagnostic  studies  as  a 
basis  for  further  treatment  and  a prevention 
of  recurrences. 

The  other  physiological  factors  which  may 
precipitate  seizures  are  many  and  varied. 
In  some  instances,  they  may  be  obvious  to 
the  patient  or  physician;  in  others,  they  are 
obscure.  In  most  cases,  however,  a careful 
examination  and  a particularly  detailed  his- 
tory will  aid  in  their  discovery  and  subse- 
quent evaluation. 

Psychological  Factors.  The  physical  ef- 
fects of  emotional  reactions  are  well  known 
to  every  physician.  Peptic  ulcer,  hyperten- 
sion, dysmenorrhea,  asthma,  and  many  other 
conditions  are  definitely  affected  by  emo- 
tional reactions.  Epilepsy  is  another  condi- 
tion so  affected. 

Though  emotional  reactions  alone  cannot 
cause  convulsions  in  individuals  so  predis- 
posed by  one  or  two  other  factors  the  seiz- 
ures may  be  increased  in  frequency  or  ag- 
gravated by  emotional  disturbances. 

When  the  disease  begins  before  the  age 
of  three  or  four,  psychological  factors  almost 
never  are  primary  but  they  assume  increas- 
ing importance  as  time  goes  on.  Repeated 
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seizures  cause  fearfulness  and  apprehension 
in  the  child.  The  restriction  of  his  outlets 
cause  dependency,  sulkiness,  disobedience, 
and  temper  outbursts.  Segregation  from 
the  usual  group  activities  causes  sensitivity, 
eccentricity,  jealousy,  ideas  of  persecution, 
bewilderment,  feelings  of  guilt,  irresponsi- 
bility, belligerence,  indecision.  Many  of 
these  symptoms  and  behavior  manifesta- 
tions, in  turn,  engender  tension  which  may 
act  in  a vicious  cycle  to  produce  and  in- 
crease the  frequency  in  seizures. 

The  disordered  personality  which  devel- 
ops along  with  the  epilepsy  may  result  in  a 
handicap  even  worse  than  that  resulting 
from  the  seizures.  This  is  particularly  true 
since  many  physicians  who  have  been  well 
aware  of  their  responsibilities  in  preventing 
permanent  handicaps  from  the  seizures  have 
tended  to  feel  that  social  and  emotional 
handicaps  were  not  within  the  medical 
sphere. 

The  so-called  “epileptic  personality”  de- 
scribed by  psychiatrists  does  not  appear  to 
be  an  entity  or  a necessary  accompaniment 
of  the  disease  but  rather  a reaction  of  the 
individual  to  circumstances  that  are  often 
conditioned  by  his  disease.  The  personality 
changes  are  essentially  the  same  as  those 
other  people  experience  if  exposed  to  simi- 
lar degrees  of  physical  handicap,  limitation 
of  outlets  and  frustration  of  interests.  The 
treatment  of  the  psychological  factors  in 
epilepsy  is  sometimes  followed  by  complete 
cessation  of  seizures. 

The  Total  Background  of  Epilepsy 

In  the  previous  discussion  on  the  causes 
of  epilepsy,  the  etiology  has  been  presented 
not  from  the  point  of  view  of  causative 
agents  but  rather  of  forces  or  factors  that 
combine  in  varying  proportions  and  give 
rise  to  symptoms.  In  an  individual  patient 
they  are  not  isolated  units  to  be  searched  for 
and  treated  separately  but,  instead,  they  are 
overlapping  and  interlocking  components  of 
a much  larger  unit.  The  physician’s  task  is 
to  study  his  patient  as  a whole  and  through 
an  understanding  of  the  multiple  factors 
that  combine  and  cause  the  disease  direct 
his  treatment  accordingly. 

Long  term  study  of  individual  epileptic 
children  reveals  the  fact,  however,  that  in 


any  given  individual  the  relative  importance 
of  the  various  factors  may  change  over  the 
course  of  years.  An  initial  cause  may  set  in 
motion  a group  of  reactions  that  continue  to 
operate  long  after  the  initial  disturbance 
has  subsided.  New  features  appear  that 
must  be  recognized  and  corresponding  ad- 
justments must  be  made  for  their  manage- 
ment and  an  understanding  of  this  process 
is  essential  to  any  plan  for  the  long  term 
care  of  epileptic  children. 

Among  the  factors  responsible  for  this 
changing  background  are  a lessening  suscep- 
tibility to  convulsions  as  the  child  grows 
older  due  to  a lessening  of  the  physiological 
instability  which  is  characteristic  of  infancy 
and  early  childhood.  In  uncomplicated 
cases,  this  change  may  occasionally  cause 
the  epilepsy  to  disappear,  unless  other  com- 
plicating factors  have  developed.  Other 
factors  which  operate  to  lessen  the  frequen- 
cy of  convulsions  are:  the  well  known  fact 
that  the  fewer  seizures  the  child  has  the 
fewer  he  is  apt  to  have.  A third  factor  is 
that  with  adequate  treatment  unfavorable 
personality  and  environmental  factors  may 
be  avoided  or  eliminated. 

On  the  other  hand  there  are  other  factors 
contributing  to  downhill  course.  It  is  well 
known  that  convulsions  themselves  have  a 
damaging  effect  on  the  brain,  causing  fur- 
ther brain  injury  and,  hence,  a further  ten- 
dency toward  convulsions.  There  may  be 
an  increasing  reactivity  of  the  area  around 
a focus  of  abnormal  discharges  or  the  con- 
traction of  scar  tissue  in  the  brain  may 
gradually  interfere  with  the  circulation  in 
nearby  areas.  Also  there  may  be  a gradual 
accumulation  of  personality  and  environ- 
mental problems.  A further  factor  is  that 
a “habit  of  convulsions”  may  develop  as  a 
conditioned  reflex. 

Causes  of  Individual  Seizures 

As  has  been  noted  previously,  about  one 
child  out  of  every  fifteen  has  a convulsion 
at  one  time  or  another.  Accordingly,  every 
doctor  who  sees  children  is  faced  with  the 
necessity  of  diagnosing  the  cause  of  a seiz- 
ure in  an  infant  or  a child  who  has  never 
had  one  previously.  Naturally,  many  of 
these  convulsions  are  not  due  to  epilepsy. 
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In  fact,  most  of  them,  particularly  in  the 
younger  age  groups,  are  due  to  other  causes. 

One  of  the  best  and  most  complete  studies 
on  this  subject  was  done  by  Peterman,9 
who  reviewed  2,500  convulsions  in  children. 
He  has  shown  that  by  knowing  the  age  of 
the  child,  one  can  have  a pretty  good  idea 
as  to  the  most  likely  cause  of  a convulsion. 
For  example,  if  the  patient  is  an  infant  un- 
der the  age  of  one  month,  the  chances  are  7 
out  of  10  that  the  convulsion  is  due  to  a birth 
injury  or  malformation.  (Of  course,  one  also 
has  to  consider  the  possibility  of  acute  in- 
fection and  of  tetany.)  In  the  next  age 
group,  one  to  six  months,  the  importance  of 
birth  injury  has  dropped  rather  markedly 
while  that  of  acute  infection  has  risen  to 
first  place.  Tetany  also  occupies  a promi- 
nent position.  In  the  age  group  six  months 
to  three  years,  acute  infections  account  for 
almost  half  of  the  convulsions,  other  causes 
being  pretty  well  scattered,  with  idiopathic 
epilepsy  constituting  the  second  highest. 
(It  should  be  recalled  here  that  many 
apparently  simple  febrile  convulsions  are 
really  the  first  manifestation  of  epilepsy.) 
In  the  group  from  three  to  ten  years,  there 
is  a marked  change  with  idiopathic  epilepsy 
accounting  for  approximately  one-half  of 
the  seizures  and  acute  infections  accounting 
for  one-fourth,  other  causes  being  scattered. 
Finally,  in  the  group  over  ten  years  of  age, 
three-fourths  of  the  seizures  will  be  found 
to  be  due  to  idiopathic  epilepsy.  The  age 
group  from  six  months  to  three  years  in- 
cludes almost  half  of  the  convulsions  seen  in 
childhood.  This  age  has  been  called  the 
“convulsive  period  of  childhood”  and  it  is 
during  this  period  that  the  febrile  convul- 
sions previously  discussed  have  a peak  inci- 
dence. 

Following  an  initial  convulsion  a number 
of  questions  will  appear  in  the  minds  of  the 
parents.  These  include: — What  must  they 
do  in  case  the  child  has  another  convulsion? 
What  can  they  do  to  prevent  another  con- 
vulsion? Does  the  occurrence  of  this  con- 
vulsion mean  that  the  child  will  have  more, 
will  the  child  have  epilepsy?  etc.  In  most 
instances,  no  definite  or  satisfying  answer 
can  be  given  to  the  question  as  to  whether 
or  not  the  child  will  have  future  seizures. 
As  has  been  emphasized  previously,  child- 


hood convulsions,  even  though  apparently 
simple  and  febrile,  are  not  necessarily  the 
benign  events  which  they  sometimes  seem. 
It  is  best,  however,  to  discuss  the  various 
pros  and  cons  ending  with  a note  of  reas- 
surance to  the  family  if  the  facts  in  any  way 
warrant  it.  It  is  also  advisable  to  give  the 
family  written  instructions  as  to  what  they 
should  do  in  case  the  child  ever  has  another 
convulsion,  with  a postscript  that  there  may 
never  be  occasion  to  use  them.  Parents 
derive  reassurance  from  a concrete  plan  of 
action  even  if  the  diagnosis  and  outlook 
remain  uncertain. 

Types  of  Seizures 

Major  Convulsions.  Of  all  types  of  seiz- 
ures, major  convulsions  are  the  most  dra- 
matic, the  most  apt  to  attract  attention,  and 
the  ones  longest  remembered  by  any  who 
have  ever  seen  them.  They  come  on  rather 
suddenly,  usually  preceded  by  a short  aura. 
This  may  consist  of  a feeling  of  terror,  ab- 
dominal pain,  chewing  movement,  tightness 
in  the  throat,  dizziness,  faintness,  etc.  Then 
very  rapidly  there  is  a muscle  tightening 
and  immediate  unconsciousness.  Initially, 
the  tonic  phase,  consisting  of  a fine  rapid 
tremor  and  rigidity  which  soon  changes  to 
a very  rapid  twitching  movement,  the  rate 
of  which  becomes  progressively  slower 
while  the  violence  of  the  individual  con- 
tractions increases.  This  is  the  clonic  phase. 
The  entire  convulsion  usually  lasts  one  to 
two  minutes,  usually  there  is  accompanying 
cyanosis,  foaming  at  the  mouth,  possibly 
urination,  etc.  A post-convulsive  period 
lasting  one  to  two  hours,  consisting  of  sleep, 
confusion,  dullness  and  lethargy  usually  fol- 
lows the  convulsion. 

A continuing  state  of  unconsciousness  and 
convulsions  is  termed  status  epilepticus. 
This  occurs  more  frequently  in  those  with 
organic  brain  injury  and  is  a frequent  cause 
of  death  in  individuals  with  epilepsy.  The 
frequency  of  these  major  seizures  usually 
determines  the  handicap  of  the  disease;  fre- 
quent seizures  may  ultimately  lead  to  in- 
creasing brain  damage  and  mental  deteriora- 
tion. Accordingly,  one  of  the  major  aims 
in  therapy  is  to  stop  or  lessen  the  frequency 
of  seizures. 

Focal  Seizures.  These  are  classified  as 
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major  seizures  and,  in  general,  are  much 
less  common  than  generalized  convulsions. 
The  most  commonly  known  is  the  so-called 
Jacksonian  convulsion,  characterized  by  a 
progressive  involvement  of  areas  of  the  body 
referable  to  the  localization  in  the  motor 
cortex.  Such  a seizure  originates  in  or  near 
the  motor  area  and  spreads  slowly  enough 
to  permit  successive  involvement  of  adja- 
cent areas  to  be  recognized  bv  visible  motor 
movements.  A careful  study  of  focal  seiz- 
ures not  infrequently  yields  a surgical  le- 
sion. 

Minor  Seizures.  This  type  of  seizure  is 
much  briefer  and  milder  and  causes  rela- 
tively little  disturbance  to  the  individual 
concerned  and  to  others  nearby.  The  handi- 
cap of  minor  seizures  comes  not  from  the 
violence  of  the  individual  attacks  but  from 
their  frequency.  The  number  of  children 
handicapped  by  minor  forms  of  epilepsy  is 
relatively  small  as  compared  to  those  having 
major  convulsions.  Most  of  minor  epileptic 
seizures  can  be  classified  as  either  simple 
petit  mal  or  minor  motor  attacks. 

Simple  Petit  Mal.  This  type  of  seizure 
consists,  in  general,  of  periods  of  staring 
lasting  only  a few  seconds  but  occurring 
from  five  to  two  hundred  times  a day.  The 
child  either  stands  still  or  continues  walk- 
ing during  the  episode;  balance  may  be  well 
maintained.  Motor  activity  is  minimal  but 
may  be  present  in  the  form  of  movements 
of  the  eyelid  and  fast  and  mild  rhythmical 
jerking  of  the  hands  and  arms.  The  seizure 
begins  and  ends  abruptly.  After  it  is  over, 
the  trend  of  conversation  is  resumed  by  the 
child  as  if  nothing  had  happened.  A typical 
spike  and  wave  pattern  is  usually  found  in 
the  electroencephalogram.  Evidences  of 
organic  brain  disease  are  usually  absent. 

Minor  Motor  Seizure.  This  type  of  con- 
vulsion is  actually  similar  to  a major  con- 
vulsion, being  shorter  and  more  abortive  in 
character.  As  a rule,  the  attacks  occur  with 
a frequency  similar  to  the  expected  fre- 
quency of  major  convulsions.  It  is  impor- 
tant to  distinguish  between  these  two  types 
of  minor  seizures,  as  their  treatment  is  quite 
different. 

A third  type  of  minor  seizure  is  known  as 
the  akinetic  seizure  or  the  inhibitory  attack, 
drop  seizure  of  “salaam.”  The  attack  con- 


sists largely  of  what  appears  to  be  a sudden 
inhibition  of  postural  tone.  When  this  is 
generalized  the  child,  in  the  midst  of  his 
usual  activity,  suddenly  slumps  to  the  floor 
but  almost  immediately  gets  up.  In  young 
children  only  the  head  and  upper  extrem- 
ities may  be  involved.  Another  type  of 
minor  seizure  are  the  myoclonic  jerks. 
These  are  characterized  by  single  shock- 
like jerks  of  the  arms  or  trunk  muscles 
without  apparent  loss  of  consciousness. 
These  occur  only  rarely  in  patients  who  do 
not  have  other  types  of  seizures  also.  A 
fifth  type  of  minor  seizures  is  the  psycho- 
motor or  psychic  equivalent  seizure,  which 
is  rarely  seen  in  children.  In  this  type  of 
seizure,  the  individual  performs  automatic 
complex  actions  without  loss  of  conscious- 
ness but  with  absence  of  memory. 

The  so-called  petit  mal  triad  is  of  particu- 
lar interest  to  pediatricians  as  it  is  predomi- 
nantly a phenomenon  of  childhood.  The 
seizures  are  more  frequent  in  females  and 
tend,  in  general,  to  disappear  after  puberty. 

Diagnosis 

A diagnosis  of  epilepsy  can  be  made  from 
an  adequate  and  complete  history,  together 
with  a description  of  the  seizure.  In  addi- 
tion, the  child  should  be  given  a complete 
physical  examination  including  an  examina- 
tion of  the  eyegrounds.  The  blood  pressure 
should  be  checked  and  the  urine  should  be 
examined.  Most  cases  of  epilepsy  may  be 
diagnosed  by  the  simple  means  above. 

Special  Diagnostic  Procedures.  Even 
though  a diagnosis  of  epilepsy  can  be  made 
by  simple  means,  such  a diagnosis  in  the 
absence  of  observation  of  a seizure  by  the 
physician  is  made  on  subjective  evidence 
and,  as  such,  is  only  a presumptive  diagno- 
sis. Due  to  the  seriousness  of  this  disorder 
most  parents  will  choose  to  challenge  and 
even  reject  the  first  diagnosis  of  epilepsy. 
People  are  very  loathe  to  accept  unpleasant 
news  and  will  frequently  shop  around  in  an 
attempt  to  find  a doctor  who  will  give  them 
a more  favorable  or  less  serious  diagnosis. 
Accordingly,  it  is  my  feeling  that,  if  possible, 
further  diagnostic  procedures  should  be  ob- 
tained. 

Of  these,  perhaps  the  most  useful  is  elec- 
troencephalography which  “is  of  the  great- 
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est  value  in  the  diagnosis  of  convulsions  in 
children.”12 

EEG  tracings  have  proved  invaluable  in 
supplementing  or  confirming  the  diagnosis 
of  epilepsy,  especially  in  a doubtful  case 
where  there  has  been  only  a single  convul- 
sion. Comparative  tracings  aid  in  following 
the  individual  case.  They  help  in  the  locali- 
zation of  focal  lesions,  and  lastly,  they  may 
aid  in  the  evaluation  of  “epileptic  equiva- 
lents,” including  temper  tantrums,  fainting 
spells,  and  even  abdominal  pain.13 

Other  diagnostic  tests  include  blood  sero- 
logic tests  of  syphilis,  sugar  and  calcium 
determinations,  subdural  puncture,  the  pi- 
tressin-hydration  test  and,  finally,  in  select- 
ed cases,  pneumoencephalograms. 

Treatment 

The  treatment  of  the  child  with  epilepsy 
can  be  divided  into  three  main  divisions: 
(1)  general  management,  (2)  dietary  treat- 
ment, and  (3)  drug  treatment. 

General  management  includes  the  treat- 
ment of  the  child  as  a whole, — including 
attention  to  general  health  factors,  striving 
for  and  obtaining  the  confidence  and  cooper- 
ation of  both  the  parent  and  child  psycho- 
logical management  of  the  child,  including 
allaying  his  fears,  building  his  self-confi- 
dence, advising  in  school  problems,  the 
avoidance  of  dangerous  activities  and  other 
similar  and  related  measures. 

Dietary  management.  This  section  ap- 
plies specifically  to  the  ketogenic  diet,  which 
in  certain  medical  centers  and  seizure  clinics 
has  been  used  with  an  apparent  high  degree 
of  success.  Its  disadvantages  are  that  the 
diet  is  expensive  and  it  is  difficult  to  secure 
the  cooperation  of  the  child.  Its  use,  how- 
ever, should  be  considered  when  other  treat- 
ment measures  fail. 

Drug  treatment.  There  are  a number  of 
drugs  available  for  use  in  the  treatment  of 
chronic  convulsive  disorders.  (Table  1.)  In 
general,  the  ideal  drug  therapy  of  an  indi- 
vidual case  is  arrived  at  only  by  trial  and 
error.  The  first  drug  chosen  should  be  in- 
creased to  the  point  of  tolerance  or  to  a 
level  at  which  seizures  are  prevented.  If 
the  first  drug  tried  decreases  the  number  of 
seizures  but  does  not  prevent  them  entirely, 
the  first  drug  should  be  continued  in  a dose 


which  is  well  tolerated  and  then  a second 
drug  gradually  added.  The  dose  of  the  sec- 
ond drug  should  then  be  increased  to  the 
limit  of  tolerance  or  until  the  seizures  are 
controlled.  This  procedure  should  be  re- 
peated with  each  drug  in  turn  or  until  all 
drugs  have  been  tried  at  maximal  tolerated 
dosage.  Any  drug  which  yields  no  benefit 
whatsoever  should  be  omitted,  but  before 
discontinuing  any  given  drug  it  should  be 
pushed  to  the  point  of  tolerance.  The  most 
common  error  made  in  drug  treatment  is 
undertreatment. 

We  will  discuss  first  the  drugs  used  in  the 
treatment  of  major  convulsions.  These 
drugs  fall  in  two  main  groups.  The  first  of 
these  is  barbital  or  barbiturates.  The  oldest 
of  these  is  phenobarbital  which  was  first 
used  in  1912.  According  to  Peterman,  it  is 
still  the  best  drug  for  grand  mal  epilepsy. 
The  second  major  group  is  the  hydantoin 
group.  The  first  of  these  was  Dilantin  in- 
troduced in  1938.  The  most  popular  of  oth- 
ers in  the  group  is  Mesantoin. 

Phenobarbital  is  certainly  an  excellent 
drug.  It  is  inexpensive,  easily  administered 
and  is  completely  free  from  any  dangerous 
side  reaction.  It  is  the  drug  that  I custom- 
arily begin  with.  It  is  given  in  dosage  as 
shown  on  the  chart.  Mebaral,  a proprietary 
barbital  derivative  is  closely  related  chemi- 
cally to  phenobarbital.  It  apparently  is 
effective  in  some  cases  in  which  phenobar- 
bital fails.  There  is  a third  barbiturate  sim- 
ilar to  phenobarbital,  namely  Gemonal,  5,5- 
Di-ethyl-l-methyl-barbituric  acid.  Accord- 
ing to  Peterman11  this  drug  has  all  of  the 
advantages  of  phenobarbital  but  very  few 
of  its  disadvantages.  According  to  Pei'l- 
stein,15  a particular  virtue  of  this  drug  is 
that  it  is  more  effective  in  organic  than  in 
idiopathic  epilepsy.  I have  had  no  experi- 
ence with  this  drug  since  it  has  not  yet  been 
released  for  general  use. 

Dilantin  is  by  far  the  most  popular  and 
widely  used  of  the  hydantoins.  Its  chief 
toxic  reactions  include  double  vision,  ataxia, 
a sensation  of  walking  on  air,  hypertrophy 
of  the  gums  and  a rash.  The  latter  is  an 
indication  for  stopping  the  drug.  Mesantoin 
is  certainly  a valuable  therapeutic  adjunct 
in  selected  cases.  In  my  experience  it  is  an 
excellent  drug  and  I have  had  no  serious 
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Table  I 


DRTTP  ' DAILY 

DRUG  DOSE 

A.  BARBITURATES 

SIDE  EFFECTS 

COMMENT 

1.  PHENOBARBITAL 
USP 

1/4-2  grains 

Drowsiness  — rarely  ex- 
citement or  a rash. 

Cheap.  Safe.  Use  First 
in  Grand  Mal. 

2.  MEBARAL 
( Winthrop- 
Stearns) 

>2-4  grains 

Same  as  Phenobarbital. 

NOT  SO  CHEAP.  Safe. 
May  work  when  Pheno- 
barb.  doesn’t. 

B.  HYDANTOINS 
m 1.  LIANTIN 

W (Parke-Davis) 

DC 

p 

1 1 •> -6  grains 

Ataxia,  nystagmus,  diplo- 
pia, dizziness,  swollen 
gums,  rash,  nausea,  and 
hirsuitism. 

Oldest  and  best  of  the  hy- 
dantoins (consensus  opin- 
ion). Side  effect  unpleas- 
ant but  not  dangerous. 

N 2.  MESANTOIN 

W (Sandoz) 

c/2  - 

DC 

o 

1-9  grains 

Drowsiness,  rash,  fatigue. 
Fatal  bone  marrow  de- 
pression, exfoliative  der- 
matitis. 

Excellent  in  selected  cases. 
More  dangerous  than  DI- 
LANTIN. 

£ 3.  THIANTOIN* 

3 (Lilly) 

f—i 

3-15  grains 

Similar  to  DILANTIN. 
FATAL  Hepatisis  (recent- 
ly reported). 

The  best  Hydantoin  ac- 
cording  to  Peterman. 
Other  workers  don’t  agree. 

Several  new  hydantoins  are  in  use  on  an  experimental  basis  in  various  medical  centers  that  may 
| be  safer  and  even  more  effective. 

C.  PHENURONE 
(An  acyl  urea 
deriv.) 

(ABBOTT) 

7 (A -75  grains 

Personality  disturbances, 
rash  and  fatal  hepatitis. 

A last  resort  drug.  Dan- 
gerous and  rather  unpre- 
dictable. 

c/2  i TRIDIONE 

g (ABBOTT) 

12-45  grains 

Rash,  photophobia.  Fatal 
bone  marrow  depression. 

May  precipitate  motor 
seizures. 

§ PARADOINE 

~ (ABBOTT) 

C/D 

Same  as 
TRIDIONE 

Same  as  TRIDIONE. 

May  be  used  as  alternate 
to  TRIDIONE.  Probably 
not  as  effective. 

d BENZEDRINE  and 

S DEXEDRINE 

E_i  (Smith,  Kline, 

^ and  French) 

H 

5-30  grains 

Excitability,  wakefulness, 
and  irritability. 

May  be  of  value  in  com- 
batting drowsiness,  due  to 
the  sedative  drugs.  May 
also  help  in  some  person- 
ality disturbances. 

CL, 


* Withdrawn  from  market. 


side  reactions.  It  does  not  give  the  trouble- 
some hypertrophy  of  the  gums.  It  is  appar- 
ently a little  more  dangerous  to  use  than 
Dilantin.  A third  hydantoin  preparation  is 
Thiantoin  which  is  marketed  by  Eli  Lilly. 
According  to  Peterman"  it  is  a much  more 
preferable  preparation  and  is  fully  as  effec- 
tive if  not  more  so  than  the  two  preceding 
drugs.  The  toxic  reactions  to  this  drug  are, 
in  general,  similar  to  those  of  Dilantin  but 
are  said  to  be  only  one-half  those  of  Dilan- 
tin. However,  recent  reports  in  the  litera- 
ture record  four  deaths  due  to  Thiantoin 
through  hepatic  necrosis.11117  Other,  and 
perhaps  better,  hydantoin  derivatives  are 
being  investigated  by  various  groups  but 
have  not  yet  been  released.1118 

Phenurone,  an  acylurea  derivative  which 
was  introduced  in  1948,  was  released  for 


general  use  in  1951.  Its  use  is  limited  by 
toxic  effects  including  hepatitis,  bone  mar- 
row depression  and  personality  disturb- 
ances. Its  use  should  be  reserved  for  those 
failing  to  respond  to  other  drugs  and  more 
especially  for  those  with  psychomotor  epi- 
lepsy. A final  group  of  drugs  are  the  bro- 
mides. I have  had  no  experience  whatso- 
ever with  these  drugs.  They  were  among 
the  first  used  and  seemed  to  be  the  best 
drugs  in  epilepsy  due  to  extensive  brain 
damage. 

The  treatment  of  the  petit  mal  type  of 
seizures  involves,  in  general  an  entirely 
different  group  of  drugs.  The  best  of  these 
drugs  is  apparently  Tridione.18  If  this  drug 
controls  seizures,  and  the  child  remains 
free  for  three  months  or  more,  and  the  EEG 
returns  to  normal,  the  medication  may  be 
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reduced  to  a single  daily  dose  for  two  more 
months  and  then  be  discontinued.  Unfor- 
tunately, Ti’idione  causes  toxic  reactions  in 
some  individuals  including  double  vision, 
photophobia  and  a depression  of  the  white 
count.  At  least  seven  deaths  have  been  re- 
ported due  to  agranuloytosis.  Another  dis- 
advantage is  that  this  drug  often  brings  out 
major  convulsions  in  patients  who  haven’t 
had  them  before.  It  is,  accordingly,  advis- 
able to  use  phenobarbital  or  one  of  the  hy- 
dantoin  derivatives  in  conjunction  with 
Tridione.  A closely  related  drug,  Paradione, 
may  be  tried  if  Tridione  does  not  work, 
though  Livingston19  has  had  no  success  with 
it. 

Benzedrine  and  Dexedrine  have  been 
used  by  the  group  at  Johns  Hopkins  in  sim- 
ple petit  mal  with  a fair  degree  of  success.19 
These  drugs  show  no  tendency  to  precipitate 
grand  mal  epilepsy.  However,  Peterman1 1 
has  never  observed  any  control  of  petit  mal 
seizures  with  these  drugs. 

In  summarizing  our  remarks  on  the  drug 
treatment  of  epilepsy,  I would  like  to  re- 
emphasize several  points:  (1)  Satisfactory 
control  of  seizures  in  a majority  of  patients 
is  possible  with  modern  drug  therapy.  (2) 
Each  patient  must  be  individualized  and  no 
two  patients  are  alike.  (3)  The  trial  and 
error  approach  is  used.  (4)  Each  drug  used 
should  be  pushed  to  the  limit  of  its  toler- 
ance. (5)  A combination  of  drugs  is  usually 
more  effective  than  a single  drug.  (6)  Sud- 
den stopping  of  drugs,  or  sudden  reduction 
in  a dose  of  a drug  may  result  in  a precipi- 
tation of  a seizure.  (7)  Treatment  should  be 
continued  for  at  least  three  or  four  years 
after  the  last  seizure  and  preferably  until 
the  EEG  becomes  normal.  (8)  Drugs  are 
not  curative;  they  simply  raise  the  seizure 
threshold.  (9)  Drug  treatment  should  at  all 
times  be  reinforced  by  attention  to  the  other 
factors.  (10)  Successful  treatment  or  dimi- 
nution of  the  seizures  results  in  a high  de- 
gree of  gratitude  of  the  parents. 

The  skills  required  to  carry  on  a satisfac- 
tory program  with  epileptic  children  are 
easily  within  the  grasp  of  physicians  trained 
in  general  medicine  or  pediatrics.  An  in- 
terest in  doing  the  job  thoroughly  and  a 
willingness  to  devote  a few  solid  hours  to 
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the  problem  will  often  make  the  difference 
between  success  and  failure. 
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Discussion 

DR.  JACK  CHESNEY  (Knoxville):  Dr.  Crook 
has  given  an  excellent  paper  on  this  important 
subject.  No  symptom  in  childhood  creates  as  much 
terror  in  the  child  or  in  the  parents  as  does  a 
generalized  convulsion,  particularly  when  it  is 
associated  with  high  fever  and  cyanosis.  It  ranks 
with  severe  burns,  the  ingestion  of  poisons,  mas- 
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sive  hemorrhage,  and  the  aspiration  of  foreign 
bodies  among  the  more  important  pediatric  emer- 
gencies. One  should  attempt  to  reduce  the  child’s 
fever  by  means  of  antipyretic  measures  and  anti- 
convulsant medications  should  be  administered  at 
once.  Sodium  phenobarbital  may  be  given  hypo- 
dermically or  other  types  of  barbiturates  may  be 
given  by  rectum.  If  these  are  not  effective,  So- 
dium Amytal  or  Penotothal  may  be  given  intra- 
venously. Rarely,  it  may  be  necessary  to  give  a 
general  anesthetic  such  as  Vinethene  or  ether. 
The  parents  should  be  warned  of  the  possible 
occurrence  of  subsequent  convulsions  when  the 
child  again  has  high  fever,  and  they  should  be 
given  sufficient  instructions  for  the  prevention  of 
a recurrence  of  seizures. 

From  15  to  20  per  cent  of  children  with  febrile 
convulsions  will  develop  a chronic  convulsive  dis- 
order. Buchanan  of  the  University  of  Chicago 
Clinics,  as  well  as  other  neurologists,  believe  that 
one  should  give  every  child  who  has  had  a single 
seizure,  anticonvulsant  medications  for  a minimum 
of  one  to  two  years.  I doubt  if  this  is  justifiable 
since  the  overwhelming  majority  of  the  children 
will  never  have  more  than  one  or  two  seizures.  If 
the  child  has  three  or  more,  or  if  a seizure  occurs 
in  the  absence  of  fever  or  infection,  he  should  be 
studied  and  placed  on  therapy. 

The  investigation  of  the  cause  of  recurrent  seiz- 
ures as  recommended  by  Dr.  Crook  is  desirable 
and  necessary.  Unless  such  an  examination  is 
done  there  is  a great  tendency  for  the  family  to 
shift  from  one  physician  to  another,  and  from  one 


medical  center  to  another  in  an  effort  to  find  a 
solution  to  the  problem. 

Many  children  go  for  years  on  inadequate  ther- 
apy because  the  parents  are  not  convinced  of  the 
need  or  the  availability  of  adequate  treatment. 
The  electroencephalogram  should  be  used  when  it 
is  available  and  a neurosurgeon  should  be  called 
for  the  more  resistant  patients.  It  should  be  re- 
called that  Penfield  of  Montreal  and  Walker  of 
the  Johns  Hopkins,  as  well  as  other  neurosurgeons, 
report  large  numbers  of  patients  who  never  re- 
spond to  treatment  until  neurosurgery  is  done. 

Bromides,  which  have  been  available  for  almost 
a century,  and  phenobarbital  which  has  been  used 
for  forty  years,  have  been  reasonably  effective  in 
the  control  of  grand  mal  and  petit  mal  seizures. 
Two  decades  ago  a tremendous  amount  of  research 
was  begun  in  an  effort  to  discover  more  effective 
anticonvulsant  drugs.  This  research  has  been 
carried  on  in  many  institutions  by  chemists,  phar- 
macologists, and  clinicians.  This  research  has  in- 
vestigated hundreds  and  even  thousands  of  drugs. 
From  this  work  has  come  the  introductions  of  the 
hydantoin  group  of  drugs  which  are  most  effective 
in  grand  mal  seizures,  and  in  the  discovery  of 
Tridione  and  similar  drugs  which  are  useful  in 
petit  mal  attacks.  The  use  of  these  drugs  either 
with  or  without  bromides  and  barbiturates,  has 
resulted  in  a control  of  seizures  which  may  reach 
75  or  80  per  cent.  A good  bit  of  experimentation 
may  be  needed  to  determine  the  proper  combina- 
tion and  the  proper  dosage. 


The  Choice  of  Precordial  Leads  in  the  Diagnosis  of 
Coronary  Artery  Disease.  Pomerane,  M.,  Hoff- 
man. J.  B.,  and  Ashe,  G.  J.,  Ann.  Int.  Med.,  86: 
811,  1952. 

The  electrocardiogram  is  now  frequently  used 
both  by  the  general  practitioner  and  the  cardiac 
consultant.  The  value  of  the  machine  is  unques- 
tioned. The  choice  of  precordial  leads  is  in  ques- 
tion in  the  minds  of  many.  This  results  from  the 
listing  of  CF,  V,  CL  and  CR  leads  on  the  universal 
lead  selector  of  many  electrocardiographic  ma- 
chines, and  the  replacement  of  CF  by  V leads  in 
many  hospitals  and  in  the  majority  of  recently 
published  articles  on  the  subject  of  coronary 
artery  disease. 

Cases  with  the  clinical  picture  of  angina  pec- 
toris are  cited  in  which  V precordial  leads  were 
normal  while  the  precordial  CF  leads  were  dis- 
tinctly diagnostic  of  coronary  artery  disease.  In 
patients  with  a history  of  recent  coronary  throm- 
bosis the  electrocardiographic  evidence  was  diag- 


nostic in  the  CF  leads  while  the  V precordial  leads 
were  merely  suggestive.  In  other  cases  the  CF 
leads  were  diagnostic  of  coronary  thrombosis  sev- 
eral days  before  the  V leads  gave  equally  defi- 
nite evidence.  In  all  cases  T-I  was  of  lower  volt- 
age than  T-3.  It  was  reported  also  in  these  cases 
that  T was  flat  or  inverted  in  a-VL  and  upright  in 
a-VF.  Changes  in  the  electrical  axis  may  be  de- 
tected when  R in  AVL  is  less  than  5 mm.  This 
is  important  since  a shift  in  electrical  axis  also 
may  cause  T-AVL  to  be  of  low  voltage  or  actually 
inverted.  In  no  instances  did  V chest  leads  un- 
cover pathology  missed  by  the  CF  leads. 

The  authors  suggest  that  CF  leads  be  done,  in 
addition  to  V leads  when  T-I  is  smaller  than  T-3 
and  when  T-AVL  is  negative  and  T-AVF  positive, 
provided  R-AVL  is  5 mm.  or  more.  In  some  cases 
it  is  probable  that  CF  leads  may  disclose  myocar- 
dial changes  when  the  V chest  leads  do  not.  (Ab- 
stracted for  the  Middle  Tennessee  Heart  Associa- 
tion by  Albert  Weinstein,  M.D.,  Nashville.) 
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Argyrosis  of  the  conjunctiva  can  be  of  importance  because  it  is  a 
cosmetic  blemish.  Its  treatment  is  successful. 

ARGYROSIS  OF  THE  CORNEA  AND  CONJUNCTIVA* 

JAMES  W.  WILKES,  M.D.,f  Memphis,  Tenn. 


Argyrosis  of  tissue,  especially  the  con- 
junctiva, is  a condition  which  at  one  time 
was  a very  common  sight  but  which  is  now 
fast  disappearing  for  two  reasons:  (1)  phy- 
sicians are  using  less  silver  solution  in  their 
practice,  particularly  argyrol  and,  (2)  the 
layman  is  replacing  argyrol  with  penicillin, 
sulfa  ointments  and  proprietary  eye  washes 
which  may  be  purchased  over  many  drug- 
store counters.  Because  of  this  rapidly  dis- 
appearing condition,  I would  like  to  com- 
ment on  it  briefly  and  show  two  illustrative 
cases. 

Argyrosis  of  the  cornea  and  conjunctiva 
may  be  the  result  of  either  the  topical  ad- 
ministration of  silver  solutions  to  the  eye 
or  may  be  a part  of  generalized  argyria 
when  silver  is  taken  orally.  When  the 
argyrosis  is  due  to  topical  administration 
the  degree  of  argyrosis  depends  on  four 
factors:  (1)  the  strength  of  the  solution 
used,  (2)  the  length  of  time  the  solution 
is  in  contact  with  the  tissue,  or  the  fre- 
quency of  use,  (3)  the  nature  of  the  silver 
salt,  i.e.  ammonium  salt,  nitrate,  etc.,  and, 
(4)  the  condition  of  the  eye  subjected  to  its 
use.  In  argyrosis  due  to  local  application 
of  silver  the  conjunctiva  is  always  affected 
and  the  cornea  in  fewer  cases;  whereas, 
when  argyrosis  is  part  of  a generalized 
argyria  the  cornea  is  affected  moi'e  often 
than  the  conjunctiva.  Generalized  silver 
pigmentation  may  result  from  the  continued, 
long  use  of  silver  solutions  in  the  nose  and 
throat,  not  so  much  from  the  absorption 
from  the  nasal  or  pharyngeal  mucosa  but 
from  swallowing  the  solution.  The  admin- 
istration of  silver  arsphenamine  in  the 
former  treatment  of  syphilis,  and  oral  silver 
nitrate,  an  old  treatment  for  peptic  ulcer, 
produced  many  instances  of  argyria  in  the 


*Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  Knoxville,  April 
7,  1952. 

fResident,  Memphis  Eye,  Ear,  Nose  and  Throat 
Hospital,  Memphis,  Tenn. 


past.  The  inhalation  of  silver-laden  dust 
particles  as  a cause  of  argyria  as  has  been 
seen  in  industrial  cases. 

The  clinical  picture  is  characteristically 
that  of  a slate-gray  or  brownish  pigmenta- 
tion of  the  conjunctiva  which,  when  due  to 
topical  administration,  is  more  marked  in 
the  lower  cul-de-sac  and  plica  than  in  the 
interpalpebral  or  upper  conjunctiva.  This 
is  due  to  the  settling  downward  of  the  solu- 
tion into  the  lower  fornix,  therby  being  in 
contact  with  the  conjunctiva  here  for  a 
longer  period.  On  a microscopic  section  of 
the  conjunctiva  there  will  be  seen  to  be  a 
deposition  of  grayish-brown  granules  along 
the  outside  of  the  perivascular  lymph 
sheaths,  especially  those  of  small  veins  and 
capillaries.  In  the  cornea  argyrosis  is 
usually  not  grossly  detectable  but  may  be 
on  occasion,  especially  if  viewed  in  a strong 
light.  Examination  with  the  slit-lamp  will 
clinch  the  diagnosis.  There  are  three  zones 
which  may  be  affected  in  corneal  argyrosis, 
one  almost  invariably.  The  first  and  most 
pronounced  is  in  Descemet’s  region, — it  does 
not  involve  the  endothelium.  The  second  is 
the  posterior  one-third  of  the  substantia 
propria  and  the  last  is  in  Bowman’s  zone. 
Under  the  slit  lamp  Descemet’s  zone  ap- 
pears as  a thickened,  homogeneous  band  that 
stands  out  like  the  proverbial  sore  thumb; 
under  high  magnification  the  individual 
granules  may  be  distinguished.  The  other 
two  areas  affected  are  seen  best  with  the 
high  powers,  and,  if  these  zones  are  pig- 
mented they  will  show  gray  or  brown  gran- 
ular deposits,  thick  in  one  place  and  thin 
in  another.  There  appears  to  be  no  par- 
ticular pattern  of  distribution  of  the  pig- 
mentation. One  of  these  zones  may  be  en- 
tirely pigmented  or  it  may  be  pigmented 
only  spottily,  or  it  may  be  central  or 
peripheral.  This  must  be  taken  a priori 
from  the  four  factors  mentioned  previously 
as  to  the  degree  of  pigmentation. 

Although  the  exact  mechanism  of  how 
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pigmentation  occurs  is  not  known,  it  is 
thought  to  be  basically  as  follows.  After 
the  instillation  of  silver  solution  into  the 
conjunctival  sac,  a very  small  amount  is 
absorbed  into  the  tissue  either  as  silver 
albuminate  or  as  silver  oxide.  Then  due  to 
the  very  high  affinity  of  elastic  fibers  for 
silver,  these  fibers  absorb  and  adsorb  the 
precipitate  thus  formed  giving  the  char- 
acteristic color,  dependent  upon  the  amount 
absorbed  and  the  degree  of  reduction  of  the 
silver  upon  exposure  to  light  after  absorp- 
tion. 

Treatment.  There  is  none  for  corneal 
argyrosis.  Vision  is  cut  down  so  little,  if 
any,  in  corneal  argyrosis  that  the  result  of 
any  proposed  treatment  would  in  all  proba- 
bility not  justify  the  means  and  expense  to 
the  patient.  On  the  other  hand  there  is  a 
treatment  of  conjunctival  argyrosis  which 
has  been  reported  as  fairly  successful.  Wey- 
mann1  states  that  conjunctival  irritation 
may  occur  from  argyrosis  and  reported  a 
case  which  cleared  up  after  the  argyrosis 
cleared  up  with  treatment.  The  vast  major- 
ity of  cases  treated  will  be  for  a purely 
cosmetic  reason.  The  treatment,  which  was 
first  introduced  by  Stillians  and  Lawless2 
and  later  modified  by  Weymann3  consists 
of  injecting  a solution,  which  contains  2 
parts  of  2 percent  potassium  ferricyanide 
for  1 part  of  12  percent  sodium  thiosulfate, 
beneath  the  conjunctiva.  The  reaction  is 
almost  immediate,  with  blanching  of  the 
area  injected,  so  that  the  physician  judges 
by  sight  the  places  and  amount  to  be  in- 
jected. Systemic-ally  the  solution  is  almost 
without  toxicity,  100  cc.  being  the  limit  of 
safety  for  injection.  Since  only  1-1.5  cc.  are 
injected  at  one  time  it  can  be  seen  that 
toxicity  proposes  no  barrier.  The  conjunc- 
tiva must  be  well  anesthetized  as  pain  is 
associated  with  the  injection — -due  to  the 
corrosive  action  of  the  solution.  It  must  be 
injected  through  a platinum  needle  other- 
wise corrosion  of  a stainless  steel  needle 
will  occur  and  tattooing  at  the  site  of  in- 
jection will  take  place. 

Case  Reports 

Case  1.  J.T.B.,  a 66  year  old  white  male,  came 
into  the  Eye  Clinic,  Memphis  EENT  Hospital,  in 
February,  1951,  with  the  complaint  of  sore  eyes 
and  “mattering  eyes”  for  10  months.  There  was 


no  complaint  as  to  vision  and  the  patient  was 
wearing  no  correction  for  distance  glasses.  Glasses 
were  necessary  for  reading  and  he  had  bought 
himself  a pair  at  the  Ten  Cent  Store.  Further 
questioning  revealed  that  he  had  been  using  argy- 
rol  “off  and  on”  for  the  past  10  years,  just  as  an 
eyewash.  Fie  did  this  to  clean  the  matter  out  of 
his  eyes  and  to  give  them  a good  bath. 

Visual  acuity  was  20/80,  J-14  O.U.  External 
examination  revealed  deep  bluish  pigmentation  in 
the  lower  fornix  and  the  region  of  the  plica  of  each 
eye,  and  a very  slight  bluish  haze  to  the  corneas. 
Manifest  refraction  improved  his  vision  in  his  right 
eye  to  20/30  with  a t 1.50  DS  and  to  20/40  with 
a + 1.75  DS  over  his  left  eye.  With  a plus  2.25 
add  he  was  able  to  read  Jaegar  No.  3.  Both 
humors  were  clear  but  there  was  a nuclear  sclero- 
sis in  each  lens,  more  marked  in  the  left.  The 
fundi  showed  Grade  II  arteriosclerosis  and  nega- 
tive discs. 

Slit-lamp  examination  revealed  Descemet’s  zone 
to  be  very  thickened  and  evenly  pigmented  giving 
the  appearance  of  a pale  slate-gray  area  over  the 
entire  posterior  surface  of  the  cornea.  Bowman’s 
zone  was  also  affected  in  the  regions  adjacent  to 
the  limbus, — here  the  deposits  were  gray-brown, 
small,  and  in  spotty  clusters. 

Case  2.  This  is  essentially  the  same  as  the  first 
except  for  three  important  features:  (1)  a history 
of  using  silver  solutions  in  his  eyes  by  his  doctor 
and  by  himself  for  fifty  years;  (2)  old  trachoma- 
tous disease  involving  both  the  corneas  and  the 
conjunctivas;  and  (3)  silver  deposition  only  in 
Descemet’s  region. 
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Discussion 

PHILIP  M.  LEWIS,  M.D.  (Memphis). 

We  all  feel  grateful  to  Dr.  Wilkes  for  presenting 
a paper  on  this  rare  condition  and  the  beautiful 
colored  slides  of  two  cases.  We,  who  have  been 
doing  ophthalmology  for  25  years  or  more  have 
seen  many  cases  of  argyrosis  of  the  conjunctiva, 
but  involvement  of  the  cornea  must  be  extremely 
rare.  I do  not  recall  having  seen  a case.  Since 
Dr.  Wilkes  told  me  that  he  was  speaking  on  this 
subject  I have  had  two  patients  with  argyrosis 


January,  1953 


ARGYROSIS  OF  THE  CORNEA  AND  CONJUNCTIVA— Wilkes 


13 


in  my  office,  but  in  neither  was  the  cornea  in- 
volved. Now,  however,  being  better  informed  on 
the  subject  I will  be  on  a closer  lookout  for  it. 

While  I am  unable  to  contribute  anything 
worthwhile  on  the  subject  of  argyrosis  of  the 
cornea  I wish  to  say  something  on  the  use  of 
argyrol  in  ophthalmology.  Probably  very  few 
ophthalmologists,  especially  the  younger  ones  ever 
prescribe  it,  yet  I think  it  can  serve  a very  useful, 
although  definitely  limited  purpose.  I prescribe 
10%  argyrol  in  those  casss  of  conjunctivitis 
which  show  evidence  of  an  allergic  reaction  to 
practically  everything  else.  While  it  is  a very 
poor  germicide  it  “sweeps”  the  conjunctival  sac 
free  of  mucous  and  pus  better  than  almost  any 
other  agent.  That,  however,  is  not  the  main 
reason  for  using  it.  The  main  reason  is  that  it 
is  very  soothing  and  causes  no  additional  irrita- 
tion. I have  never  seen  a case  that  was  allergic 
to  mild  silver  protein.  For  example,  I use 
argyrol  for  a few  days  in  such  cases  as  allergic 
blepharoconjunctivitis  that  are  doing  badly  on 
other  agents.  It  is  true  that  cortisone  drops 
topically  have  lessened  the  need  for  argyrol,  but 
cortisone  is  expensive  and  argyrol  is  very  cheap. 


A Survey  of  Tuberculosis  Among  Diabetics.  Dil- 
lon, S„  Boucot,  Katharine  R.,  Cooper,  D.  A., 
Meier,  P.,  Richardson,  R.,  Diabetes,  1:283,  1952. 

Dillon  and  co-workers  present  added  evidence 
to  the  known  fact  that  tuberculosis  is  more  preva- 
lent amongst  diabetics.  In  a carefully  screened 
group  of  3,106  diabetics  in  the  Philadelphia  area, 
the  prevalence  of  tuberculosis  in  these  cases  of 
diabetes  was  found  to  be  8.4%,  compared  with 
4.3%  of  a controlled  group  adjusted  to  correspond 
in  age,  sex  and  race. 

The  prevalence  of  active  tuberculosis  increased 
markedly  with  the  severity  of  the  diabetes.  Prev- 


It should  be  made  up  fresh  and  the  patient  in- 
structed not  to  continue  its  use  for  longer  than 
two  weeks. 

Discussion 

J.  WESLEY  McKINNEY,  M.D.  (Memphis). 

Dr.  Wilkes  has  covered  the  salient  features  of 
argyrosis  of  the  conjunctiva  and  cornea.  Silver 
impregnation  of  the  cornea  accompanies  conjunc- 
tival argyrosis  in  about  90%  of  the  cases  but  has 
no  clinical  significance  since  it  causes  no  irrita- 
tion or  impairment  of  vision.  Argyrosis  of  the 
conjunctiva,  however,  may  become  a serious  cos- 
metic blemish  as  is  demonstrated  by  the  case  of 
Mr.  T.  J.  T.  who  had  used  argyrol  in  his  right 
eye  for  a chronic  conjunctivitis  for  a number  of 
years.  The  bulbar  and  palpebral  conjunctiva  pre- 
sented a dark  slaty  gray  color.  His  appearance 
was  particularly  arresting  because  of  the  fact 
that  the  argyrosis  was  unilateral.  Treatment  con- 
sisted in  the  injection  of  a solution  of  two  parts 
of  2%  potassium  ferricyanide  and  one  part  of 
12%  sodium  thiosulphate  beneath  all  parts  of  the 
conjunctiva.  The  result  was  practically  complete 
absoi’ption  of  the  subconjunctival  pigment  as 
shown  by  the  photographs. 


alence  of  active  tuberculosis  in  the  younger  age 
group  was  much  greater  in  those  having  had  dia- 
betes ten  years  or  more. 

Active  tuberculosis  was  found  in  2.6%  of  the 
diabetics.  Active  tuberculosis  was  three  times  as 
prevalent  in  those  under  40  years  of  age  as  in  those 
40  and  over.  Prevalence  of  tuberculosis  was  much 
greather  in  underweight  diabetics  than  in  over- 
weight diabetics. 

A further  study  of  this  same  group  is  contem- 
plated within  the  next  five  to  six  years  for  an 
accurate  follow-up  on  this  large  group.  (Ab- 
stracted for  the  Tennessee  Diabetic  Association  by 
E.  Charles  Sienknecht,  M.D.,  Knoxville.) 
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CASE  REPORT 
Beri-Beri 

George  G.  Henson,  M.D.,  Knoxville,  Tenn. 

A 47  year  old  married  white  woman  was  ad- 
mitted to  East  Tennessee  Baptist  Hospital  May 
22,  1952. 

C.C.  Weakness,  nausea,  loss  of  weight,  and 
shortness  of  breath. 

P.I.  The  present  illness  began  in  November, 
1950,  with  severe  menometrorrhagia  of  two  weeks 
duration.  Attempts  at  getting  up  led  to  weakness 
and  faintness.  Her  physician  advised  hospitaliza- 
tion for  a D&C  and  possibly  a hysterectomy.  Be- 
cause her  mother,  at  45,  had  a hysterectomy  fol- 
lowed by  severe  climacteric  symptoms,  this  was 
refused.  The  patient  developed  such  edema  of  the 
feet  it  was  impossible  for  her  to  wear  shoes;  she 
also  had  burning  and  numbness  of  the  feet.  Her 
doctor  prescribed  some  vitamin  preparation.  She 
continued  to  bleed  slightly  for  about  two  months. 

In  April,  1951,  her  husband  was  severely  in- 
jured in  an  automobile  wreck.  After  this  she 
became  more  nervous,  irritable,  and  had  daily  hot 
flashes  and  sweats  with  cold  clammy  sensations. 
The  patient  lost  her  appetite  but  forced  herself  to 
eat,  or  to  take  a cocktail  or  two  as  an  appetizer. 
Vomiting  occurred  frequently  and  persistently,  and 
she  began  to  notice  loss  of  weight. 

Her  husband,  disabled  by  his  injuries,  began 
drinking,  and  in  August,  1951,  developed  a change 
of  personality,  manifested  by  mood  changes,  de- 
pression. He  abused  and  reproached  the  patient 
for  not  doing  more  than  she  did  or  could.  Though 
vomiting  ceased,  appetite  became  even  poorer  and 
she  ate  less  than  ever.  She  stated  “she  just 
didn’t  care  after  that.” 

From  May  to  October,  1951,  the  menometror- 
rhagic  episodes  of  variable  severity  occurred  twice 
monthly.  Then  menstruation  ceased.  After  this 
she  noticed  further  loss  of  weight,  possibly  to 
about  45  pounds.  Weakness  increased  and  the 
soles  of  her  feet  began  to  burn.  Walking  or 
standing  became  unbearable,  and  she  could  move 
about  the  house  only  by  holding  on  to  furniture. 
With  walking  there  was  sweating,  nausea,  cold- 
ness, shortness  of  breath,  palpation,  and  the  feel- 
ing that  she  would  “sink”  to  the  floor.  After 
walking  from  one  room  to  another  she  became  so 
weak  she  had  to  crawl  back  to  her  bed. 

Unimproved,  she  entered  a hospital  in  her  home 
town  on  January  2,  1952.  A urinalysis  and  chest 
X-ray  were  reported  as  negative.  A biopsy  of  the 
cervix  was  reported  to  be  negative;  a barium  ene- 
ma was  considered  normal.  She  was  given  vita- 
mins and  a soporific,  and  was  told  that  her  burn- 
ing feet  were  “rheumatic”  and  that  she  should 
exercise  more.  She  also  was  told  the  loss  of 
strength  was  due  to  her  loss  of  weight.  Following 
discharge  on  January  12,  1952,  she  did  not  im- 
prove and  returned  to  the  same  hospital  in  Feb- 
ruary. A diarrhea  of  several  days  duration  oc- 


curred following  laxatives.  Sodium  salicylate  was 
given  for  the  “rheumatism.” 

She  was  discharged  unimproved  after  two 
weeks,  and  remained  in  bed,  too  weak  to  get  up, 
until  time  for  her  admission  to  this  hospital.  (Her 
husband  was  also  confined  to  bed  most  of  the 
time.)  No  one  was  able  to  prepare  food  until 
evening  when  a maid  came  in.  Neither  she  nor 
her  husband  had  any  appetite  and  would  not  eat 
what  was  prepared.  The  patient  could  not  “stand 
the  thoughts  of  food  and  she  was  nauseated  if  she 
thought  about  food  or  looked  at  it.” 

Past  History.  Climacteric  symptoms  of  hot 
flashes,  sweats  and  cold  spells  had  been  present 
for  2 years  prior  to  the  present  illness. 

She  had  been  nervous  all  her  life.  When  a 
child,  her  mother  dominated  her,  forcing  her  to 
take  dancing,  singing,  elocution  and  piano  lessons, 
the  latter  being  the  only  one  she  liked  or  for  which 
she  showed  any  aptitude.  She  had  no  time  to 
play  with  other  girls;  when  she  wanted  to  help 
with  the  housework  she  was  reminded  that  if  she 
“practiced”  she  would  be  “helping”  mother.  She 
was  outwardly  obedient  but  inwardly  rebellious. 
The  preparation  for  frequent  recitals  was  “nerve 
racking.”  When  arguments  developed  between 
her  parents,  or  when  it  thundered  or  the  lightning 
flashed  she  would  shut  herself  up  in  her  room. 
At  the  age  of  23,  she  eloped  .with  a man  of  whom 
her  mother  disapproved;  her  mother  died  while 
the  patient  was  on  her  honeymoon. 

She  smokes  about  30  cigarettes  daily.  She  and 
her  husband  started  with  light  party  drinking, 
later  increased  this  to  a cocktail  or  two  before 
dinner,  and  still  later  added  an  additional  1 or  2 
at  bedtime.  She  said  she  did  not  increase  her 
consumption  of  alcohol  above  this  until  after  her 
husband’s  auto  accident,  when  she  began  to  take 
more  to  give  her  appetite.  Her  brother,  however, 
said  she  always  drank  more  than  she  would  ad- 
mit. Two  months  before  her  admission  she  lost 
her  appetite  for  alcohol  as  well  as  for  food. 

Examination.  On  admission  the  temperature 
was  99  , pulse  96,  blood  pressure  96/64,  height  64 
inches,  weight  98  pounds  (normal  weight  142 
pounds).  The  patient  was  malnourished,  ap- 
proaching moderate  emaciation.  The  skin  was 
sallow,  pale  and  very  dry.  The  mucous  mem- 
branes were  very  pale  and  the  tongue  was  pale 
and  slick.  Oral  hygiene  was  poor  and  several 
teeth  appeared  carious.  The  thyroid  was  normal. 
The  heart  was  negative.  The  abdomen  was  tym- 
panitic and  distended.  Rectal  examination  was 
negative.  There  was  leucorrhea  typical  of  a trichi- 
mona  infection.  The  pelvic  examination  was  neg- 
ative. The  gait  was  shuffling  and  she  needed 
assistance  in  walking.  The  thigh  and  leg  muscles 
were  unduly  tender  to  palpation.  The  Romberg 
test  was  positive.  The  biceps,  triceps,  abdominal 
and  patellar  reflexes  were  normal.  Eliciting  the 
Bakinski  reflexes  caused  the  patient  to  complain 
bitterly  of  pain,  with  insistence  that  it  not  be 
repeated.  There  was  a loss  of  vibratory  sense 
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over  the  malleoli,  at  the  knees,  over  the  anterior 
superior  iliac  spines,  the  wrists,  the  olecranon 
processes  and  the  shoulders.  Paresthesia  was 
demonstrated  when  the  patient  said  the  tuning 
fork  over  the  left  anterior  iliac  spine  “got  hot” 
after  a few  seconds  extra  contact. 

Laboratory  Data.  The  urine  showed  a trace  of 
albumin  on  the  initial  examination  only.  Gas- 
tric analysis  showed  free  hydrochloric  acid  after 
an  alcohol  meal.  The  serum  bilirubin  was  0.2 
mg.  %.  The  Kline  was  negative.  Total  serum 
protein  was  5.4,  albumin  4.7  and  globulin  0.6 
Gm.  %.  One  stool  was  negative  for  ova  and  fat. 
The  white  count  was  5,800  with  a differential  of 
68  segmented  cells  and  32  lymphocytes.  The  bleed- 
ing time  was  30  seconds  and  the  clotting  time  was 
2 minutes.  The  platelet  count  was  292,000,  the 
color  index  1.13,  the  volume  index  1.5,  M.C.H.C. 
24.3,  M.C.H.  32.3  and  the  M.C.V.  was  133.  The 
hematocrit  was  28,  and  increased  to  37  after  the 
5th  blood  transfusion.  The  hemoglobin  was  6.8 
Gm.  and  increased  to  12.5  Gm.  after  the  5th  blood 
transfusion.  The  red  blood  count  was  2,180,000 
and  increased  to  4,250,000  after  the  5th  blood 
transfusion.  The  bone  marrow  showed  erythroid 
hyperplasia.  A chest  X-ray  showed  no  active 
pathology.  The  barium  enema  was  normal.  The 
E.K.G.  showed  low  voltage  and  non-specific  minor 
changes. 

Course  in  Hospital.  She  was  given  a high  calo- 
ric, high  protein,  high  vitamin  diet.  A hematinic 
tablet  (Feosol)  t.i.d,  a therapeutic  vitamin  capsule 
(Theragran)  daily,  25  mg.  of  thiamin  chloride 

b. i.d  intravenously,  and  potassium  citrate,  1 Gm., 
4 times  daily  was  prescribed.2 

Her  appetite  improved,  she  ate  well  and  felt 
generally  better  in  3 days.  A fever  of  100°  con- 
tinued for  the  first  14  days  of  hospitalization.  On 
the  4th  day  thiamin  dosage  was  changed  to  50 
mgs.  t.i.d.  orally.  On  the  7th  day  the  vibratory 
sense  returned  to  the  right  side  of  the  body,  and 
was  normal  and  equal  on  both  sides  on  the  15th 
day.  She  was  allowed  out  of  bed  on  the  8th  day, 
walked  about  300  feet  on  the  11th,  and  went  any- 
where she  desired  on  the  16th  hospital  day.  Mus- 
cle strength  improved  from  the  1st  day  with  dis- 
appearance of  the  shuffling  gait  on  the  10th 
hospital  day.  On  discharge  there  was  more  resid- 
ual weakness  in  the  extensor  than  the  flexor  mus- 
cles, being  most  marked  in  the  quadriceps  femori 
and  a step  up  could  be  done  only  by  additional 
support.  Six  transfusions  of  whole  blood,  250 

c. c.  each,  were  given.  The  patient  gained  10  M> 
pounds  in  weight  in  20  days  hospitalization,  the 
major  gain  manifesting  itself  after  the  5th  blood 
transfusion. 

Discussion 

Beri-beri,  though  endemic  in  the  country, 
is  not  common.19  This  patient  did  not  show 
the  cardinal  symptoms  of  dermatitis,  red 
tongue  or  diarrhea  of  pellagra,  nor  of  the 
cheilosis  or  ophthalmic  signs  or  riboflavin 


deficiency.  The  hypersensitivity  of  the  feet 
calls  to  mind  the  nutritional  melalgia  de- 
scribed by  Gopolan,  in  1946,  and  which  re- 
sponded to  pantothenic  acid  therapy.  The 
literature  on  this  was  reviewed  by  Vernon.18 
Since  most  texts  speak  of  multiple  vitamin 
deficiency  in  patients  whose  dietary  intake 
is  so  low  as  to  cause  beri-beri,  it  is  surprising 
that  this  case  clinically  appears  to  be  solely 
one  of  thiamin  deficiency. 

In  dry  beri-beri  the  symptoms  are  chiefly 
or  solely  dependent  upon  degeneration  in 
the  central  nervous  system.  The  wet  type 
is  characterized  by  generalized  edema  and 
serous  effusions.  The  wet  and  dry  types 
may  coexist,  or  may  follow  one  after  the 
other.  Cardiac  enlargement  and  failure  can 
occur  in  either  type. 

The  three  outstanding  and  interesting  fea- 
tures of  this  case  are:  (1)  thiamin  lack  and 
therapy;  (2)  chronic  shock  syndrome;  (3) 
the  psychosomatic  features. 

1.  Thiamin  Therapy.  Thiamin  lack  usual- 
ly is  noted  in  diets  of  individuals  of  lower 
economic  status.  This  vitamin  is  lost  in  foods 
sterilized  at  temperatures  over  100  C.  and 
commercial  canning  may  destroy  80  per  cent 
of  it.  High  fat  diets  exert  a thiamin  sparing 
action  as  does  alcohol  in  an  individual  whose 
dietary  intake  is  maintained  at  adequate 
levels."1  The  requirement  varies  with  body 
weight,  activity,  pregnancy,  and  especially 
with  carbohydrate,  and  more  specifically 
with  total  caloric  intake.  Requirement  is 
greater  and  may  fail  to  be  utilized  in  infec- 
tious and  gastro-intestinal  upsets.  These 
facts  may  explain  the  occurrence  of  beri- 
beri in  a patient  whose  diet  appears  to  be 
well  balanced.  Insufficient  absorption  pro- 
duces the  same  effect  as  deficient  intake.17 

The  depletion  period  is  given  as  3 to  4 
months  on  an  inadequate  diet,  though  Jol- 
liffe  has  shown  that  symptoms  can  be  pro- 
duced as  early  as  5 days  after  complete 
depletion  of  thiamin.17  The  daily  adult  re- 
quirement is  given  as  0.6  mg.  per  1,000  calo- 
ries of  food  intake.  The  National  Research 
Council  recommends  a dietary  allowance  of 
2.3  mg.  for  a man  in  a very  active  occupa- 
tion, 1.8  mg.  for  a woman  who  is  very  active, 
1.8  mg.  during  pregnancy  and  2.3  mg.  for 
the  lactating  woman.  It  also  recommends 
a dietary  allowance  for  children  varying 
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from  0.4  mg.  for  the  child  under  1 year,  up 
to  2.0  mg.  for  boys  in  the  teen-ages. 

For  therapy  oral  administration  is  pref- 
reable.  The  atrophic  muscles  of  beri-beri 
do  not  withstand  injections  well.  When 
parenteral  use  is  necessary,  the  intravenous 
route  is  preferred.  Straus  states  that  20  to 
50  mg.  is  sufficient  for  the  definitely  diag- 
nosed case.1'  Youmans  says  that  doses  in 
excess  of  10  to  20  mg.  daily  are  lost  in  the 
urine.  Doses  in  excess  of  the  latter  would 
be  justified  only  in  severe  cases,  such  as 
those  showing  optic  neuritis.’1'  According  to 
Spies  5-10  mg.  b.i.d.  orally  is  sufficient  in 
mild  cases,  and  30-50  mg.  intravenously  for 
severe  cases.1  Darby  feels  that  no  more 
than  3 to  5 mg.  t.i.d.  need  be  given  orally. 
Due  to  limited  absorption  parenterally  5 
to  25  mg.  is  adequate.  If  cardiac  failure 
appears  imminent,  according  to  Vedder  thia- 
min should  be  given  intravenously  in  10  mg. 
doses.  Prompt  amelioration  of  all  cardiac 
symptoms  and  reduction  of  edema  is  to  be 
expected. 

There  is  a wide  difference  of  opinion  as  to 
optimal  dosage,  and  since  thiamin  chloride 
produces  no  pharmacological  effect  per  se  it 
is  wise  to  err  on  the  side  of  giving  too  much. 
Although  thiamin  administered  in  small 
doses  undoubtedly  reaches  the  muscles  and 
viscera  in  sufficient  concentration,  it  has  not 
been  proven  that  an  adequate  amount 
reaches  the  less  vascular  areas  or  the  areas 
bounded  by  meningeal  barriers.  A high 
concentration  of  thiamin  may  favor  diffusion 
into  such  areas  and,  until  factors  affecting 
diffusion  of  thiamin  are  more  precisely 
known,  it  is  best  to  administer  the  vitamin 
in  large  doses.” 

2.  Chronic  Shock  Syndrome.  This  case 
permits  interesting  speculation  concerning 
chronic  blood  loss  and  chronic  malnutrition 
with  protein  depletion. 

Gibson  et  al.r  state  that  in  severe  anemia 
circulating  red  cell  volume  may  fall  to  as 
low  as  60  per  cent  below  normal  before  clini- 
cal signs  of  impending  collapse  become  evi- 
dent. They  showed  that  anemia  of  chronic 
blood  loss  is  characterized  by  a low  total 
blood  volume,  due  primarily  to  a reduction 
in  the  circulating  red  cell  volume,  and  that 
the  hematocrit  is  a more  reliable  test  of  red 
cell  volume  than  red  cell  counts  or  hemoglo- 


bin estimations.  Plasma  volume  was  above 
normal  for  most  of  their  cases  thereby  main- 
taining the  total  blood  volume  for  filling  the 
vascular  bed  and  providing  an  adequate  re- 
lationship between  vascular  volume  capac- 
ity and  vascular  content.  Their  study  did 
not  correlate  total  blood  proteins  and  weight 
loss.  In  this  patient  with  chronic  blood  loss, 
hemoglobin  was  one  of  the  blood  proteins 
most  significantly  reduced.  Too  often  hemo- 
globin loss  is  thought  of  in  terms  of  iron  loss 
rather  than  protein  loss.  Anemia  may  be  so 
masked  by  reduced  blood  volume  in  chroni- 
cally ill  patients  that  the  hematocrit  concen- 
tration fails  to  give  a true  picture  of  the 
existing  deficiencies  in  hemoglobin  and  red 
cells.  Protein  regeneration  in  the  absence 
of  anemia  takes  place  rapidly.  In  the  pres- 
ence of  anemia,  protein  deficits  are  restored 
with  difficulty  but  can  be  affected  by  the 
correction  of  the  anemia.  Keys10  has  shown 
that  a hemoglobin  deficit  develops  when 
normal  persons  are  put  on  a semistarvation 
diet  for  24  weeks  or  longer,  and  after  return 
to  an  optimum  diet,  it  takes  3 to  6 months 
before  hemoglobin  levels  return  to  pre-star- 
vation figures.  Blood  transfusions  are  often 
followed  by  improved  appetite.  Replenish- 
ment of  protein  reserves,  shown  by  weight 
gain,  depends  on  absorption  of  proteins  and 
necessitating  a proper  intake  of  food.12 

Blood  volume  determinations  (not  availa- 
ble in  this  case)  have  two  uses:  (1)  marked 
deficiencies  of  total  circulating  blood  pro- 
teins are  revealed;  (2)  blood  transfusion 
therapy  may  be  planned  on  a quantitative 
basis. 

A reduced  total  quantity  of  circulating 
blood  in  patients  with  nutritional  anemia 
and  protein  depletion  has  been  described. ;>8 
For  this  situation  Clark  and  co-workers  pro- 
posed the  term  of  “chronic  shock.”4  Schoen- 
heimer’s  studies  indicate  that  protein  deple- 
tion should  affect  tissue  as  well  as  blood  pro- 
teins; weight  loss  is  correlated  with  reduced 
total  mass  of  blood  proteins  even  though  the 
concentration  of  the  blood  proteins  is  not 
significantly  altered.11  The  observation  is 
important  since  reduced  plasma  volume  may 
mask  deficiencies  in  the  total  mass  of  blood 
proteins  in  patients  with  weight  loss. 

Restoration  of  blood  volume  precedes  sig- 
nificant recovery  of  weight  during  recupera- 
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tion  from  debilitating  illness.  This  patient 
gained  6 pounds  in  5 days  after  the  fifth 
blood  transfusion,  but  only  4 pounds  in  the 
previous  15  days.  Correction  of  blood  vol- 
ume deficits  by  blood  transfusions  was  prov- 
en to  be  the  most  important  single  factor  in 
the  preparation  of  such  patients  for  surgery 
or  medical  rehabilitation.4  It  is  important 
to  remember  that  total  circulating  red  cell 
mass  can  be  restored  by  blood  transfusions, 
whereas  plasma  is  rarely  completely  re- 
stored by  transfusion  alone.  Since  the  blood 
volumes  of  these  patients  have  long  been 
adjusted  to  low  fixed  levels,  too  rapid  injec- 
tions of  large  quantities  of  blood  result  in 
blood  waste.  Blood  volume,  after  transfu- 
sion, is  elevated  transiently  but  tends  to 
return  to  its  lower  level.  When  protein 
depletion  is  complicated  by  acute  or  chronic 
blood  loss,  greater  quantities  of  blood  by 
transfusion  are  required.11  It  seems  reason- 
able to  agree  that  much  of  the  plasma  pro- 
tein given  by  transfusion  of  whole  blood 
enters  into  the  so-called  “dynamic  protein 
pool”  of  Schoenheimer. 

Therefore,  without  complete  laboratory 
proof,  this  case  apparently  is  one  of  oligocy- 
themic hypovolemia,  with  reduced  total  red 
cell  mass,  reduced  plasma  volume,  reduced 
total  blood  volume,  reduced  total  hemoglo- 
bin mass,  and  reduced  total  blood  pro- 
teins.1’13 

3.  Psychosomatic  Relationship.  A very 
exact  and  interesting  relationship  can  be 
shown  throughout  the  medical  history  and 
abbreviated  psychamnesis.  Eventual  recov- 
ery and  rehabilitation  of  this  patient  de- 
pends primarily  on  the  understanding  of  this 
psychical  relationship  and  the  development 
of  proper  insight.  A diagram  of  the  history 
has  been  drawn  to  demonstrate  this.  This 
begins  with  an  anxiety  personality  pattern 
and  ends  with  the  same,  somewhat  altered 
by  insight.  The  diagram  shows,  in  the  left 
column,  somatic  factors  acting  in  an  etiologi- 
cal manner  to  augment  or  produce  in  a pre- 
disposed personality,  the  psychical  symp- 
toms shown  in  the  center  column,  which  in 
turn  produced  the  somatic  illness  of  full 
blown  beri-beri,  as  shown  in  the  right  col- 
umn. 

The  patient  was  having  climacteric  symp- 
toms of  hot  flashes,  sweats  and  chills  rather 


persistently  for  about  2 years  prior  to  No- 
vember, 1950,  at  which  time  she  dates  the 
onset  of  her  present  illness  with  menome- 
trorrhagia  of  a degree  approaching  a hemor- 
rhagic shock-like  state.  Discussion  of  the 
projected  uterine  curettement,  with  the  pos- 
sibility of  a hysterectomy,  made  her  very 
nervous,  because  her  mother  had  had  a hys- 
terectomy and  bilateral  oophorectomy  at  the 
age  of  45,  followed  by  severe  psychical 
symptoms.  (She  stated  her  mother  was  not 
“fit  to  live  with.”)  Hospitalization  caused 
anxiety  because  her  mother,  father,  and 
first  sibling  died  in  a hospital.  She  had 
refused  to  have  her  first  baby  in  the  hospital 
because  of  this  fear.  She  had  become  very 
apprehensive  of  “something  awful”  happen- 
ing in  her  family.  Fear,  depression,  pessi- 
mism are  some  of  the  characteristics  of  the 
anxiety  reaction.0 

Her  husband’s  automobile  accident,  with 
resultant  disability,  was  the  greatest  single 
causative  factor  in  my  opinion.  After  this 
she  had  “blue  and  moody  spells”  with 
marked  anoxeria  for  which  she  increased 
her  intake  of  alcohol;  she  also  began  to  vom- 
it. Subsequent  events  prove  this  vomiting 
to  be  entirely  psychogenic  in  origin.  Al- 
though vomiting,  she  continued  to  eat,  which 
indicated  her  will  to  live  and  fight  existed. 

Her  physical  deterioration  was  aided  by 
menometrorrhagic  periods  of  varying  de- 
grees of  severity  about  twice  monthly  from 
May  until  October,  1951.  In  August,  1951, 
her  husband  began  to  have  a change  of  per- 
sonality manifested  by  irritability  and  abu- 
siveness because  he  did  not  believe  she  was 
as  sick  as  she  was.  She  said  this  was  so 
different  from  what  she  had  been  used  to 
so  “she  didn’t  care  any  more  about  any- 
thing.” This  can  be  interpreted  as  depres- 
sion manifested  by  loss  of  appetite.  Neu- 
rotic symptoms  were  intermingled  in  the 
picture  though  the  depression  became  more 
obvious.  It  was  at  the  end  of  this  period  of 
menometrorrhagia  and  psychic  upset,  in  Oc- 
tober, 1951,  that  evidence  of  “full-blown” 
clinical  beri-beri  became  apparent  in  the 
history. 

After  her  hospitalization  in  January  and 
February,  1952,  when  the  diagnosis  of  ar- 
thritis was  made,  she  became  convinced  she 
would  never  be  much  better,  anticipating 
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permanent  crippling  as  she  had  known  it  in 
others.  At  this  time  she  said  “she  could  not 
stand  the  thought  of  food,”  and  even  lost  her 
appetite  for  alcohol.  I believe  this  repre- 
sents an  “unconscious  resignation  to  self- 
destruction  by  starvation.” 

Though  physical  improvement  under 
therapy  has  been  remarkable,  the  chart  in- 
dicates that  the  basic  anxiety  personality 
pattern  remains  and  the  climacteric  still 
contines. 

I believe  that  this  patient  has  recovered 
from  the  beri-beri.  She  still  has  a long  way 
to  go  to  attain  an  average  normal  weight. 
Undoubtedly  there  will  be  some  failure  of 
muscular  regeneration  because  of  the  degree 
of  marked  atrophy  that  developed.  T;  is 
muscle  disability,  to  venture  a guess,  will 
amount  to  about  35  per  cent.  She  has  been 
told  that  spasticity  often  follows  atrophy. 

She  has  been  advised  to  see  her  dentist,  to 
quit  smoking  and  to  abstain  from  the  use  of 
alcohol  in  the  future. 


A great  deal  of  time  has  been  spent  in  dis- 
cussion to  give  her  the  proper  insight  into 
the  mechanism  of  her  illness  and  to  stiffen 
here  future  attitudes  toward  the  many  prob- 
lems that  she  has  yet  to  face. 

* 
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Thyroiditis.  Crile,  George,  Jr.,  Ann.  Int.  Med.,  37: 

519,  1952. 

Three  types  of  thyroiditis  are  described:  (1) 
subacute — giant  cell  thyroiditis,  (2)  Hashimoto’s 
struma — struma  lymphomatosa,  and  (3)  Riedel’s 
struma. 

Riedel’s  struma  is  a very  rare  condition  and 
strictly  a surgical  problem.  The  process  results 
in  a fibrosis  of  the  thyroid  and  the  entire  cervical 
region,  the  carotid  sheath,  trachea  and  muscles. 
A thyroidectomy  is,  accordingly,  impossible,  and 
the  procedure  necessary  is  decompression  of  the 
trachea.  Clinically,  carcinoma  of  the  thyroid  is 
usually  suspected. 

Subacute  thyroiditis  is  more  commonly  encoun- 
tered. Occasionally  the  disease  is  in  a very  vio- 
lent form  with  high  fever,  and  severe  pain  over 
the  thyroid.  The  usual  type  of  thyroiditis  is  asso- 
ciated with  a mild  sore  throat  and  very  little  fever. 
The  sore  throat  is  not  relieved  by  antibiotics,  and 
the  pain  is  often  referred  to  the  ear  or  jaw  and 
incorrectly  interpreted  as  primary  disease  of  the 
ear  or  teeth.  Actually  innocent  teeth  have  been 
extracted  during  the  onset  of  an  attack  of  thy- 
roiditis. When  the  thyroid  itself  becomes  swollen 
and  tender,  the  diagnosis  is  readily  evident.  At 
this  stage  acute  active  hyperthyroidism  may  be 
incorrectly  diagnosed  and  thyroidectomy  advised. 
After  the  pain  has  subsided  the  choking  sensation 
present,  plus  the  general  symptomatology  may  be 
misinterpreted  as  globus  hystericus.  The  general 
firmness  of  the  gland  may  suggest  neoplastic 
changes  and  when  unilateral  in  distribution  a 
diagnosis  of  adenoma  of  the  thyroid  may  be  re- 
corded. 

Although  the  classical  examples  of  subacute  thy- 
roiditis are  readily  detected,  the  atypical  examples 


are  often  confused  with  other  diseases  of  the  thy- 
roid. In  these  cases  biopsy  with  a Silverman  needle 
is  of  great  value.  Over  200  cases  have  been  studied 
by  this  method  without  any  complication.  No 
scar  results  and  the  procedure  can  be  done  in  an 
office.  Also  in  assistance  in  making  a diagnosis  is 
the  presence  of  a marked  elevated  sedimentation 
rate  and  a very  low  uptake  of  radio-active  iodine. 
This  latter  finding  may  be  particularly  impressive 
if  the  basal  metabolism  rate  is  elevated  and  is 
due  to  the  absorption  of  preformed  colloid.  Most 
important  and  impressive  is  the  observation  that 
the  involvement  of  the  thyroid  is  so  diffuse  that 
it  retains  its  characteristic  shape  in  contrast  to  the 
irregularities  and  deformities  seen  in  the  presence 
of  adenoma  or  carcinoma. 

Although  the  cause  of  subacute  thyroiditis  is 
unknown,  treatment  is  quite  satisfactory.  X-ray 
therapy  600-800  R.  will  usually  cause  prompt 
relief  of  symptoms  and  within  two  or  three  weeks 
the  thyroid  usually  has  returned  to  normal  to 
clinical  examination.  The  X-ray  treatment  may 
have  to  be  repeated  after  a few  days  or  weeks. 
Antibiotics  are  of  no  value.  Suppuration  does  not 
occur.  ACTH  or  Cortisone  may  give  immediate 
relief  of  symptoms,  and  the  gland  may  soften,  but 
signs  and  symptoms  recur  promptly  when  treat- 
ment is  discontinued. 

Lymphoid  thyroiditis  is  seen  usually  in  females 
in  the  age  group  of  20-40  years.  There  are  no 
symptoms  ordinarily.  The  thyroid  is  enlarged 
diffusively  and  progressively,  and  may  become 
three  or  four  times  normal  in  size.  The  cause  of 
the  disorder  is  unknown.  Diagnosis  is  best  estab- 
lished by  needle  biopsy.  The  goiter  responds 
dramatically  to  large  doses  of  dessicated  thyroid 
extract.  (Abstracted  for  the  Tennessee  Diabetes 
Association  by  Albert  Weinstein,  M.D.,  Nashville.) 
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Vanderbilt  University  Hospital* 

UR.  PHYLLIS  CORBITT:  A 52  year  old  trav- 
eling man  was  admitted  to  Vanderbilt  University 
Hospital  on  November  1,  1952,  with  a 6 day  history 
of  “chest  pain.” 

Although  the  patient  stated  that  he  had  “been 
below  par”  for  approximately  2 months  prior  to 
admission,  he  dated  the  onset  of  his  present  illness 
by  a dull  aching  pain  in  the  posterior  cervical  re- 
gion on  the  right,  6 days  prior  to  admission.  It 
subsequently  spread  to  include  the  right  shoulder, 
never  radiating  down  the  arm,  and  later  involved 
the  right  chest,  finally  settling  in  the  substernal 
and  precordial  areas.  Because  of  increasing  se- 
verity of  pain  and  general  malaise  the  patient  left 
his  job  2 days  prior  to  admission.  The  night 
before  admission  pain  became  constricting  in  na- 
ture, radiated  into  both  shoulders,  was  aggravated 
by  any  motion  in  the  chest  and  by  inspiration.  It 
was  only  partially  relieved  by  15  mg.  of  morphine 
which  was  administered  by  his  personal  physician. 
It  was  believed  that  patient  had  myocardial  in- 
farction, and  he  was  admitted  to  the  hospital. 

Past  History.  This  is  significant  only  in  that  he 
was  admitted  to  the  hospital  previously  for  a 
bleeding  duodenal  ulcer  which  was  controlled  by 
conservative  methods.  He  has  been  asymptomatic 
for  the  past  year. 

Physical  Examination.  Temperature  100°,  Pulse 
90,  Respirations  20,  Blood  Pressure  130/80.  On 
admission  he  was  a well-developed,  moderately 
obese  male.  The  face  was  flushed  and  he  perspired 
quite  freely.  No  lymphadenopathy  or  tenderness 
over  neck  or  shoulders  was  present.  Ausculation 
of  lungs  revealed  a few  moist  rales  in  the  bases 
bilaterally.  His  heart  was  enlarged  to  the  left 
mid-clavicular  line  by  percussion.  The  sounds 
were  distant  but  no  adventitious  sounds  were 
heard.  The  rhythm  was  regular;  the  peripheral 
pulse  was  full.  In  the  slightly  distended  abdomen, 
the  liver  and  spleen  were  not  palpable.  No  periph- 
eral edema  was  present. 

Laboratory  Studies.  The  leucocyte  count  was 
14,650,  sedimentation  rate  20  mm.  per  hour.  Dif- 
ferential leucocyte  count  was  not  remarkable. 
Urinalysis  was  normal.  X-ray  film  of  the  chest 
showed  only  mild  congestive  changes  in  the  bases 
and  elevation  of  the  diaphragms.  Electrocardio- 
gram: P-R  interval  .19,  slight  elevation  of  the  ST 
segments.  Blood  culture  showed  no  growth.  Skin 
tests  with  tuberculin,  1:10,000,  dilution,  was  nega- 
tive, but  positive  in  the  1:1000  dilution.  Aggluti- 
nation tests  for  heterophile  and  brucella  antigens 
have  been  negative. 


*From  the  Department  of  Medicine  and  Cardiac 
Clinic,  Vanderbilt  University  School  of  Medicine, 
and  Vanderbilt  University  Hospital,  Nashville, 
Tenn. 


Hospital  Course.  The  patient  was  placed  on 
complete  bed  rest  and  sedated  with  Nembutal  0.1 
Gm.  every  6 hours,  as  needed.  There  was  a low 
grade  fever  which  exceeded  100°  on  only  two  or 
three  occasions.  On  the  sixth  hospital  day  he  had 
an  episode  of  severe  precordial  pain  which  was  not 
relieved  by  morphine  .03  Gm.  His  pulse  was  120 
and  blood  pressure  80/58.  At  this  time  a pericar- 
dial friction  rub  was  heard  over  the  left  border 
of  the  sternum,  at  the  second  and  third  inter- 
spaces. A leukocytosis  of  8-15,000  with  an  ele- 
vated sedimentation  rate  of  12-42  mm.  per  hour 
continued.  The  lymphocyte  count  was  14-32  per 
cent.  His  general  condition  did  not  improve.  On 
the  nineteenth  hospital  day  chest  films  showed  an 
increase  in  the  transverse  diameter  of  the  heart 
from  15  cm.  to  18.75  cm.  The  electrocardiogram 
revealed  first  degree  heart  block  and  inverted 
T-waves. 

A pericardial  tap  was  performed  on  the  twen- 
tieth hospital  day  with  removal  of  8 cc.  of  san- 
guineous fluid.  Total  protein  of  the  fluid  was  4.7 
grams  per  cent.  Cell  count  on  the  fluid  showed 
670  white  blood  cells  per  cmm.,  90%  being  lympho- 
cytes. Routine  culture  of  the  fluid  gave  no  growth. 
A stained  smear  of  the  sediment  showed  rare, 
questionable,  acid-fast  bacilli  which  varied  con- 
siderably in  size.  A culture  for  tubercule  bacilli 
was  planted  and  a guinea  pig  was  inoculated. 

On  the  twenty-first  hospital  day  patient  was 
started  on  streptomycin,  1 Gm.  twice  a day  and 
para-amino  salicylic  acid,  four  times  a day.  After 
10  days  the  streptomycin  was  decreased  to  1 Gm. 
daily.  He  was  afebrile  for  twenty-four  hours 
before  institution  therapy  and  has  remained  so 
until  present.  The  patient  improved  subjectively 
with  no  more  pain  and  on  the  twenty-sixth  hospi- 
tal day  the  friction  rub  disappeared.  The  patient 
is  now  in  his  seventh  hospital  week.  Electrocar- 
diogram shows  persistent  first  degree  heart  block 
with  a P-R  interval  of  .24  seconds.  Cardiac  sil- 
houette has  returned  to  16  cm.  in  diameter. 

DR.  HUGH  MORGAN:  In  the  first  week 
of  the  patient’s  illness  we  were  inclined  to 
think  that  he  had  had  a myocardial  infarc- 
tion. We  were  uncertain  about  the  signifi- 
cance of  the  changes  in  the  electrocardio- 
gram since  the  changes  due  to  pericarditis 
in  the  early  stages  may  be  quite  similar  to 
those  of  an  infarct.  When  the  patient  had 
an  episode  of  hypotension,  we  were  again 
quite  suspicious  of  damage  of  his  heart  mus- 
cle. We  still  are  not  able  to  explain  why 
his  blood  pressure  dropped.  Conceivably  it 
could  have  been  caused  by  the  morphine. 
Shortly  after  this,  a friction  rub  was  first 
heard  and  which  persisted.  The  friction  rub 
was  quite  soft  and  distant,  being  localized  to 
the  base  of  the  heart.  It  varied  markedly 


January,  1953 


STAFF  CONFERENCE 


21 


with  respiration.  His  pain  also  varied 
greatly  with  respiration  and  he  did  not  like 
to  lie  on  his  left  side.  We  were  at  this  time 
thinking  more  strongly  that  he  had  primary 
pericarditis,  rather  than  pericarditis  sec- 
ondary to  a myocardial  infarction.  At  this 
time,  X-ray  of  his  chest  showed  that  heart 
shadow  had  increased  in  size  with  some 
straightening  of  the  borders  of  the  heart. 
The  pericardial  tap  clinched  the  diagnosis 
of  pericarditis  with  effusion. 

An  important  point  this  case  illustrates 
is  the  difficulty  in  differentiating  between 
myocardial  infarction  with  some  pericarditis 
and  primary  pericarditis.  The  history  is 
very  difficult  to  evaluate;  the  pain  may  be 
quite  similar. 

DR.  ELLIOT  NEWMAN:  As  Dr.  Morgan 
has  said,  it  is  quite  clear  now  that  this  pa- 
tient has  had  a primary  pericarditis  rather 
than  a myocardial  infarction.  It  is  very 
interesting  in  reviewing  the  literature  on 
the  subject  of  primary  pericarditis  to  find 
that  the  most  common  mistake  is  to  call  the 
case  one  of  myocardial  infarction.  This  is 
a very  important  differential  point  because 
the  management  would  be  quite  different 
for  myocardial  infarction  and  for  pericardi- 
tis. On  the  one  hand,  one  is  dealing  with  a 
primary  lesion  in  the  heart  muscle  and  a 
secondary  pericarditis;  whereas  in  the  other, 
one  may  have  a serious  infectious  disease. 
After  one  has  decided  that  the  patient  has 
a primary  pericarditis,  there  is  then  fre- 
quently another  difficult  problem,  that  of 
determining  whether  it  is  pericarditis  of  the 
so-called  benign  or  idiopathic  variety,  or 
pericarditis  due  to  tuberculosis.  It  is  fairly 
simple  if  the  pericardial  fluid  contains  a 
bacterial  organism  which  grows  on  culture. 
In  this  patient,  the  fluid  was  cultured  by 
several  methods,  aerobically  and  anaerobi- 
cally, and  for  tuberculosis  and  other  patho- 
gens. It  was  also  injected  into  a guinea  pig. 
So  far,  all  the  cultures  and  animal  inocula- 
tions have  been  negative.  The  problem  re- 
mains therefore,  in  this  patient,  to  decide 
whether  he  has  tuberculous  pericarditis  or  a 
benign  idiopathic  pericarditis. 

I thought  it  might  be  of  some  value  to 
review  the  literature  on  the  subject  of  pri- 
mary pericarditis  to  see  if  we  could  find 
some  helpful  differential  points.  This  is  a 


very  important  matter  for  the  patient,  since 
tuberculous  pericarditis  is  a serious  disease 
for  which  there  is  some  fairly  effective  treat- 
ment, whereas  benign  pericarditis  is  a self- 
limited disease  and  carries  an  excellent 
prognosis. 

I have  tried  to  find  differential  points  be- 
tween tuberculosis  pericarditis  and  benign 
pericarditis  from  the  clinical  point  of  view. 
In  reviewing  the  literature  I’m  afraid  that 
I have  come  up  with  nothing  very  specific. 
Of  course,  if  tuberculous  pericarditis  is  sec- 
ondary to  obvious  tuberculosis  elsewhere  in 
the  body,  the  diagnosis  is  much  simpler. 
However,  tuberculosis  of  the  pericardium 
can  be  a primary  clinical  manifestation  of 
tuberculosis.  It  is  due  usually  to  rupture 
or  erosion  of  a tuberculous  node  in  the  me- 
diastinum into  the  pericardial  sac.  This  may 
occur  without  signs  of  tuberculosis  or  tuber- 
culous activity  anywhere  else  in  the  body. 
The  onset  may  be  quite  sudden,  therefore 
the  onset  of  acute  benign  pericarditis  and 
tuberculous  pericarditis  may  be  quite  simi- 
lar. Frequently,  the  benign,  non-specific 
pericarditis,  which  may  be  of  virus  etiology 
follows  or  accompanies  an  acute  respiratory 
infection  or  a “grippe”  or  “flu-like”  illness. 
Tuberculous  pericarditis  is  more  likely  to  be 
preceded  by  vague  symptoms  of  malaise  and 
low  grade  fever  with  lethargy  and  weight 
loss  as  in  other  forms  of  tuberculosis.  Both 
forms  may  be  heralded  by  pain  of  similar 
variety,  which  may  come  on  suddenly  and 
be  mis-diagnosed  as  the  pain  of  myocardial 
infarction.  Most  of  the  cases  of  the  benign 
primary  pericarditis  have  been  in  young 
people.  This  may  be  a helpful  differential 
point  since  most  cases  of  primary  tubercu- 
lous pericarditis  occur  after  the  age  of  forty. 
However,  the  statistics  may  be  weighted  be- 
cause most  of  the  reports  in  the  literature  of 
the  self-limited  benign  pericarditis  cases 
come  from  military  hospitals  where  the 
cases  are  already  selected  with  respect  to 
age.  But  even  in  a hospital  environment 
where  all  ages  are  represented  the  acute 
benign  pericarditis  occurs  most  frequently 
in  young  people,  that  is,  well  before  the  age 
of  forty. 

A very  interesting  fact  about  tuberculous 
pericarditis  is  not  only  that  it  occurs  over 
the  age  of  forty,  but  there  is  a striking  dif- 


2? 


STAFF  CONFERENCE 


January,  1953 


ference  in  sex  incidence.  The  ratio  of  males 
to  females  is  3 or  4 to  1.  This  is  also  true, 
unfortunately  for  any  differential  purposes, 
of  benign  pericarditis.  Again,  it  may  be 
weighted  in  favor  of  males  because  of  so 
many  cases  occurring  in  Army  and  Navy 
installations.  However,  one  very  rarely  sees 
acute  benign  pericarditis  in  females  in  the 
general  population  in  our  experience. 

Our  patient  under  discussion  is  fairly  typ- 
ical, therefore,  being  a male  and  well  over 
the  age  of  forty.  The  onset  of  his  story  was 
one  of  insidious  symptoms,  finally  with  per- 
sistent severe  pain  and  low  grade  intermit- 
tent fever.  This  is  perhaps  more  in  favor  of 
tuberculous  pericarditis.  It  doesn’t  help 
much  for  differential  purposes  that  his  peri- 
carditis has  lasted  for  more  than  a week  or 
so,  because  some  of  the  cases  of  so-called 
benign  pericarditis  have  been  recurrent. 
The  size  of  the  pericardial  effusion  does  not 
help  a great  deal  since  cases  of  both  tuber- 
culous pericarditis  and  benign  pericarditis 
may  have  either  massive  or  small  effusions. 
This  raises  a question  which  is  very  difficult 
to  answer  namely,  are  some  of  the  cases  of 
so-called  benign  pericarditis  I'eally  tubercu- 
lous with  massive  effusion  without  the  pres- 
ence of  the  organism  in  the  fluid?  We  know 
that  tuberculous  peritonitis,  pleuritis,  and 
also  tuberculous  pericarditis  can  have  mas- 
sive effusion  with  sero-sanguinous  fluid 
without  recovering  the  organism  directly 
from  the  fluid. 

The  characteristics  of  the  pericardial  fluid 
obtained  are  not  much  help  differentially, 
since  the  white  count  and  the  percentage 
of  polymorphonuclear  or  lymphocytic  cells 
may  be  quite  similar  in  both  types  of  peri- 
carditis. We  had  thought  at  first,  when  our 
patient’s  pericardial  fluid  obviously  con- 
tained hemolyzed  blood,  that  the  diagnosis 
of  tuberculosis  was  more  likely.  But  upon 
investigating  reports  of  the  number  of  red 
cells  and  free  hemoglobin  in  fluid  from  be- 
nign pericarditis  cases  in  the  literature,  we 
found  that  this  is  not  a very  helpful  differ- 
ential point. 

The  fact  that  we  can  obtain  no  definite 
organisms  from  the  fluid  of  course  does  not 
rule  out  tuberculosis.  It  would  seem  that 
the  final  answer  to  the  problem  of  differen- 
tiation between  these  forms  of  pericarditis 


is  to  follow  the  patient  a long  time.  If  the 
patient  recovers  entirely,  even  after  a few 
recurrent  episodes,  we  shall  have  to  label  it 
benign,  particularly  if  it  is  in  a young  per- 
son. We  must  keep  in  mind  that  tubercu- 
lous pericarditis  can  be  a very  benign  proc- 
ess, and  therefore  it  is  extremely  important 
to  follow  the  patient  closely  for  many  years 
to  note  if  there  are  any  recurrences,  or  any 
signs  of  mechanical  disease  such  as  constric- 
tion of  the  heart  due  to  the  pericarditis.  We 
know  that  patients  frequently  turn  up  with 
frank  signs  of  constrictive  pericarditis  with- 
out ever  giving  anything  more  than  a very 
vague  story  of  symptomatic  illness.  One  of 
the  difficulties  with  many  of  the  written 
reports  of  benign  pericarditis  in  the  last  ten 
years  is  that  the  cases  have  not  been  fol- 
lowed long  enough.  Someone  would  do  a 
great  service  in  clarifying  this  disease,  if 
they  could  follow  patients,  that  have  been 
labeled  benign  pericarditis,  for  many  years. 

Of  course,  the  tuberculin  tests  may  be 
quite  helpful.  If  it  is  negative,  it  is  highly 
unlikely  that  the  patient  has  tuberculous 
pericarditis,  unless  the  disease  represents  se- 
vere terminal  overwhelming  infection,  in 
which  case,  the  tuberculin  test  may  be  neg- 
ative. 

I might  mention  some  factors  in  the  deci- 
sion to  tap  our  patient’s  pericardium.  Of 
course,  if  a patient  has  a myocardial  infarc- 
sion  with  pericarditis,  a pericardium  tap 
would  not  be  a very  wise  procedure.  How- 
ever, once  the  decision  is  made  that  the  most 
likely  diagnosis  is  pericarditis,  possibly  of 
tuberculous  origin,  pericardial  tap  is  indi- 
cated for  diagnostic  purposes.  Because  of 
the  importance  of  treatment  and  the  serious 
prognosis  of  these  cases,  it  is  imperative  to 
make  a definite  diagnosis  of  pericarditis  with 
effusion. 

It  is  not  always  easy  to  determine  the 
presence  of  an  effusion.  There  are  many 
methods  which  have  been  suggested  for  de- 
termining whether  a patient  has  a pericar- 
dial effusion.  A paradoxical  pulse  has  been 
used  as  a sign.  This  however  is  not  reliable 
and  may  occur  in  many  forms  of  heart  dis- 
ease and  in  some  normal  people.  Another 
test  is  to  observe  the  pulsations  of  the  heart 
under  fluoroscopy.  However,  this  is  a very 
unreliable  sign  since  any  heart  which  is 
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embarrassed  may  have  weak  pulsations. 
The  shape  of  the  heart  border  is  said  to  be 
characteristic  of  pericardial  effusion  in  some 
cases,  but  a dilated  heart  may  take  the  same 
shape  with  a large  pericardial  effusion  so 
that  even  an  expert  film  reader  cannot  be 
certain.  Sometimes  one  may  attempt  to  see 
if  the  shape  of  the  pericardial  shadow 
changes  with  posture.  This  however  is  not 
entirely  reliable  either. 

I think  for  the  patient’s  sake  we  must 
decide  whether  he  has  tuberculous  pericar- 
ditis or  not,  and  this  is  a very  difficult  prob- 
lem. I hope  Dr.  Goodwin  can  help  us. 

DR.  ROBERT  GOODWIN:  I am  afraid  I 
can’t  add  anything  very  definite,  but  there 
are  several  things  which  impress  me  about 
this  case.  One  is  that  this  man’s  pain  was 
quite  severe,  and  it  is  my  impression  that  in 
tuberculous  pericarditis  pain  is  not  such  a 
prominent  symptom  nor  does  it  last  so  long. 
Another  point  is  that  tuberculous  pericardi- 
tis as  a rule  tends  to  run  a progressively 
downhill  course  in  three-fourths  of  the  cases, 
whereas  benign  pericarditis  tends  to  im- 
prove steadily  even  though  there  may  be 
some  recurrences.  I agree  that  the  number 
of  white  cells  in  the  pericardial  fluid  and  the 
fact  that  it  was  slightly  bloody  fit  perfectly 
well  with  either  the  benign  or  the  tubercu- 
lous form  of  pericarditis.  I think  if  I had  to 
choose  I would  take  the  side  of  benign  peri- 
carditis in  this  case,  but  could  not  defend  it 
too  strongly. 

DR.  R.  H.  KAMPMEIER:  Wouldn’t  one 
expect  the  patient  to  have  much  more  sen- 
sitivity to  tuberculin  if  this  were  a tubercu- 
lous infection?  I agree  with  Dr.  Goodwin 
that  the  type  of  pain  he  has  had  suggests  a 
benign  form  of  pericarditis.  We  have  seen 
recently  a student  who  had  a benign  form 
and  a white  lady  who  had  a similar  story 
with  negative  tuberculin  tests.  Both  of 
them  had  severe  pain  and  recurrent  attacks 
of  pericarditis  but  recovered. 

DR.  THOMAS  BLAKE.  We  had  a mem- 
ber of  the  house  staff  recently,  a young  man 
who  had  a similar  benign  pericarditis  and 
had  a second  attack  six  months  following  his 
first  with  complete  recovery. 

DR.  NEWMAN:  Yes,  the  case  of  the 

so-called  benign  variety  have  been  reported 
to  have  recurrences  fairly  frequently,  but 


always  seem  to  get  well  by  themselves. 
However,  I would  like  to  emphasize  again 
that  it  would  be  very  important  to  follow 
these  patients  carefully  for  many  years  to 
make  sure  they  are  really  benign  and  not 
very  mild  cases  of  tuberculosis. 

DR.  ADAMS:  Why  was  there  a question 
of  the  identity  of  the  organism  in  the  smear 
obtained  from  the  patient’s  pericardial  fluid? 

DR.  NEWMAN:  There  was  some  material 
on  the  slide  which  looked  like  acid  fast  ba- 
cilli but  no  one  was  willing  to  commit  him- 
self completely  on  the  basis  of  the  slide.  We 
have  taken  the  position  that  if  there  were 
acid  fast  bacilli  in  the  smear  they  would 
show  up  on  culture  and  or  guinea  pig  inocu- 
lation, and  we  would  have  a more  definite 
diagnosis.  The  real  problem  for  the  patient 
under  discussion  is  a very  serious  one.  If 
we  decide  that  the  patient  has  tuberculous 
pericarditis,  he  may  have  a serious  outcome 
and  he  must  be  started  on  long  term  thera- 
py. This  is  going  to  mean  very  expensive 
and  long  medical  care  for  the  patient.  I 
should  like  to  ask  Dr.  Goodwin  what  treat- 
ment he  would  outline  for  the  patient  if  we 
were  certain  he  had  tuberculous  pericarditis. 

DR.  GOODWIN:  Once  you  have  accepted 
the  diagnosis  of  tuberculous  pericarditis,  he 
should  be  given  one  year  of  therapy  proba- 
bly with  complete  bed  rest  for  six  months, 
then  gradually  getting  up  depending  upon 
negative  signs  of  activity.  If  it  is  definitely 
tuberculous  pericarditis,  one  should  go  all 
the  way  with  treatment.  If  one  gambles 
with  too  little  treatment  there  is  a bigger 
price  to  pay.  I would  be  inclined  to  use 
streptomycin  and  para-amino-salicylic  acid. 
Once  these  drugs  are  started  they  must  be 
continued  for  six  to  eight  months,  or  until 
activity  has  subsided  for  at  least  two 
months.  I would  give  twelve  grams  of  para- 
amino-salicylic  acid  daily  for  six  to  eight 
months,  and  two  grams  of  streptomycin  a 
day  for  two  months,  after  that  one  gram  a 
day. 

DR.  MORGAN:  The  electrocardiogram  in 
this  case  is  quite  typical  of  acute  and  chronic 
pericarditis  except  for  one  thing.  Does  any- 
one know  if  first  degree  heart  block  is  com- 
mon in  pericarditis? 

DR.  NEWMAN:  I have  never  heard  of 
heart  block  due  to  tuberculous  pericarditis 
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or  that  of  any  other  origin.  However,  it 
might  be  worth  mentioning  that  many  acute 
illnesses,  particularly  rheumatic  fever,  cause 
heart  block.  I think  it  would  be  most  unu- 
sual for  a person  of  this  age  to  have  primary 
pericarditis  due  to  the  rheumatic  process. 
Dr.  Morgan  has  brought  up  an  interesting 
point. 

DR.  PEARCE:  Has  neoplasm  been  exclud- 
ed in  this  case? 

DR.  NEWMAN:  It  is  worthwhile  men- 


tioning that  neoplasm  can  invade  the  peri- 
cardium and  rarely  present  itself  as  a pri- 
mary pericardial  disease.  However,  in  this 
case  we  have  no  evidence  of  any  malignancy, 
either  primary  or  secondary,  particularly  in 
the  lungs,  which  might  have  eroded  into  the 
pericardium.  One  might  also  mention  that 
infectious  mononucleosis  can  cause  peri- 
carditis. This  is  a rare  finding  and  there  are 
no  other  facts  to  support  the  diagnosis  in 
this  case. 
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The  John  Gaston  Hospital* 

History:  This  51  year  old  colored  female  was 
admitted  to  the  Medical  Service  of  John  Gaston 
Hospital  on  April  10,  1951,  after  being  examined 
in  the  Medical  Clinic  with  complaints  of  shortness 
of  breath  of  one  and  one-half  months  duration. 
She  also  complained  of  inability  to  void  except 
in  small  amounts  for  the  past  six  months;  and  of 
nervousness  for  one  and  one-half  years. 

About  eighteen  months  prior  to  admission,  while 
working  in  a laundry,  the  patient  had  suddenly 
developed  arthritis  in  the  knees,  shoulders  and 
hands.  These  joints  were  hot,  swollen  and  pain- 
ful. The  rheumatism  was  migratory  in  type  and 
she  was  sure  that  she  had  fever  at  the  time.  She 
was  confined  to  bed  for  most  of  the  following  year 
and  was  treated  by  doctors  but  medicines  gave  no 
relief.  The  arthritis  subsided  spontaneously  and 
the  only  residual  deformity  was  a slight  bending 
back  of  the  fingers  at  the  first  interphalangeal 
joint.  For  about  four  months  after  the  arthritis 
disappeared  she  was  asymptomatic.  Then  six 
months  before  admission  she  noticed  that  she  could 
void  only  small  amounts,  even  when  she  felt  as 
though  the  bladder  were  very  full.  This  condition 
continued  until  admission.  About  one  and  one- 
half  months  before  admission  she  began  to  be 
short  of  breath  while  working.  This  became  more 
marked,  until  she  was  dyspneic  at  rest  and  was 
compelled  to  sleep  on  two  pillows.  She  had  no 
chest  pain  nor  cough,  but  she  had  noted  swelling 
of  the  angles  after  standing  for  long  periods  of 
time.  She  had  noticed  “fluttering  in  the  chest” 
occasionally  for  two  months,  and  had  been  very 
nervous  and  irritable. 

Review  of  systems  revealed  dizziness  at  times, 
intermittent  headaches,  and  frequent  sore  throats 
as  a child.  She  had  had  no  tonsillitis  since  child- 
hood and  there  had  been  no  epistaxis  nor  hemop- 
tysis. The  menopause  had  occurred  at  the  age  of 
47  years  and  there  had  been  no  post-menopausal 
bleeding.  She  stated  that  her  hands  felt  swollen 
during  rainy  weather. 

Physical  Examination:  T.  100. 4°F.  P.  100.  R. 
24.  B.P.  164/84.  Physical  examination  revealed 
a well  nourished,  well  developed  female  in  no 
acute  distress.  Pulsations  and  distension  of  the 
neck  veins  were  noted.  The  PMI  was  about  2 
inches  outside  the  MCL  in  the  fifth  intercostal 
space.  The  apex  impulse  was  diffuse.  A loud 
systolic  murmur  at  the  apex  was  heard  transmitted 
into  the  axilla.  There  was  a diastolic  murmur  at 
the  apex;  a systolic  thrill  was  also  felt  at  the  apex. 
No  murmur  was  heard  in  the  aortic  region.  There 
were  frequent  extrasystoles.  The  lungs  were 


*From  the  Institute  of  Pathology  and  Division  of 
Medicine,  University  of  Tennessee,  and  John  Gas- 
ton Hospital,  Memphis. 


clear.  There  was  liver  dullness  two  inches  below 
the  right  costal  margin.  No  lymphadenopathy  was 
noted.  The  skin  and  skin  appendages  showed  no 
abnormalities  except  for  loss  of  temporal  hair. 
Neurological  examination  showed  no  abnormali- 
ties. There  was  a 2+  pretibial  edema.  Pelvic 
examination  revealed  a profuse  yellow  vaginal 
discharge.  The  cervix  was  retracted  upward. 
There  was  no  tenderness  and  no  masses  were 
noted.  A rectal  examination  was  unrevealing. 

Laboratory  Findings:  Blood  Kahn:  8 dil’s.  Stool 
4+  for  occult  blood.  Hematocrit  47  vol.  % with 
a buffy  coat  of  1.2  mm.  Hemoglobin  14.5  Gms. 
WBC  13,800.  Differential:  neutrophil  segmenters 
86%;  neutrophil  bands  1%;  eosinophils  1%;  baso- 
phils 0%;  lymphocytes  8%;  monocytes  4%.  Pla- 
telets adequate.  Red  cells  normochromic  and  nor- 
mocytic.  Catheterized  urine:  sp.  gr.  1.025;  pH  5.5; 
protein  2 + ; sugar  and  acetone  negative.  Micro- 
scopic examination  of  the  urine  showed  24-26 
WBC/hpf;  1-2  RBC/hpf;  no  casts.  A gram  stain 
of  urinary  sediment  showed  gram  negative  diplo- 
cocci.  NPN  50  mg/100  cc.  Sedimentation  rate: 
maximal  fall  uncorrected  .66-1.25  mm.  in  first  15 
minutes;  5.75  mm.  in  second  15  minutes;  8.00  mm. 
in  third  15  minutes;  10.0  in  fourth  15  minutes. 
Electrocardiogram  revealed:  1)  right  axis  devia- 
tion with  vertical  electroposition,  2)  myocardial 
abnormality,  3)  ventricular  premature  contrac- 
tions, 4)  low  voltage. 

During  her  hospital  course,  ten  blood  cultures 
were  drawn  and  all  these  were  negative. 

Therapy  and  Course:  She  was  placed  on  a car- 
diac regime  including  low  salt  diet,  bed  rest,  phen- 
obarbital,  mercuhydrin,  ammonium  chloride  and 
digitalis.  After  improvement  she  was  discharged 
home  on  April  14,  1951,  with  instructions  to  re- 
turn to  the  Out-Patient  Department  for  further 
treatment.  She  was  seen  there  at  frequent  inter- 
vals until  her  second  and  final  hospital  admission 
on  September  19,  1951. 

On  this  date  she  was  brought  in  by  relatives 
who  stated  that  she  had  been  doing  well  in  the 
five  day  period  since  her  last  visit  to  the  clinic. 
On  the  morning  of  September  19  she  suddenly  fell 
to  the  floor  in  a stuporous  state.  Thereafter  there 
had  been  a right  sided  paralysis  and  she  had  been 
extremely  dyspneic.  Examination  in  the  hospital 
revealed  T.  97°F.;  R.  32;  B.P.  160/80.  There  was 
evidence  of  pulmonary  edema.  Fibrillation  and 
paroxysmal  ventricular  premature  contractions 
were  still  present.  The  liver  was  palpable  two 
finger  breadths  below  the  right  costal  margin; 
there  was  no  ascites.  The  head  and  eyes  were 
deviated  to  the  left.  The  corneal  reflexes  were 
intact;  the  deep  tendon  reflexes  were  absent  or 
hypoactive  on  the  right  side.  The  abdominal 
reflexes  were  absent.  Positive  laboratory  findings 
included  a 3+  proteinuria  and  1+  glucosuria.  Red 
blood  cells  too  numerous  to  count  were  seen 
microscopically;  there  were  3-5  WBC/hpf. 

She  was  treated  with  quinidine,  Cedilanid,  ami- 
nophyllin,  nasal  oxygen  and  morphine.  Several 
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doses  of  adrenalin  were  also  given.  There  was 
some  response  of  the  ventricular  arrythmia,  though 
at  no  time  did  her  condition  appreciably  improve. 
She  steadily  became  worse  and  expired  17  hours 
after  admission. 

DR.  JOHN  HUGHES:  The  first  significant 
point  in  this  history  dates  back  18  months 
prior  to  her  admission  of  April,  1951.  When 
she  was  49  years  of  age,  she  developed  ar- 
thritis in  her  knees,  ankles,  shoulders,  and 
hands.  It  is  significant  that  this  involved 
the  larger  joints  of  the  ankles,  knees,  shoul- 
ders; and  there  was  involvement  of  the 
hands  later.  The  joints  were  hot,  swollen, 
and  painful;  and  she  was  sure  that  she  had 
fever  at  the  time.  There  seems  to  be  no 
question  that  she  had  arthritis.  Further- 
more, it  was  migratory  in  type,  which  is 
extremely  important  from  a diagnostic 
standpoint.  The  symptoms  were  sufficiently 
severe  to  confine  her  to  bed  for  most  of  the 
following  year  and  she  was  not  relieved  by 
treatment.  Then  this  severe  arthritis  left 
spontaneously  and  the  only  residuum  was  a 
bending  back  of  the  fingers  at  the  first  inter- 
phalangeal  joint.  For  about  four  months 
thereafter,  she  was  asymptomatic. 

In  view  of  this  history,  and  in  view  of  the 
cardiac  symptoms  which  she  presented  later, 
the  first  consideration  is  rheumatic  polyar- 
thritis. There  are  many  things  in  favor  of 
it,  only  the  age  of  49  years  being  somewhat 
against  it.  On  the  other  hand,  rheumatic 
fever  is  not  exclusively  a disease  of  child- 
hood. It  is  true  that  it  usually  begins  under 
the  age  of  ten  years,  but  it  sometimes  ap- 
pears first  in  the  middle  decades  of  life  and 
very  occasionally  in  old  age.  I feel  that  this 
woman  developed  it  in  middle  life.  First, 
the  arthritis  was  migratory  in  nature.  Sec- 
ond, it  left  no  sequelae  except  some  bending 
back  of  the  proximal  interphalangeal  joints. 
The  fact  that  she  was  confined  to  bed  for  a 
year,  but  got  up  at  the  end  of  that  time  with 
no  severe  joint  damage,  makes  any  other 
type  of  arthritis  most  unlikely. 

But  to  consider  some  of  the  other  possi- 
bilities, however  unlikely,  could  her  arthri- 
tis have  been  gonococcal?  At  the  bedside, 
the  migratory  nature  of  gonococcal  arthritis 
may  be  indistinguishable  from  that  of  rheu- 
matic arthritis.  However,  when  gonorrhea 
involves  a joint  it  does  so  in  a pyogenic 


manner.  The  joint  is  red,  hot  and  swollen. 
Upon  aspiration  it  often  shows  cloudy  or 
sometimes  frankly  purulent  material  with 
a high  cell  count.  Left  untreated,  it  often 
leads  to  permanent  ankylosis  of  the  joint. 
It  would  therefore  be  most  unlikely  that  she 
had  such  a severe  gonococcal  arthritis  with 
so  slight  sequelae.  It  is,  however,  most 
likely  that  she  had  gonorrhea.  She  had 
symptoms  of  urethral  stricture  and  she 
showed  gram  negative  diplococci  in  a urine 
smear  at  one  time. 

Another  possibility  is  rheumatoid  arthri- 
tis. The  involved  joints  of  the  fingers  were 
proximal,  which  is  typical  of  a rheumatoid 
or  atrophic  arthritis,  as  distinguished  from 
the  involvement  of  the  distal  joints  seen  in 
hypertrophic  arthritis.  The  sequelae  in  this 
patient  were  in  those  joints.  Rheumatoid 
arthritis  is  often  associated  with  fever  and 
it  may  go  on  for  a year.  But  it  is  hardly 
ever  migratory  and  it  does  not  leave  behind 
a joint  which  returns  to  normal  function. 

A form  of  arthritis  which  we  consider  too 
infrequently  in  this  section  of  the  country 
is  gout.  The  picture  of  gout  involving  only 
the  great  toe  is  a diagnostic  trap.  It  often 
attacks  other  joints,  and  anybody  having  a 
post-operative  attack  of  arthritis  should  be 
considered  as  having  gout  until  proved  oth- 
erwise. It  is  estimated  that  5 per  cent  of  all 
the  arthritis  in  the  United  States  is  on  a 
gouty  basis.  It  is  supposed  to  be  rare  in  the 
South,  yet  we  have  had  repeated  instances 
of  it  in  both  colored  and  white.  This  disease 
should  not  be  forgotten  because  it  is  fairly 
easy  to  prove  it  with  a blood  uric  acid. 
However,  there  are  too  many  diagnostic 
points  lacking  in  this  patient,  and  I believe 
we  may  dismiss  both  gout  and  hypertrophic 
arthritis. 

I believe  this  was  a rheumatic,  migratory 
polyarthritis.  If  so,  what  were  the  compli- 
cations? Her  urinary  symptoms  were  not 
related;  two  things  might  cause  such  symp- 
toms in  a female.  One  of  these  is  a cystocele 
and  the  other  a urethral  stricture  which  can 
occur  on  a gonococcal  basis  exactly  as  in 
the  male.  I believe  in  view  of  the  history 
that  the  urethral  stricture  is  more  like\y. 
One  and  one-half  months  before  this  first 
admission  she  developed  progressive  dysp- 
nea. There  was  also  a fluttering  sensation 
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in  the  chest  of  two  months  duration.  She 
had  bad  ankle  edema,  but  only  after  stand- 
ing for  long  periods  of  time.  In  view  of 
all  of  these,  heart  disease  is  certainly  the 
primary  consideration,  and  in  view  of  her 
past  history  it  is  only  logical  to  assume  that 
it  is  rheumatic.  It  remains  to  determine 
what  kind  of  rheumatic  heart  disease  she 
had.  As  for  the  fluttering,  there  is  the  pos- 
sibility of  extrasystoles;  or,  in  the  event  of 
the  sensation  persisting  for  several  seconds, 
bursts  of  auricular  fibrillation.  The  most 
common  cause  of  auricular  fibrillation  is 
mitral  stenosis,  and  further  along  in  the 
protocol,  we  see  that  she  had  mitral  stenosis. 
Other  causes  include  hyperthyroidism  and 
coronary  arteriosclerotic  heart  disease. 
Again,  from  her  history,  rheumatic  heart 
disease  is  more  likely.  Any  of  three  factors 
could  have  accounted  for  her  headaches. 
She  stated  that  she  was  nervous  and  this  in 
itself  could  be  the  basis.  She  was  in  con- 
gestive cardiac  failure  and  she  could  have 
had  the  morning  headache  characteristic  of 
this  condition,  and  due  to  cerebral  edema 
after  many  hours  in  a prone  position.  Or 
her  slight  hypertension  could  have  been  re- 
sponsible. 

Her  physical  findings  included  a blood 
pressure  of  164  84.  It  is  notable  that  the 
elevation  is  only  in  the  systolic  reading  and 
this  suggests  a nervous  basis.  Essential  hy- 
pertension, a term  coined  to  cloak  our  igno- 
rance, tends  to  occur  in  nervous  individuals. 
This  woman  had  every  right  to  be  nervous 
with  all  her  organic  difficulties  and  there  is, 
of  course,  no  such  thing  as  an  organic  illness 
without  some  overlay  of  nervous  symptoma- 
tology. There  was  distension  of  the  neck 
veins  and  the  heart  was  enlarged.  There 
was  a diastolic  murmur  at  the  apex  and  this 
is  virtually  pathognomonic  of  mitral  steno- 
sis. Subacute  bacterial  endocarditis  with 
vegetations  producing  a stenosis  would  be 
the  only  other  consideration  and  there  is  not 
good  evidence  for  this.  The  extrasystoles 
are  merely  indicative  of  a failing  heart.  The 
liver  was  slightly  enlarged.  Though  the 
serological  test  is  hypersensitive,  8 dils  may 
be  regarded  as  positive  for  lues  unless  she 
had  something  else  to  explain  it. 

At  her  age,  her  syphilis  would  probably 
be  late.  The  occult  blood  in  the  stool,  which 


was  four  plus,  might  be  due  to  congestion 
associated  with  congestive  cardiac  failure. 
I do  not  think  much  needs  to  be  said  about 
the  blood  work;  it  does  not  help  too  much  in 
establishing  a diagnosis.  A urinary  specific 
gravity  of  1.025  does  help  in  ruling  out 
chronic  nephritis  since  this  reflects  excellent 
concentrating  ability.  The  urine  protein  in 
small  amounts  could  be  accounted  for  by 
chronic  passive  congestion.  There  were  no 
sugar  and  no  acetone.  As  for  the  pyuria, 
the  field  is  open  as  to  whether  this  came 
from  the  bladder  alone  or  from  either  or 
both  kidneys.  The  possibility  of  a slight 
low-grade  pyelonephritis  cannot  be  exclud- 
ed. A non-protein  nitrogen  of  50  is  of  no 
significance  in  congestive  failure;  the  kid- 
neys were  no  doubt  congested  just  as  is  the 
liver. 

She  was  treated  for  failure  and  discharged 
home,  digitalized,  and  compensated.  There- 
after she  was  seen  at  frequent  intervals.  In 
December  of  1951,  electrocardiograms  indi- 
cated that  she  was  getting  into  serious  ar- 
rythmic  difficulties.  Besides  the  auricular 
fibrillation  there  were  runs  of  paroxysmal 
ventricular  tachycardia.  Paroxysmal  tachy- 
cardia may  be  tolerated  for  12  to  24  hours  in 
a heart  which  is  organically  normal,  but  in 
a very  few  hours  a damaged  heart  can  go 
into  failure. 

Finally,  she  was  admitted  with  hemiple- 
gia. She  was  dyspneic  and  stuporous.  There 
was  still  systolic  hypertension.  There  was 
evidence  of  pulmonary  edema.  The  fibril- 
lation and  paroxysmal  ventricular  prema- 
ture contractions  were  still  present.  She 
was  back  in  failure  again.  Laboratory  pro- 
cedures showed  nothing  except  a proteinuria 
and  slight  glycosuria.  Individuals  who  have 
strokes  often  have  a temporary  hyperglyce- 
mia with  glycosuria  and  diabetes  has  to  be 
ruled  out.  I do  not  believe  that  the  diag- 
nosis of  diabetes  can  be  entertained  here. 
There  was  a hematuria  which  in  a cathe- 
terized  urine  might  be  due  to  trauma.  She 
expired  17  hours  after  admission. 

I feel  that  the  terminal  episode  was  em- 
bolism to  the  left  cerebrum.  Embolism  is  a 
common  termination  in  patients  having  car- 
diac failure,  but  particularly  in  those  with 
auricular  fibrillation.  It  has  been  mentioned 
repeatedly  in  the  protocol  that  this  individ- 
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ual  had  various  types  of  arrythmia  including 
extrasystoles,  paroxysmal  ventricular  tachv- 
cardio  and  auricular  fibrillation.  In  the 
auricular  appendage  blood  is  almost  stag- 
nant during  fibrillation  and  clots  form  read- 
ily. These  may  be  thrown  off  when  the 
heart  reverts  to  normal  rhythm.  It  is  logical 
to  assume  that  the  cerebral  lesion  was  due  to 
embolism;  it  is  unlikely  that  hemorrhage 
was  the  cause  since  her  blood  pressure  was 
not  very  high.  It  is  possible  that  she  had 
embolization  to  the  kidneys  as  well,  and 
hence  hematuria. 

My  final  diagnosis  in  this  case  revolves 
around  rheumatic  fever.  She  gave  no  his- 
tory of  the  disease  in  childhood,  though  it 
may  well  be  that  she  sowed  the  seeds  of 
rheumatic  fever  in  childhood  with  her  re- 
peated attacks  of  tonsillitis.  There  was  mi- 
tral stenosis  with  mitral  insufficiency,  some 
of  the  latter  being  on  an  organic  basis  and 
much  on  a relative  basis.  The  mitral  steno- 
sis may  have  been  present  for  a long  time 
assuming  that  she  had  had  attacks  of  rheu- 
matic fever  before  1951.  On  the  other  hand, 
some  believe  that  mitral  stenosis  can  appear 
within  a year  or  two  after  the  onset  of  acute 
rheumatic  fever;  and  she  had  been  ill  for  18 
months.  She  could  have  developed  it  at  the 
age  of  49  years.  On  the  basis  of  rheumatic 
cardiac  disease  there  were  cardiomegaly, 
paroxysmal  ventricular  tachycardia,  auricu- 
lar fibrillation,  and  ventricular  extrasys- 
toles. There  was  myocardial  failure  and 
cerebral  embolism  secondary  to  auricular 
fibrillation.  There  was  evidence  of  chronic 
syphilis,  gonorrhea,  urethral  stricture,  and 
chronic  urinary  tract  infection.  She  certain- 
ly had  a chronic  cystitis  and  perhaps  a low- 
grade  chronic  pyelonephritis.  I question  that 
the  latter  was  responsible  for  her  elevated 
blood  pressure,  because  in  such  cases  the 
pattern  is  similar  to  nephritis. 

Clinical  Diagnosis:  Mitral  stenosis  with 
congestive  cardiac  failure  and  left  cerebral 
embolism. 

DR.  HELEN  R.  PRIETO:  Dr.  Hughes  is 
entirely  correct.  This  is  a case  of  mitral 
stenosis  terminating  in  cerebral  embolism. 
It  has  been  selected  for  this  conference  not 
so  much  as  a diagnostic  problem,  but  as  an 
excellent  example  of  mitral  stenosis  and  one 
of  its  complications.  Moreover,  this  woman 


shows  definite  microscopic  evidence  of  ac- 
tive rheumatic  fever  as  indicated  by  numer- 
ous Aschoff  bodies  in  the  myocardium  and 
nicely  clinching  the  foregoing  comments  on 
the  development  of  the  active  disease  in 
middle  life. 

The  heart,  which  weighed  590  grams, 
showed  hypertrophy  involving  all  walls. 
This  was  particularly  striking  in  the  left 
atrium.  In  the  left  auricular  appendage 
there  was  a small  plaque-like  area  measur- 
ing 0.4  cm.  in  its  maximum  dimension  and 
showing  yellowish  brown  discoloration. 
While  no  thrombus  could  be  definitely  iden- 
tified on  gross  examination,  sections  through 
this  area  show  hemosiderosis  of  the  endocar- 
dium and  some  fibroblastic  proliferation 
near  the  endocardial  surface;  this  is  consist- 
ent with  the  former  site  of  a mural  throm- 
bus which  has  become  completely  detached. 
The  mitral  orifice  was  represented  by  a slit 
measuring  1.0  cm.  in  length  and  0.5  cm.  in 
width;  this  would  not  admit  a finger  tip. 
The  entire  valvular  ring  was  markedly 
thickened,  though  not  calcified,  and  the 
chordae  tendineae  were  all  markedly  short- 
ened and  thickened.  Sections  taken  at  ran- 
dom through  the  myocardium  of  the  left 
ventricle  show  numerous  Aschoff  bodies. 
These  occupy  the  characteristic  location 
about  coronary  arterioles.  Varying  stages 
seem  to  be  represented.  In  some  of  these 
there  is  merely  infiltration  by  small  deeply 
basophilic  cells;  in  others  there  is  definite 
polarization.  In  many  other  areas,  there  is 
a pronounced  proliferation  of  perivascular 
fibrous  tissue,  which  shows  very  few  cells. 
This,  therefore,  is  a case  of  active  rheumatic 
myocarditis.  This  woman  had  active  rheu- 
matic fever  not  only  when  she  was  seen  here 
in  1951,  but  at  the  time  of  her  death  at  the 
age  of  51  years.  As  Dr.  Hughes  has  pointed 
out,  this  is  not  usual,  but  it  is  not  extremely 
rare. 

No  evidence  of  active  rheumatic  disease 
was  found  in  other  organs  and  tissues.  Se- 
vere congestive  cardiac  failure  was  reflected 
in  the  edema  of  the  lower  extremities;  and 
chronic  passive  congestion  of  the  lungs,  liv- 
er, and  spleen.  In  addition  to  the  congestive 
changes  there  was  confluent  bronchopneu- 
monia of  both  lungs  involving  large  portions 
of  all  lobes.  Both  lungs  showed  marked 
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edema.  There  was  a bilateral  serous  pleural 
effusion  with  400  cc.  of  fluid  on  the  left  side 
and  200  cc.  on  the  right  side.  There  was  a 
small  recent  infarct  of  the  spleen.  There 
was  also  a small  recent  infarct  of  the  right 
kidney,  and  both  kidneys  showed  a few 
large,  deep  scars  consistent  with  healed  in- 
farcts. There  was  moderate  vascular  con- 
gestion. Otherwise,  the  kidneys  showed  no 
abnormalities.  It  is  worthy  of  note  that 
there  was  a small  calculus  impacted  in  the 
ureter  immediately  above  the  uretero-vesi- 
cal  junction.  This  might  have  accounted  for 
the  hematuria  at  the  time  of  the  final  admis- 
sion. On  the  other  hand,  the  hematuria 
might  have  proceeded  from  the  infarct  of 
the  right  kidney.  There  was  no  evidence  of 
ureteral  obstruction  of  long  standing. 

A mass  of  firm,  rather  dry  clot  was  identi- 
fied filling  the  intracranial  portion  of  the 
left  internal  carotid  artery  and  extending 
into  the  left  middle  cerebral  artery.  The 
left  middle  cerebral  artery  was  occluded 
through  most  of  its  course,  well  into  the 
lateral  cerebral  fissure.  Gross  sections 
through  the  brain  showed  a very  slight  red 
discoloration  over  an  area  corresponding 
roughly  to  the  distribution  of  this  artery  on 
the  left  side,  and  including  the  basal  ganglia 
and  the  thalamus  as  well  as  the  cerebral  cor- 
tex. No  actual  infarct  was  evident  either 
grossly  or  microscopically.  In  numerous 
sections  from  this  side,  however,  there  is 
perivascular  infiltration  by  leukocytes.  In 
some  areas  polymorphonuclear  neutrophils 
can  be  seen  migrating  through  the  walls  of 
venules  and  into  the  surrounding  nervous 
tissue.  There  is  slight  increase  in  glial  cells, 
particularly  in  association  with  neurons  in 
the  cerebral  cortex. 


An  incidental  finding  was  the  presence  of 
fibrous  adhesions  involving  both  tubes  and 
ovaries.  There  were  also  a few  coarse 
fibrous  bands  between  the  superior  surface 
of  the  liver  and  the  diaphragm.  These  may 
be  indicative  of  former  pelvic  inflammatory 
disease  due  to  gonorrhea.  There  was  a 
sligh  chronic  cystitis  on  microscopic  exami- 
nation. 

In  summary,  this  woman  had  active  rheu- 
matic myocarditis  at  the  time  of  her  death 
at  the  age  of  51  years.  It  is  not  possible  to 
determine  whether  and  when  there  were 
previous  attacks,  antedating  the  polyarthri- 
tis. There  was  severe  mitral  stenosis,  the 
duration  of  which  cannot  be  determined  on 
anatomical  evidence.  Congestive  failure, 
with  development  of  auricular  fibrillation, 
was  followed  by  formation  of  a thrombus  in 
the  left  auricular  appendage.  There  was 
embolization  to  the  spleen  and  kidney;  and 
finally  to  the  left  internal  carotid  artery.  In 
spite  of  the  minimal  change  in  the  brain  it- 
self, she  became  comatose,  developed  a se- 
vere bronchopneumonia,  and  expired. 
Pathological  Diagnoses:  Rheumatic  myocar- 
ditis, active.  Mitral  stenosis,  marked.  Hy- 
pertrophy of  heart.  Chronic  passive  hy- 
peremia of  lungs,  liver,  and  spleen.  Serous 
pleural  effusion,  bilateral.  Mural  thrombus 
of  left  auricular  appendage.  Recent  infarct 
of  spleen  and  of  right  kidney.  Healed  in- 
farcts of  kidneys.  Embolus  of  left  internal 
carotid  and  left  middle  cerebral  arteries. 
Hyperemia  of  left  lobe  of  cerebrum.  Con- 
fluent bronchopneumonia,  bilateral,  severe. 
Ureteral  calculus,  left.  Chronic  cystitis, 
slight.  Fibrous  peritoneal  adhesions. 
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At  a conference 
held  in  Washington 
last  month,  the  Med- 
ical Director  of  the 
Welfare  Fund  of  the 
United  Mine  Work- 
ers of  America  made 
the  following  state- 
ment to  the  Director 
of  the  Common- 
wealth Fund: 

“I  think  the  Tennessee  State  Medical  As- 
sociation is  a wonderful  organization  be- 
cause it  is  recognizing  a responsibility  and 
doing  something  about  it.” 

We  thank  you.  Dr.  Warren  F.  Draper,  for 
those  kind  words. 

We  are  trying  to  recognize  the  responsi- 
bilities of  organized  medicine  with  respect 
to  the  medical  care  of  the  people. 

We  recognize  also  that  the  responsibility 
for  good  medical  care  does  not  rest  on  the 
shoulders  of  physicians  alone.  It  is  a re- 
sponsibility which  calls  for  the  cooperation 
of  all  the  citizens  of  a community  or  area. 


worked  out  which  will  be  satisfactory  to 
both  the  mine  workers  and  the  physicians, 
and  to  the  best  interests  of  all  concerned. 

We  of  the  medical  profession  must  think 
of  patients  as  human  beings  first,  and  sec- 
ond, as  members  of  various  groups. 

Organized  labor  has  accomplished  much 
in  this  country  for  the  people  who  earn  their 
bread  by  the  sweat  of  the  brow.  This  recog- 
nition does  not  imply  that  we  have  endorsed 
every  act  of  every  leader  of  organized  labor. 
We  do  not  endorse  every  act  of  every  leader 
of  organized  medicine. 

We  are  impressed  with  the  fact  that  by 
conferences  between  groups,  misunder- 
standings can  be  cleared  away  and  an  un- 
derstanding of  the  motives  and  ideas  of  each 
can  be  established.  Out  of  such  under- 
standings cooperative  effort  will  result  for 
the  benefit  and  happiness  of  all. 

We  of  the  medical  profession  are  just  as 
anxious  that  patients  be  free  as  we  are  that 
doctors  be  free.  It  is  axiomatic  to  say  that 
both  groups  will  be  free  or  else  neither  will 
be  free. 


Dr.  Smith 


We  are  happy  to  say  that  our  committee 
that  was  appointed  to  cooperate  with  the 
leaders  of  the  United  Mine  Workers  of 
America  in  working  out  a program  of  medi- 
cal care  for  the  people  of  Pruden  Valley 
have  found  the  representatives  of  the  Union 
to  be  capable,  congenial,  and  very  coopera- 
tive. 

It  is  our  belief  that  a program  will  be 


We  are  anxious  to  cooperate  in  carrying 
forward  programs  that  will  serve  the  needs 
of  the  people  without  enjoining  these  free- 
doms. 


January,  1953 
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ACUTE  NON-SPECIFIC  PERICARDITIS 

One  of  the  items  of  medical  interest  which 
came  out  of  World  War  II  was  this  clinical 
entity,  also  known  variously  as  “acute  non- 
suppurative,” “acute  idiopathic,”  acute  sero- 
fibrinous” pericarditis.  (A  report  as  early 
as  fifteen  years  earlier  had  described  a half 
dozen  cases  associated  with  acute  upper  res- 
piratory infection.  It  stimulated  no  interest 
however.) 

The  war  focused  attention  on  this  syn- 
drome since  great  numbers  of  young  men 
perforce  were  under  medical  observation. 
The  condition  commonly  masquerades  un- 
der a diagnosis  of  acute  myocardial  infarc- 
tion in  a previously  healthy  young  adult. 
This,  plus  its  occurrence  in  association  with 
viral  pneumonia  among  personnel  in  the 
armed  forces,  attracted  attention  to  this  dis- 
ease. 

The  recognition  of  nonspecific  pericarditis 
as  differentiated  from  acute  myocardial  in- 
farction is  most  essential  in  terms  of  future 
activity,  and  especially  in  terms  of  the  pa- 
tient’s psyche, — the  diagnosis  of  infarction 
is  a sword  of  Damocles  for  most  patients. 


Anticoagulants  are  contraindicated  in  acute 
pericarditis;  fatal  hemopericardium  due  to 
such  therapy  has  been  described  in  one  such 
case. 

The  usual  instance  of  the  disease  is  in  a 
young  male  adult  who  may  have  forgotten 
his  antecedent  respiratory  tract  infection. 
As  we  have  seen  the  disease,  as  reported  by 
Furman,*  the  onset  is  usually  abrupt.  The 
onset  may  be  during  sleep;  the  intensity  of 
pain  may  increase  for  the  next  day  or  two. 
The  pain  is  substernal  or  precordial.  At 
times  pleuritic  features  limit  respiratory 
movements.  Relief  may  be  obtained  by  sit- 
ting upright.  The  radiation  of  pain  may  be 
to  neck,  jaws,  shoulders  and  arms.  Discom- 
fort upon  the  swallowing  of  food  may  be 
present.  The  duration  of  the  disease  may  be 
one  to  two  weeks;  recurrences  occur  in  some 
patients.  However,  constitutional  symp- 
toms of  malaise  last  some  weeks. 

Several  days  of  fever  up  to  102°  or  103° 
is  the  usual;  low-grade  fever  may  last  for 
several  weeks.  A pericardial  friction  rub 
usually  becomes  audible  early  and  lasts  for 
several  days.  (One  of  our  patients  heard 
this  friction  herself,  likening  it  to  pieces  of 
toast  being  rubbed  together.)  Venous  dis- 
tension and  paradoxical  pulse  may  be  evi- 
dent. The  chest  film  shows  the  enlarged 
heart  shadow;  often  there  are  pneumonic 
infiltrations  of  respiratory  infection.  There 
may  be  pleural  effusion.  The  electrocard- 
iographic changes  of  pericai’ditis  develop. 

When  myocardial  infarction  has  been 
ruled  out  and  pericarditis  established,  the 
remaining  problem  is  that  of  tuberculosis 
or  rheumatic  fever  as  the  cause  of  the  dis- 
ease. The  absence  of  the  usual  joint  mani- 
festations of  rheumatic  fever  and  the  benign 
course  when  evaluated  not  only  in  its  imme- 
diate course  but  also  in  its  long  range  pic- 
ture are  indicative  of  other  causes  than  these 
two.  Unquestionably  errors  have  and  will 
be  made  in  some  of  these  cases  and  adhesive 
or  calcific  pericardial  disease  will  be  found 
to  occur  in  future  years  in  some  patients 
classified  now  as  acute  nonspecific  pericar- 
ditis. 

Nevertheless,  the  most  important  point  at 


*Furman,  R.  H.:  Acute  Nonspecific  Pericarditis, 
Am.  Pract.  & Digest  of  Treat.,  3:869,  1952. 
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the  moment  is  to  avoid  the  diagnosis  of 
acute  myocardial  infarction  in  a young  per- 
son suffering  from  this  clinical  entity. 

R.  H.  K. 

M 

THE  A.M.A.  "LOBBY" 

Webster’s  Dictionary  defines  a lobby  as, 
"The  persons,  collectively,  who  frequent  the 
lobbies  of  a legislative  house  to  transact 
business  with  the  legislators,  especially  in 
the  effort  to  influence  proceedings  by  per- 
sonal agency.” 

In  the  several  years  since  the  dues  for 
membership  in  the  A.M.A.  were  raised  there 
has  been  a great  deal  of  loose  talk  about  the 
“A.M.A.  lobby”  both  within  and  without  the 
profession.  It  is  true  that,  in  order  to  avoid 
the  threat  of  attack  and  misrepresentation, 
the  A.M.A.  and  two  of  the  personnel  in  its 
Washington  office  were  officially  registered 
under  the  law  as  “lobbyists.”  Yet  in  the 
sense  of  the  definition  those  of  the  Washing- 
ton office  have  never  engaged  in  lobbying. 
Since  a minuscule  amount  of  the  dues  each 
of  us  pay  per  year  goes  toward  the  support 
of  the  Washington  office  of  the  A.M.A.,  we 
should  know  something  about  this  item  of 
A.M.A.  activity.  Only  3 per  cent  of  the 
budget  of  the  American  Medical  Association 
is  set  aside  to  cover  the  activities  of  the 
Washington  office,  the  Bureau  of  Legal  Med- 
icine and  the  Committee  on  Legislation. 

As  with  most  of  the  non-professional  ac- 
tivities entered  upon  by  organized  medicine 
in  the  past  decade,  the  establishment  of  an 
office  in  Washington  was  not  one  of  election 
but  one  forced  by  circumstances.  Early  in 
the  days  of  the  New  Deal  the  Administration 
entered  upon  a program  of  social  legislation. 
It  became  apparent  that  much  of  social  leg- 
islation would  involve  the  physician  either 
as  a tool  or  as  a captive  accomplice.  Thus  in 
1944,  some  eight  or  nine  years  after  social 
legislation  began,  the  American  Medical  As- 
sociation established  a “listening  post”  in 
Washington.  It  has  grown  since  its  opening 
just  as  the  mass  of  introduced  bills  of  inter- 
est to  medicine  has  grown.  It  is  now  staffed 
by  three  doctors,  two  editors,  one  attorney, 
and  the  necessary  secretarial  personnel.  All 
scan  the  Congressional  Record  daily  and 
analyze  bills.  (During  the  last  session  of 


Congress  14,000  measures  were  introduced. 
Upon  scanning  these,  250  were  found  to  have 
medical  aspects  and  83  of  these  required  a 
careful  review  because  the  medical  profes- 
sion was  intimately  involved  in  this  pro- 
posed legislation. 

The  major  purpose  of  the  A.M.A.’s  listen- 
ing post  is  to  keep  abreast  of  the  legislative 
moves  in  Congress,  and  to  pass  this  infor- 
mation on  to  the  Board  of  Trustees  of  the 
American  Medical  Association  so  that  it  or 
the  House  of  Delegates  may  set  its  course  on 
policy  concerning  a given  bill.  The  Wash- 
ington office  has  no  authority  to  shape  or 
establish  policy.  In  its  Bulletin  and  Capitol 
Clinic  it  limits  itself  to  analysis  and  inter- 
pretation of  what  goes  on  in  Washington  of 
medical  interest;  it  does  not  editorialize  or 
propagandize. 

It  was  stated  above  that  the  A.M.A. 
through  its  Washington  office  does  not  lobby 
in  the  sense  of  definition  and  popular  conno- 
tation. However,  through  its  factual  ap- 
proach it  has  become  a center  for  medical 
information  to  friend  and  foe  alike.  (Possi- 
bly this  is  the  best  way  to  lobby, — not  by 
dinners  or  gifts  to  Congressmen  or  others, 
but  by  straightforward  honest  aid.)  Thus 
the  Office  has  become  the  supplier  of  infor- 
mation to  Congressional  and  other  commit- 
tees, to  the  Armed  Forces,  to  legislators  for 
their  use  in  speeches.  Even  some  of  the 
bitterest  foes  of  organized  medicine  in  the 
field  of  compulsory  health  insurance  have 
come  to  the  Washington  Office  for  informa- 
tion. They  have  learned  that  here  they  can 
get  facts  even  if  they  are  used  to  bolster 
some  phase  of  social  legislation  contrary  to 
the  best  interests  of  first  the  public  and 
secondly  of  the  medical  profession.  The 
A.M.A.  office  adopts  the  attitude  that  it  is 
better  that  it  act  as  a source  of  factual  in- 
formation to  senators,  representatives  and 
committees  than  any  other  agency  with  per- 
verted statistics  and  information, — i.e.,  cer- 
tain governmental  bureaus  and  agencies. 

As  your  editor  surveys  the  facts  he  feels 
that  the  few  cents  of  his  $25.00  dues  to  the 
American  Medical  Association  spent  on  the 
Washington  Office  are  well  spent.  If  the 
education  of  our  legislators  on  problems 
medical  is  “lobbying,”  your  editor  says,  let’s 
have  more  of  it!  R.  H.  K. 
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MA0NUSON  COMMISSION  REPORTS 

After  a year  the  Commission  on  the  Health 
Needs  of  the  Nation  has  reported  as  origin- 
ally ordered  by  President  Truman.  This 
was  the  Commission  which  the  AMA  Board 
of  Trustees  decided  to  boycott  by  refusing 
to  name  a representative  of  organized  medi- 
cine. Thereby  was  lost  an  opportunity  to 
file  a minority  report,  or  at  least  to  make 
dissenting  statements. 

The  Washingon  Office  of  the  AMA  has 
abstracted  the  recommendations  arrived  at 
by  the  Commission. 

(1)  The  creation  of  a cabinet-rank  De- 
partment of  Health  and  Security  is  advised 
with  a permanent  Federal  Health  Commis- 
sion similar  to  the  Magnuson  Commission. 
A million  dollar  budget  is  suggested  for  this 
Commission  and  for  federal  programs  for 
industrial  health  and  migrant  workers. 

(2)  Present  prepayment  plans  are  accept- 
ed as  feasible  means  of  providing  compre- 
hensive medical  protection  for  most  of  the 
population.  It  is  suggested  this  be  mediated 
through  a federal-state  program.  A single 
state  authority  would  set  up  the  state  plan 
and  financing  would  be  through  a local  pre- 
payment unit.  Federal  funds  would  need 
be  matched  by  states,  though  the  poorest 
states  would  receive  the  benefit  of  larger 
grants.  An  annual  federal  appropriation  of 
$750,000,000  will  be  needed  for  this  purpose. 

(3)  For  medical  service,  the  Commission 
urges  more  attention  to  the  general  practi- 
tioners and  assurance  of  hospital  affiliation 
for  them.  It  believes  specialists  in  group 
practice  would  be  more  effective.  It  is  sug- 
gested that  regional  grouping  of  health  serv- 
ices would  be  more  effective  in  providing 
medical  care.  Expansion  of  local  public 
health  departments  is  believed  by  the  Com- 
mission to  be  advisable. 

(4)  The  Commission  feels  the  Hill-Burton 
hospital  program  should  be  extended  with  a 
doubled  budget,  and  that  hospitals  should 
be  the  health  centers  with  laboratory  and 
X-ray  facilities  for  the  physicians. 

(5)  The  Commission  is  insistent  upon 
improving  alleged  professional  personnel 
shortages.  It  suggests  $100,000,000  annually 
for  federal  grants  to  medical  and  allied 
schools.  It  states  that,  “ — federal  grants 
should  supplement,  not  replace,  state  appro- 


priations and  private  gifts,  and  should  not 
exceed  a designated  percentage  of  a school’s 
total  operating  budget.” 

(6)  Magnuson’s  Commission  recognized 
the  medical  profession’s  complaints  on  the 
drafting  of  doctors  to  care  for  dependents 
of  military  personnel  and  on  the  care  of 
veterans  for  non-service  connected  disabili- 
ties. No  stand  was  taken  on  these  items. 

(7)  A recommendation  was  made  that 
$20,000,000  be  made  available  for  federal 
research  grants  and  the  like. 

We  will  await  with  interest  the  report  of 
the  Commission  when  it  is  made  available 
to  the  public.  Many  of  us  have  unanswered 
questions  in  our  mind.  The  answers  if  any 
may  be  enlightening. 

R.  H.  K. 


Dr.  George  Benjamin  Brown,  Jellico, 
where  he  had  practiced  for  46  years,  died 
Monday,  November  17,  1952.  Aged  75. 

Dr.  Piatt  H.  Anderson,  Memphis,  died  De- 
cember 4,  1952.  Dr.  Anderson’s  medical 
practice  spanned  sixty  years.  Aged  82. 

Dr.  Harry  Black,  Maryville,  died  Decem- 
ber 4,  1952.  He  had  practiced  in  Maryville 
for  22  years.  Aged  58. 

Dr.  J.  Culpepper  Brooks.  Sr.,  Chattanooga, 
died  November  18,  1952.  Aged  74. 

Dr.  William  Flournoy  Copeland,  Lynn- 
ville,  died  after  a year  of  declining  health, 
October  30,  1952.  Aged  74. 

Dr.  D.  T.  Hardin,  Ardmore,  died  Thursday, 
December  11,  1952.  Aged  68. 

Dr.  C.  J.  Morgan,  Memphis,  died  at  Ken- 
nedy Veterans  Hospital  where  he  had  been 
assistant  chief  of  the  out-patient  depart- 
ment, Tuesday,  December  23,  1952.  Aged  50. 


"A  Good  Record" 

The  following  table  shows  how  our  mem- 
bers BY  SOCIETIES  have  paid  AMA  dues 
and  participate  in  the  Tennessee  Plan  per- 
centagewise. The  state-wide  average  of 
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93'  < paying  AMA  dues  and  85'  < participat- 
ing in  the  Tennessee  Plan  is  a voluntary 
record  of  which  all  can  be  proud. 


Tennessee 

County  AMA  Dues 

Plan 

Anderson-Campbell 

85% 

69%, 

Bedford 

100U 

80% 

Blount 

100% 

70%, 

Bradley 

100% 

100% 

Cocke 

Consolidated  Medical 

100%, 

60% 

Assembly 

64% 

78%, 

Cumberland 

62% 

88% 

Davidson 

93%; 

71% 

Dickson 

100'% 

71% 

Dyer,  Lake  and  Crockett 

88% 

56% 

Fentress 

63% 

100% 

Franklin 

loo-; 

100%; 

Giles 

54% 

63% 

Greene 

100%; 

76  % 

Hamblen 

100% 

83% 

Hamilton 

97%; 

43% 

Henry 

60  % 

90  % 

Humphreys 

50%; 

100%, 

Jackson 

100% 

100%, 

Knox 

100% 

66% 

Lauderdale 

83%, 

83% 

Lawrence 

100% 

90% 

Lincoln 

88% 

66% 

Macon 

100% 

50%, 

Maury 

100% 

55%, 

McMinn 

100%; 

66% 

Monroe 

100% 

85% 

Montgomery 

100%; 

91%, 

Obion 

35% 

76% 

Overton 

100% 

66% 

Perry 

100% 

100% 

Putnam 

100% 

-a 

cc 

g 

Roane 

95% 

60  % 

Robertson 

0% 

63% 

Rutherford 

89%; 

82%, 

Scott 

100%, 

60% 

Sevier 

100%, 

100% 

Shelby 

98%, 

62% 

Smith 

100% 

50%, 

Sullivan- Johnson 

98%; 

41% 

Sumner 

100% 

57% 

Tipton 

100% 

100%, 

Washington-Carter-Unicoi 

90% 

68%, 

Weakley 

100% 

100%, 

White-Warren-Van  Buren 

67%, 

44% 

Williamson  33%  55% 

Wilson  100%  85% 

State- wide  93%  85% 

+ 

The  Knoxville  Academy  of  Medicine 

Dr.  James  L.  Southworth  was  the  essayist 
at  the  December  2 meeting  of  the  Academy. 
His  subject  was  “Physical  Diagnosis  in  the 
Management  of  Fluid  Balance  Problems.” 

* 

The  agenda  for  the  December  16  meeting 
of  the  Academy  included  the  annual  election 
of  officers  and  a scientific  program.  The 
officers  of  the  Knoxville  Academy  of  Medi- 
cine for  1953  are:  Dr.  S.  J.  Platt,  president; 
Dr.  George  Inge,  president-elect;  Dr.  B.  M. 
Overholt,  vice-president;  and  Dr.  Ralph 
Monger,  secretary-treasurer.  The  essayist 
for  the  scientific  session  was  Dr.  John 
Dougherty  and  his  subject  was  “Problems 
Relative  to  the  Double  Upper  Urinary 
Tract.”  Dr.  Dougherty’s  paper  was  dis- 
cussed by  Dr.  Claire  E.  Heitman. 

-K 

Washington-Carter-Unicoi  Counties 
Medical  Society 

The  Society  held  its  annual  meeting  in 
December  at  the  Johnson  City  Country 
Club.  New  officers  elected  were:  Dr.  Earl 
Peterson  of  Erwin,  president;  Dr.  C.  K. 
Slade  of  Johnson  City,  president-elect;  Dr. 
Homer  P.  Williams,  Elizabethton,  vice-pres- 
ident; Dr.  John  Wilson,  Johnson  City,  secre- 
tary; Dr.  T.  P.  McKee,  Johnson  City,  treas- 
urer; and  Dr.  Charles  P.  Wofford,  Johnson 
City,  censor.  Delegates  elected  to  the  State 
Association  were:  Dr.  Walter  Hankins,  John- 
son City,  and  Dr.  E.  L.  Caudill,  Jr.,  Eliza- 
bethton. 

* 

Memphis  and  Shelby  County 
Medical  Society 

The  regular  meeting  of  the  Society  was 
held  in  the  auditorium  of  the  Institute  of 
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Pathology  Building  on  November  4,  1952. 
The  scientific  program  consisted  of  a “Sym- 
posium on  the  Treatment  of  Thyroid  Dis- 
ease.” Essayists  and  their  subjects  were  as 
follows:  Dr.  C.  V.  Dowling,  “Propylthi- 
ouracil and  Related  Compounds”;  Dr.  Thom- 
as Stern,  “Radio-Active  Methods”;  Dr.  Ar- 
thur Porter,  Jr.,  “Surgery  with  Particular 
Reference  to  Tumors”;  and  “Complications” 
which  was  discussed  by  Dr.  Mallory  Har- 
well. 

* 

The  Society  held  its  annual  dinner  meet- 
ing at  the  Memphis  Country  Club  on  De- 
cember 16,  1952.  Officers  of  the  Society 
elected  at  this  meeting  were:  Dr.  S.  Fred 
Strain,  president-elect;  Dr.  E.  Guy  Camp- 
bell, president,  succeeding  Dr.  Henry  B. 
Gotten;  Dr.  James  R.  Reinberger,  vice-pres- 
ident; Dr.  Jean  M.  Hawkes,  secretary;  and 
Dr.  Battle  Malone  II,  treasurer. 

4c 

Henry  County  Medical  Society 

The  annual  meeting  of  the  Society  was 
held  December  16,  1952.  Two  new  doctors 
of  Paris  were  admitted  to  membership. 
They  are  Dr.  E.  Paul  Mobley,  Jr.,  and  Dr. 
Thomas  E.  Boston.  New  officers  for  the  So- 
ciety elected  at  this  meeting  were:  Dr. 

John  Neumann,  president;  Dr.  Horace  Mc- 
Swain,  vice-president;  and  Dr.  W.  G.  Rhea, 
Secretary-Treasurer.  Dr.  I.  H.  Jones  was 
elected  as  delegate  to  the  Tennessee  State 
Medical  Association. 

-K 

Robertson  County  Medical  Society 

The  annual  meeting  of  the  Society  was 
held  at  the  Robertson  County  Hospital  on 
December  15,  1952.  Officers  elected  for  next 
year  are:  Dr.  W.  B.  Dye,  president;  Dr. 
Walter  Stephenson,  vice-president;  and  Dr. 
John  S.  Freeman,  re-elected  secretary- 
Dr.  Freeman  is  also  the  Society’s  delegate 
to  the  State  Association. 

4c 

Consolidated  Medical  Assembly 

The  Assembly  held  its  regular  monthly 


meeting,  a dinner  session,  at  the  New  South- 
ern Hotel  on  December  2,  1952.  Dr.  Oliver 
Graves  of  Jackson  read  a paper  on  “Arteri- 
ography.” The  Society  elected  1953  officers 
at  this  meeting.  They  are:  Dr.  T.  N.  Hum- 
phrey of  Selmer,  president;  Drs.  Breck  Wy- 
att of  Jackson,  George  Spangler  of  Hum- 
boldt, and  John  Jackson  of  Dyer,  vice-pres- 
idents. Dr.  Stanford  Herron  of  Jackson, 
was  re-elected  secretary,  and  Dr.  Leland 
Johnston  of  Jackson,  assistant  secretary. 
Dr.  John  C.  Pearce  of  Jackson  was  named 
program  chairman.  Dr.  Humphrey  suc- 
ceeds Dr.  Julian  K.  Welch  of  Brownsville  as 
president.  The  Assembly  now  has  150  mem- 
bers. 

4c 

Blount  County  Medical  Society 

Dr.  Culley  Cobb,  Nashville,  was  to  be  the 
guest  speaker  of  the  November  session  of 
the  Blount  County  Medical  Society  meeting 
at  the  Blount  Memorial  Hospital.  Dr. 
Cobb’s  subject  was  “Fat  Embolization.” 

4c 

Chattanooga  and  Hamilton  County 
Medical  Society 

The  Society  held  its  annual  election  of 
officers  on  December  11,  1952.  Dr.  William 
G.  Stephenson  was  elected  president-elect. 
Dr.  William  E.  Van  Order  is  the  new  presi- 
dent and  Dr.  Arch  Bullard  was  elected  sec- 
retary-treasurer succeeding  Dr.  Robert  De- 
mos. Delegates  to  the  State  Association 
will  be  Dr.  Jack  Adams,  Dr.  O.  B.  Murray, 
Dr.  John  Higgason,  Dr.  Edward  G.  Johnson 
and  Dr.  George  Shelton. 

* 

The  Nashville  Academy  of  Medicine 

The  annual  election  of  officers  of  the  Acad- 
emy was  held  on  December  9,  1952.  Dr. 
Charles  C.  Trabue  IV  was  named  president- 
elect; Dr.  Willard  O.  Tirrell,  President;  and 
Dr.  Oscar  Noel,  secretary-treasurer.  Dr.  W. 
G.  Kennon,  Jr.,  and  Dr.  D.  W.  Smith  were 
elected  to  the  board  of  directors.  Delegates 
to  the  Tennessee  State  Medical  Association 
are  Dr.  Robert  N.  Buchanan,  Jr.,  Dr.  Robert 
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Finks,  Dr.  S.  Benjamin  Fowler,  Dr.  W.  J. 
Kennon,  Jr.,  Dr.  James  A.  Kirtley,  Dr.  Wil- 
lard O.  Tirrell,  Dr.  Thomas  S.  Weaver  and 
Dr.  John  B.  Youmans. 


NATIONAL  NEWS 


Medical  Care  Costs  of  Moderate  Income 
Families  in  16  Cities  Surveyed 

In  a sample  survey  of  16  cities  of  different  sizes. 
U.  S.  Bureau  of  Labor  Statistics  has  found  the 
moderate-income  families  contacted  spent  between 
4.7%  and  6.4%  of  their  total  expenditures  on  med- 
ical care.  The  study,  made  in  1950,  is  part  of  a 
larger  survey  of  spending  in  91  cities  which  the 
BLS  conducted  in  connection  with  a revision  of 
the  government’s  cost  of  living  index.  The  index 
will  be  changed  starting  next  January,  bringing  it 
more  in  line  with  present-day  spending  habits. 
Some  16,350  families  were  checked  in  the  91  cities. 
The  survey  listed  the  following  percentages: 

New  York  City,  5.9;  Chicago,  5.2;  Los  Angeles, 
6.1;  Philadelphia,  5.1;  Boston,  4.7;  Pittsburgh,  4.7; 
Minneapolis,  5.7;  Kansas  City,  Mo.,  5.1;  Portland, 
Ore.,  5.2;  Canton,  Ohio,  5.1;  Charleston,  W.  Va., 
6.0;  Lynchburg,  Va.,  6.4;  Grand  Forks,  N.  D.,  4.7; 
Ravenna,  Ohio,  4.8;  Pulaski,  Va.,  5.4;  and  Madill, 
Okla.,  4.7. 

In  commenting  on  the  16-city  survey  on  medical 
care  spending,  BLS  cautioned  that  the  sampling  in 
some  localities  was  small  and  that  it  excluded 
upper-income  and  rural  families.  (Capitol  Clinic.) 

* 

Director  of  New  Clinical  Center  Outlines 
Plans  for  Its  Operation 

The  medical  profession  has  received  assurances 
from  the  director  of  the  new  Clinical  Center  to 
open  at  Bethesda,  Maryland,  next  April  that  the 
Center  will  not  compete  for  competent  medical  and 
scicmtific  talent.  “We  certainly  believe  that  as  in 
the  past  we  will  continue  to  return  to  non-l'ederal 
institutions  as  many  good  men  as  we  receive,”  Dr. 
John  A.  Trautman,  Center  director,  told  members 
of  the  George  Washington  University  Medical  So- 
ciety. 

In  the  next  two  years,  he  said,  the  Center  will 
need,  in  addition  to  245  staff  people  now  available, 
60  to  80  clinicians  in  the  various  medical  fields. 
However,  when  the  clinical  fellowship  program 
is  operating,  it  will  train  40  to  60  persons  a year, 
most  of  whom  it  is  expected  will  not  remain  in 
federal  service. 

Other  points  made  by  the  director  included:  (1) 
patients  for  the  Center  will  be  obtained  solely  for 
research  purposes  by  referral  from  teaching  insti- 
tutions, private  hospitals  and  clinics,  private  phy- 


sicians and  federal  hospitals;  (2)  decision  on  avail- 
ability of  a patient  for  refusal  will  rest  with  the 
individual  physician  or  institution,  and  the  Center 
will  keep  in  close  touch  with  the  referring  physi- 
cian or  institution  for  duration  of  the  study;  (3) 
the  principle  governing  all  clinical  studies  will  be 
that  welfare  of  the  patient  takes  precedence  over 
every  other  consideration.  (Capitol  Clinic.) 

These  statements  by  the  Director  of  the  Clinical 
Center  answer  some  of  the  questions  raised  for 
consideration  in  the  editorial  entitled  “Is  Central- 
ized Research  Economical  and  Wise?”  J.  Tennessee 
M.  A. — Editor. 


Dr.  Eben  Alexander,  a retired  Knoxville  physi- 
cian, was  given  an  appreciation  luncheon  in  Knox- 
ville recently.  Among  those  paying  tribute  to  Dr. 
Alexander’s  career  as  a physician  was  Dr.  James 
Hoskins,  president-emeritus  of  the  University  of 
Tennessee. 

Dr.  E.  R.  Ferguson  of  Cleveland  will  open  an 
Eye,  Nose  and  Throat  Clinic  in  the  near  future. 
The  building,  located  at  590  Ocoee  Street,  N.  E., 
will  be  completely  equipped  to  accommodate  phy- 
sicians and  dentists. 

Dr.  Joe  Burd,  Nashville,  was  a member  of  a 
panel  which  discussed  “Children  and  Their  Prob- 
lems” at  a recent  PTA  program  in  Nashville. 

Dr.  R.  K.  Landis,  Nashville,  has  moved  his  office 
from  the  Bennie-Dillon  Building  into  a recently 
completed  building  at  2610  Nolensville  Road.  Dr. 
Landis  was  a candidate  for  the  Outstanding  Prac- 
titioner Award  of  the  State  Association  in  1952. 

Dr.  E.  F.  Crocker,  formerly  a member  of  the 
staff  at  the  Milan  Clinic,  has  moved  to  Fulton, 
Kentucky,  where  he  will  take  over  the  practice  of 
Dr.  Walter  B.  Grennell  at  Haws  Memorial  Hospi- 
tal. 

Lt.  Col.  Roland  D.  Lamb.  Nashville  physician, 
has  returned  to  resume  his  practice  of  gynecology 
following  his  recent  release  from  active  duty  with 
the  U.  S.  Air  Force.  During  his  military  service 
he  was  chief  of  the  surgical  service  and  executive 
officer  at  Sewart  Air  Force  Base  Hospital. 

Dr.  William  Crook  was  re-elected  secretary  of 
the  pediatric  section  of  the  Southern  Medical  Asso- 
ciation during  its  recent  meeting  in  Miami.  Dr. 
Jere  Crook  of  Jackson  was  introduced  at  the  public 
session  of  the  Association  as  one  of  the  two  living 
founders  of  the  Association  and  a co-author  of  the 
constitution  of  the  Association  which  was  adopted 
46  years  ago.  Dr.  Crook  has  attended  every  meet- 
ing but  two  since  the  organization  was  founded. 


January,  1953 


BOOK  REVIEW 


37 


Dr.  Jo  C.  Anderton  has  taken  over  offices  for- 
merly occupied  by  Dr.  Vernon  Burkhart  in  Win- 
chester and  has  begun  the  practice  of  medicine 
there. 

Dr.  Rollin  Daniel,  Jr.,  Nashville,  was  elected 
president  of  the  Nashville  Surgical  Society  at  its 
annual  business  meeting  held  in  Nashville  last 
month.  He  succeeded  Dr.  James  C.  Gardner  of 
Nashville.  Other  officers  elected  were  Dr.  Daugh 
W.  Smith,  vice-president,  and  Dr.  Louis  Rosenfeld. 
secretary- treasurer. 

Dr.  James  N.  Proffitt  of  Maryville  discussed  pro- 
gressive developments  in  the  field  of  surgery  be- 
fore the  Alcoa  Rotary  Club  last  month. 

Four  Bristol  physicians — Drs.  W.  R.  Rogers,  Joe 
Bachman,  J.  A.  Edwards,  and  S.  R.  McDowell — - 

were  honored  at  a testimonial  dinner  held  recently 
at  the  King’s  Mountain  Memorial  Hospital. 

Dr.  L.  McKenzie  Cross  of  Decatur,  has  begun  the 
practice  of  medicine  at  Benton,  Tennessee.  Benton 
had  been  without  the  services  of  a resident  physi- 
cian for  several  months. 

Dr.  Robert  M.  Foote,  Nashville,  director  of  the 
Division  of  Maternal  and  Child  Health  Services  of 
the  Tennessee  Department  of  Public  Health,  was 
the  guest  speaker  at  a recent  meeting  of  the  Mur- 
freesboro Rotary  Club. 

Newly  elected  officers  of  the  Erlanger-Children’s 
Hospital  medical  staff  are  Dr.  George  Shelton, 
vice-chief  of  staff;  Dr.  Moore  J.  Smith,  Jr.,  secre- 
tary-treasurer; and  Dr.  Edward  F.  Buchner,  Jr., 
chief  of  staff.  For  the  first  time,  the  staffs  of  these 
two  hospitals  are  now  combined. 

Dr.  J.  H.  Gammon,  Knoxville,  has  been  appoint- 
ed by  Governor  Gordon  Browning  to  represent 
Tennessee  at  the  first  Western  Hemisphere  confer- 
ence of  the  World  Medical  Association. 

Dr.  W.  A.  Crosby  of  Dickson,  a former  member 
of  the  Bell  & Crosby  Clinic,  has  entered  military 
service.  Dr.  W.  A.  Bell,  his  partner,  has  completed 
his  military  service  and  will  operate  the  clinic  dur- 
ing the  absence  of  Dr.  Crosby.  Dr.  C.  M.  Williams 
of  Ripley  will  join  Dr.  Bell  shortly  after  January  1. 

Dr.  Odon  F.  von  Werssowetz,  Nashville,  has  been 
elected  an  honorary  member  of  the  Mid-West 
Clinical  Society. 

Four  new  doctors  are  expected  to  locate  in  Paris 
in  the  near  future.  They  are  Dr.  T.  E.  Boston,  Dr. 
E.  P.  Mobley,  Dr.  Joe  Mobley  and  Dr.  J.  C.  Wil- 
liams, formerly  of  Humboldt.  Dr.  Williams  will  be 
associated  with  the  McSwain  Clinic.  The  other 
physicians  have  purchased  a building  and  will 
transform  it  into  a clinic. 

Dr.  Richard  Mcllwaine  is  the  new  chief  of  staff 
of  Fort  Sanders  Hospital,  succeeding  Dr.  W.  R. 

Cross.  Dr.  Eugene  Haun  succeeds  Dr.  Alton  Ab- 
sher  as  vice-chief  of  staff. 

Dr.  Lloyd  Thompson,  Chattanooga,  discussed 
common  colds  among  school  age  children  in  an 


address  over  station  WAPO  recently.  The  broad- 
cast was  sponsored  by  the  Chattanooga-Hamilton 
County  Health  Council. 

Dr.  Richard  L.  Whittaker  of  Knoxville  will  move 
to  Goodlettsville  shortly  after  January  1 where  he 
will  establish  offices  for  the  practice  of  medicine  in 
a new  building  now  under  construction. 

The  1953  officers  for  the  Wallace  Sanitarium  at 
Memphis  are:  Dr.  Samuel  Paster,  chief  of  staff; 
Dr.  Marvin  L.  Lathram,  assistant  chief  of  staff;  and 
Dr.  James  A.  Wallace,  secretary. 
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The  Low  Fat  Diet  Cookbook.  By  Dorothy 
Hildreth,  Dietitian,  and  E.  A.  Hildreth, 
M.B.,  New  York,  Medical  Research  Press. 
1952.  160  pages.  Price  $2.95. 

The  introduction  to  this  book  is  written 
by  Dr.  Francis  C.  Wood,  Chief  of  the  Medi- 
cal Clinic  at  the  Hospital  of  the  University 
of  Pennsylvania.  He  points  out  that  accu- 
mulating evidence  seems  to  point  to  high 
blood  levels  of  cholesterol  as  a factor  in 
arteriosclerosis.  Also  that  cholesterol  levels 
may  be  controlled  by  a low  fat  diet.  Many 
physicians  are  now  recommending  low  fat 
diets  in  their  older  patients  or  those  having 
arteriosclerotic  manifestations.  The  au- 
thors have  been  engaged  in  research  on  the 
effects  of  low  fat  diet  upon  cholesterol  blood 
levels.  From  their  work  it  became  evident 
that  a cookbook  was  needed  to  assist  pa- 
tients in  the  preparation  of  their  meals. 

This  book  outlines  the  planning  of  a low- 
fat  diet  with  menus  and  recipes  for  such  a 
diet.  The  physician  who  instructs  patients 
to  follow  a low  fat  diet  will  find  this  book 
helpful  for  the  housewife  who  has  to  pre- 
pare the  food  for  his  patient. 

R.  H.  K. 

* 

Research  on  Endocrinology.  By  A.  A.  Wer- 
ner, M.D.,  Belleville,  Illinois,  Belleville 
Daily  Advocate,  1952.  284  pages. 

This  is  a combination  of  biography,  an 
outline  of  clinical  experimentation  by  the 
author  and  a reprinting  of  reprints  of  some 
of  Dr.  Werner’s  contributions  to  the  medical 
literature.  The  author  began  his  interesting 
clinical  research  in  the  field  of  endocrinology 
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in  1922  and  continued  to  make  contributions 
during  the  next  thirty  years.  His  work  has 
been  in  the  main  with  the  hormones  of  the 
gonads. 

R.  H.  K. 

* 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Location  Wanted 

A 29  year  old  physician,  single,  Methodist, 
degree  U.  T.,  1946,  1 year  rotating  internship, 
15  months  general  practice,  now  flight  surgeon 
USAF  will  be  discharged  December,  ’52.  Prefers 
20. 000-up  city.  Would  consider  institutional  prac- 
tice but  prefers  association  with  another  M.D. 
Available  January  1,  1953.  LW-15 

+ 

A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 
Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

* 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
parenership.  Available  January  1,  1953. 


A 28  year  old  physician,  married,  three  chil- 
dren, Episcopalian,  degree  Vanderbilt,  1952.  Ro- 
tating internship,  Saginaw  General  Hospital.  32 
months  service.  Priority  IV,  wishes  General  Prac- 
tice in  a small  community  within  referring  dis- 
tance of  Nashville.  LW-18 

* 

A 26  year  old  married  physician,  degree,  U.  T. 
1951.  At  present  rotating  intern,  Baptist  Memo- 
rial Hospital.  Desires  association  in  general  prac- 
tice near  Nashville.  Available  in  January,  1953. 

LW-19 


A 34  year  old  physician,  married,  two  children, 
Protestant,  degree,  Long  Island  College,  1943.  In- 
tern, Yonkers  General  Hospital,  N.  Y.;  assistant 
residency,  OB-GYN  in  Franklin  Square  Hospital, 
1945-46.  Two  years  military  service. 


A 28  year  old  married  physician,  degree  U.T., 
1950,  general  practitioner,  category  No.  4.  Intern 
at  St.  Joseph’s  Hospital,  1951,  surgical  residency, 
Baroness  Erlanger  Hospital,  1952.  Priority  IV. 
Desires  association  with  surgeon  or  general  prac- 
tioner  doing  considerable  surgery.  Available  Jan- 
uary 1,  1953.  LW-21 

+ 


A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 
tunity to  establish  solo  practice.  Available  July 
1,  1953. 


A 29  year  old  physician,  married,  Methodist, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4 V2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 


A 33  year  old  physician,  married,  Protestant, 
now  in  surgery  residency,  formerly  in  general 
practice,  military  priority  4,  with  two  years  mili- 
tary service  U.S.  Army,  desires  location  in  town 
from  25,000  to  200,000.  Would  consider  associate 
or  assistant  relationship,  clinic  group  and  part- 
time  industrial  practices.  Available  June  30,  1953. 

LW-26 


* 

Physician  Wanted 

A middle  Tennessee  general  practitioner  is  going 
into  military  service  about  January  1,  1953.  His 
$10,000  worth  of  equipment  can  be  bought  at  a 
reasonable  price.  Practice  is  grossing  two  to  three 
thousand  dollars  a month.  Various  financial  ar- 
rangements possible.  Desires  physician  to  take 
over  practice  while  in  service. 


East  Tennessee  urban  general  practitioner  leav- 
ing for  Armed  Services.  Would  like  someone  to 
take  his  general  practice  for  two  years.  Office, 
well  equipped  including  x-ray,  is  located  in  the 
suburbs  of  an  East  Tennessee  city;  Air  condi- 
tioned, electrically  heated.  Various  financial  ar- 
rangements possible. 


PW-17 
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A Tennessee  Red  Cross  local  chapter  desires 
services  of  full  time  physician  to  direct  collection 
of  blood  with  the  bloodmobile  of  the  Red  Cross 
Service. 


Middle  Tennessee  physician  recalled  to  active 
military  service  in  January,  1953.  Desires  phy- 
sician of  ability,  particularly  in  obstetrics  and 
internal  medicine,  to  take  over  practice  for  two 
years.  Various  financial  arrangements  possible. 


Western  State  Hospital  is  in  need  of  resident 
and  staff  physicians.  Anyone  interested  may  make 
inquiry  of  the  Superintendent. 

* 


A 47  year  old  physician  in  an  East  Tennessee 
town  desires  a replacement  because  of  pending 
military  service.  The  physician  has  practiced 
general  medicine  and  surgery  at  this  location  for 
20  years  and  for  the  past  10  years  has  owned 
and  operated  a 25  bed  hospital  valued  at  $75,- 
000.00.  Practice  embraces  entire  county  of  22,000 
population  and  adjoining  sections  of  neighboring 
counties. 


A physician  in  a Southern  Middle  Tennessee 
town  in  a community  of  12,000  people  desires  re- 
placement because  of  pending  military  service. 
Operating  capital  and  experience  for  operating  a 


25  bed  clinic  hospital  required.  Located  in  a high- 
ly industrialized  section  enjoying  a good  economy. 


Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine. 


A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible. 

PW-23 


ANNOUNCEMENTS 


Qualifying  examinations  for  Fellowship  in  the 
United  States  Section  of  the  International  College 
of  Surgeons  will  be  held  on  the  following  dates 
in  1953:  February  2 and  3,  May  4 and  5,  August 
10  and  11,  and  November  2 and  3.  The  examina- 
tions will  be  given  at  the  Cook  County  Graduate 
School  of  Medicine  and  the  Cook  County  Hospital. 
Applicants  are  requested  to  address  communica- 
tions as  follows: 

Harry  A.  Oberhelman,  M.D.,  Secretary 
Qualification  and  Examination  Council 
1516  Lake  Shore  Drive 
Chicago  10,  Illinois 


Qle&utietu 


ON  THE  KRATZVTLLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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The  treatment  of  malignant  lesions  of  the  structures  of  the  mouth  is 
not  what  is  desired.  The  author  evaluates  his  experiences  in  treatment 
of  malignant  processes  in  this  area. 

INTRA-ORAL  CANCER 

A Survey  of  151  Intra-oral  Lesions  from  the  East  Tennessee  Tumor  Clinic 
JAMES  C.  PROSE,  M.D.,*  Knoxville,  Tenn. 


Introduction 

This  is  a survey  from  the  East  Tennessee 
Tumor  Clinic  of  the  Knoxville  General  Hos- 
pital from  the  opening  of  the  Clinic  in  1938 
through  1951.  (The  Knoxville  General  Hos- 
pital is  a charity  hospital  of  286  beds  not 
affiliated  with  a medical  school.)  The  pur- 
pose of  this  paper  is  an  evaluation  of  our 
methods  and  the  residts  of  treatment  over  a 
fourteen-year  period.  The  problems  we  en- 
counter are  found  in  every  town  and  city  of 
Tennessee.  The  lesions  to  be  discussed  are 
those  of  the  lip,  tongue,  cheek,  gum,  floor  of 
the  mouth  and  the  palate.  Primary  malig- 
nancies of  the  tonsil  are  not  included  in  this 
survey  as  they  remain  a problem  of  irradia- 
tion therapy. 

Over  a fourteen-year  period  151  patients 
with  intra-oral  cancers  were  seen  in  the  East 
Tennessee  Tumor  Clinic.  Ten  cases  were 
discarded  because  of  improper  filing  of  the 
lesion,  inability  to  determine  the  correct 
location  of  the  lesion,  or  lack  of  any  diag- 
nosis. However,  the  patients  with  incom- 
plete follow-up  and  lost  to  the  clinic,  as  well 
as  those  without  a microscopic  pathological 
diagnosis,  were  included  by  completing  the 
study  of  the  problems  faced  with  these  le- 
sions. 

In  an  analysis  of  our  own  results  and  a 
review  of  the  current  literature  one  is  im- 
pressed with  the  present  low  cure  rate  for 
oral  cancer  other  than  that  arising  from  the 
lip.  This  is  of  interest  since  all  of  these 
lesions  are  either  visible,  palpable  or  both. 

*Read  before  the  Knoxville  Academy  of  Medi- 
cine April  29,  1952. 


Yet  delay  in  diagnosis  on  the  part  of  the 
patient  and  doctor,  or  inadequate  treatment 
by  the  doctor,  result  in  a five-year  survival 
rate  no  better  than  disease  in  some  of  the 
more  inaccessible  organs.  Reports  from 
some  of  the  larger  clinics  vary  from  an  over- 
all 25  per  cent1  to  33  per  cent2  of  five-year 
survival.  Cancer  of  the  mouth  comprises 
three  to  four  per  cent  of  all  human  cancer. 
Males  are  affected  about  five  times  as  fre- 
quently as  females.  Intra-oral  cancer  is 
mainly  a disease  of  middle  age  and  old  age, 
although  it  may  occur  in  the  young  and  has 
been  reported  even  in  infants. 

In  Table  I benign  and  malignant  lesions 
are  grouped  as  to  the  anatomic  site,  the 
average  age  of  the  patients,  and  sex  inci- 
dence. In  this  series  there  were  only  six 
more  malignant  lesions  than  benign.  The 
higher  number  of  benign  lesions  were  found 
on  the  lip  and  gingival  ridge  which  was  also 
true  for  the  malignant  lesions.  Only  five 
lesions  were  present  on  the  palate  and  these 
were  all  benign.  It  is  unusual  that  there 
were  no  lesions  of  salivary  gland  origin  in 
this  series.  The  average  age  of  the  benign 
and  malignant  lesions  fell  in  the  middle  and 
old-age  groups.  This  is  of  particular  signifi- 
cance in  that  a high  percentage  of  the  benign 
lesions  were  precancerous.  The  ratio  of 
males  to  females  in  this  series  was  only  two 
to  one. 

Etiology 

Though  the  cause  of  cancer  is  not  known, 
it  has  been  established  that  chronic  irrita- 
tion is  an  important  contributing  factor  in 
the  causation  of  oral  cancer.  Many  of  the 
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Table  I 

GROUP  CLASSIFICATION  OF  ONE  HUNDRED  FIFTY-ONE  INTRA-ORAL  LESIONS 


Location  of  Lesion 

Total 

Number 

of 

Cases 

Benign 

Lesions 

Malig- 

nant 

Lesions 

Averac 

e Age 

Malignan 

t Lesions 

Benign 

Malig. 

Female 

Male 

Lip 

51 

20 

31 

48 

61 

3 

28 

Tongue 

25 

14 

11 

49 

54 

2 

9 

Buceal  Mucosa 

27 

9 

18 

59 

63 

10 

8 

Hard  Palate 

5 

5 

0 

45 

0 

0 

0 

Gi  f)  gival  Ridge 

36 

22 

14 

46 

60 

6 

8 

Floor  of  Mouth 

4 

i 

3 

50 

71 

2 

1 

Extensive,  Origin  Indefinite 

2 

2 

2 

i 

1 

Totals 

151 

73 

79 

24 

55 

Note:  One  patient  had  tw  > benign  lesions  in  the  oral  cavity. 


benign  lesions  in  this  series  were  a chronic 
irritant,  or  the  results  of  a chronic  irritant 
and  were  precancerous.  Table  II  presents 
the  types  of  the  benign  lesions. 

Cancer  of  the  lip  is  found  most  often 
among  outdoor  workers  such  as  farmers, 
sailors,  carpenters  and  painters.  The  signifi- 
cant etiological  factor  in  carcinoma  of  the 
lip  is  the  overexposure  to  sunshine  and  the 
elements  over  a period  of  years.  In  the  two 
cancers  of  our  series  there  was  also  an  asso- 
ciated syphilitic  glossitis  which  may  be 
a source  of  chronic  irritation  within  the 
mouth.  Hayes  Martin-  reports  approximate- 
ly 33  1/3  per  cent  of  all  male  patients  with 
cancer  of  the  tongue  to  have  syphilis  as 
contrasted  to  about  four  per  cent  of  syphilis 
in  males  of  a similar  age  group  without  can- 
cer of  the  tongue.  High  percentages  of 
syphilitic  glossitis  in  cancer  of  the  tongue 
are  reported  by  other  writers.  Therefore, 
even  in  the  face  of  a positive  serology,  all 
suspicious  lesions  should  have  a biopsy  to 
definitely  rule  out  malignancy. 

The  etiology  of  leukoplakia  is  not  under- 
stood. However,  it  is  felt  to  be  the  response 
of  the  tissue  to  chronic  irritation,  and  is 
found  definitely  to  precede  or  be  associated 
with  cancer.  In  three  instances  in  this  se- 
ries, leukoplakia  was  observed  in  association 
with  carcinomatous  lesions.  The  superficial 
soft  leukoplakia  repeatedly  has  been  found 
benign  by  biopsy.  However,  the  areas  in 


which  there  is  a thickened  infiltrative  types 
of  leukoplakia,  with  or  without  fissure, 
should  always  have  a biopsy  and  are  the 
more  likely  to  have  proven  association  with 
squamous  cell  carcinoma.  Leukoplakia 
made  up  21  per  cent  of  the  benign  lesions 
seen  in  the  East  Tennessee  Tumor  Clinic. 

There  is  a relationship  of  vitamin  deficien- 
cies to  the  production  of  glossitis  and  atro- 
phy. This  leads  to  the  question  as  to  how 
vitamin  deficiency  may  produce  abnormali- 
ties of  the  oral  cavity  predisposing  to  future 
squamous  cell  carcinoma. 

Carcinoma  of  the  oral  cavity  is  much  more 
common  in  persons  of  the  poor  economic 
classes  whose  oral  hygiene  and  dental  care 
is  neglected.  Inflammatory  lesions  of  the 
oral  cavity  made  up  35  per  cent  of  the  oral 
lesions,  whereas  dental  sepsis  was  seen  as 
the  primary  lesion  in  20  per  cent  of  the  pa- 
tients. We  should  include  under  oral  sepsis 
the  lesions  of  Vincent’s  infection,  pyogenic 
granuloma,  infected  hemangioma  and  glos- 
sitis. Under  dental  sepsis  should  be  includ- 
ed pyorrhea,  gingivitis  and  dental  caries. 
Gibble:!  and  his  group,  in  a report  on  carci- 
noma of  the  tongue,  revealed  that  44  per  cent 
of  the  known  cases  of  carcinoma  of  the 
tongue  revealed  evidence  of  oral  sepsis  and 
that  37  per  cent  of  the  cases  had  evidence  of 
dental  sepsis. 

The  diagnosis  of  keratosis  was  made  in  10 
per  cent  of  the  lesions  in  this  series.  To- 
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Table  II 

DIVISION  AND  CLASSIFICATION  OF  BENIGN  LESIONS 


Benign  Lesion 

Lip 

Tongue 

Buccal 

Mucosa 

Hard 

Palate 

Gingival 

Ridge 

Floor 
of  Mouth 

Total 

Leukoplakia 

3 

2 

5 

0 

5 

0 

15 

Keratosis 

6 

0 

0 

0 

1 

0 

7 

Benign  Papilloma 

1 

0 

1 

1 

1 

0 

4 

Chancre 

2 

0 

0 

0 

0 

0 

2 

Inflammatory 

4 

3 

0 

0 

5 

0 

ii 

Tuberculous  Ulcer 

1 

0 

0 

0 

0 

0 

i 

Epithelial  Cyst 

1 

3 

1 

1 

0 

0 

6 

Verruca 

1 

0 

0 

0 

0 

0 

1 

Hypertrophied  Lymphoid  Tissue 

0 

2 

0 

0 

0 

0 

2 

Lymphangioma 

1 

i 

0 

0 

0 

0 

2 

Lingual  Thyroid 

0 

i 

0 

0 

0 

0 

i 

Scar 

0 

i 

0 

0 

0 

0 

i 

Fibroma 

0 

i 

1 

0 

0 

0 

2 

Hemagioma 

0 

0 

1 

0 

0 

0 

i 

Denture  Pressure 

0 

0 

0 

0 

4 

0 

4 

Epulis 

0 

0 

0 

0 

1 

0 

1 

Tooth  Root 

0 

0 

0 

0 

1 

0 

1 

Abscess  Tooth  & .law 

0 

0 

0 

0 

2 

0 

2 

Radicular  Cyst 

0 

0 

0 

0 

i 

0 

i 

Bone  Cyst 

0 

0 

0 

0 

i 

0 

i 

Torus  Palantinus 

0 

0 

0 

3 

0 

0 

3 

Varicosities 

0 

0 

0 

0 

0 

1 

1 

Total 

20 

14 

9 

5 

22 

1 

71 

1.  The  two  fibromas  were  present  in  the  same  patient. 

2.  One  patient  had  Vincent’s  Angina  of  the  mouth. 

3.  One  patient  with  diffuse  leukoplakia  of  mouth. 

4.  This  makes  a total  72  patients  with  benign  lesions. 

bacco,  especially  smoking,  is  considered  an 
important  causative  factor  in  development 
of  squamous  cell  carcinoma. 

Symptoms  and  Clinical  Course 

Early  cancer  of  the  mouth  may  be  identi- 
fied by  the  presence  of  an  ulcer,  infiltrative 
fissured  leukoplakia  or  a papillary  tumor. 
The  patient  usually  finds  the  oral  cancer  by 
sight,  feel,  pain,  mass  in  the  neck  or  any 
combination  of  these.  The  lesion  progresses 
with  continued  ulceration,  infiltration  with 
extensive  secondary  infection  and  pain.  De- 


pendent on  the  site  of  origin  of  the  primary 
growth  the  lesion  may  invade  the  mandible, 
maxilla  and  hard  palate.  Death  in  uncon- 
trolled cancer  of  the  mouth  occurs  more 
frequently  from  one  or  more  of  the  following 
complications, — hemorrhage,  pain,  sepsis, 
malnutrition  and  dehydration,  respiratory 
obstruction  and  metastasis. 

Pathology 

Squamous  cell  carcinoma  is  the  most  fre- 
quent histologic  type  of  cancer  of  the  mouth 
(about  90  per  cent).  Approximately  75  per 
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cent  of  the  oral  cancers  are  well  differen- 
tiated. The  more  malignant,  less  differen- 
tiated varieties,  or  anaplastic  carcinoma  are 
more  frequently  found  in  the  tonsillar  area 
or  at  the  base  of  the  tongue.  Anaplastic 
tumors  metastasize  earlier  and  more  exten- 
sively and  carry  a worse  prognosis.  Adeno- 
carcinoma is  occasionally  found  in  the  oral 
cavity  and  is  most  often  seen  in  the  palate, 
with  its  origin  either  from  the  many  salivary 
or  mucous  glands  in  this  area.  Only  rarely 
do  fibrosarcoma,  malignant  lymphoma  and 
malignant  melanoma  occur  in  the  mouth. 

Diagnosis 

The  physician  should  be  suspicious  of  oral 
cancer  in  all  chronic  and  progressive  lesions 
of  lip  and  mouth.  Diagnosis  can  be  estab- 
lished only  by  microscopic  tissue  examina- 
tion. One  negative  biopsy  does  not  rule  out 
the  presence  of  carcinoma.  Of  the  79  malig- 
nant lesions  in  this  series,  a positive  diagno- 
sis was  obtained  with  the  initial  biopsy  in 
57  patients,  though  in  eight  patients,  or  in 
10  per  cent,  two  or  more  biopsies  were  neces- 
sary to  prove  the  presence  of  cancer.  It  is 
of  interest  to  note  that  in  14,  or  18  per  cent, 
of  the  earlier  patients  treated  in  the  clinic 
for  a malignant  lesion,  there  was  no  biopsy 
obtained  or  else  the  biopsy  was  reported  as 
negative.  We  now  feel  this  is  improper  and 
in  all  cases  the  diagnosis  of  oral  cancer  by 
microscopic  tissue  examination  should  be 
made  before  any  form  of  therapy  is  insti- 
tuted. 

A review  of  the  admission  diagnoses  re- 
veals that  cancer  of  the  mouth  may  be  diag- 
nosed as  one  of  the  following, — benign  le- 
sions, infected  hemangioma,  pyogenic  gran- 
uloma, Vincent’s  ulcer,  tuberculous  ulcer, 
gumma,  herpes  and  trauma.  Diagnostic 
procedures  such  as  smears,  cultures  and 
blood  studies  are  definitely  necessary  to  es- 
tablish the  correct  diagnosis,  but  if  the  lesion 
persists  for  more  than  two  weeks  a biopsy 
should  be  made  in  all  cases. 

Treatment 

The  treatment  of  oral  cancer  for  many 
years  has  been  either  surgery,  irradiation  by 
X-ray,  radium  or  radon,  or  a combination  of 
these.  The  early  treatment  of  oral  cancer 
was  surgery.  Then  radiation  therapy  came 


into  use  in  an  attempt  to  improve  the  re- 
sults of  surgery.  These  results  were  not 
realized  and  now  the  larger  cancer  centers 
are  returning  to  surgical  extirpation  of  oral 
cancer.  With  the  improved  surgical  tech- 
niques and  the  advancement  in  anesthesia, 
we  now  have  in  addition  the  aid  of  new  and 
better  antibiotics  to  control  infection,  and  a 
better  understanding  of  the  nutritional  re- 
quirements of  the  patient. 

In  the  treatment  of  oral  cancer,  the  fol- 
lowing points  should  be  kept  in  mind:  (1) 
The  time  to  cure  oral  cancer  is  with  the  first 
therapeutic  attack.  If  the  first  treatment  is 
unsuccessful,  the  percentage  of  five-year 
survival  drops  considerably  with  the  sec- 
ondary treatment.  (2)  Lymphnode  metas- 
tasis is  a surgical  problem.  If  present  at  the 
original  examination,  extirpation  of  the  pri- 
mary lesion  with  radical  neck  dissection 
should  be  performed  en  bloc.  (3)  Oral  can- 
cer with  bone  involvement  is  again  a surgi- 
cal problem.  (4)  Adenocarcinoma  remains 
a surgical  problem.  (5)  Radiation  therapy, 
whether  X-ray,  radium  or  radon,  either 
alone  or  in  combination  to  be  tumorcidal  for 
squamous  cell  carcinoma,  must  be  a total  of 
6,000r  to  7,000r  or  the  equivalent  thereof. 

A.  Cancer  of  the  Lip.  At  least  95  per  cent 
of  the  carcinomas  of  the  lip  involve  the  low- 
er lip.  The  classical  location  is  on  the  ver- 
milion border,  just  outside  the  line  of  junc- 
tion of  the  two  lips.  The  large  lesions 
involving  the  central  portion  of  the  lip  are 
handled  best  by  surgery  because  of  the  bet- 
ter plastic  repair.  When  squamous  cell 
carcinoma  involves  the  commissure  of  the 
mouth,  one  is  dealing  with  a more  deadly 
lesion  which  has  a tendency  to  grow  rapidly 
and  to  metastasize  early.  Again  surgery  is 
considered  the  treatment  of  choice.  Al- 
though these  lesions  may  be  treated  equally 
effective  by  surgery  or  X-ray  therapy,  sur- 
gery is  considered  preferable  to  irradiation 
therapy  in  carcinoma  of  the  lip  because  of 
less  scarring  and  interference  with  plastic 
repair  and  less  deformity.  Furthermore, 
there  is  much  less  pain  and  discomfort  to  the 
patient. 

The  patients  with  involvement  of  lymph 
nodes  are  candidates  for  radical  neck  dissec- 
tion. However,  metastasis  to  the  lymph 
nodes  from  cancer  of  the  lip  is  slow.  (Grade 
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I.  1 in  16  will  have  lymph  node  involve- 
ment.) 

One  must  remember  that  if  lymph  nodes 
are  palpable  in  these  lesions  70  per  cent  will 
be  due  to  inflammation.  Modlin4  reports 
approximately  10  per  cent  of  156  patients 
admitted  for  treatment  of  cancer  of  the 
lower  lip  without  clinical  evidence  of  metas- 
tases,  subsequently  developed  metastases 
during  a five-year  period.  Of  these  approxi- 
mately one-half  were  salvaged  by  delayed 
or  therapeutic  neck  dissection. 

In  this  particular  group  the  primary  lesion 
should  be  treated  and  the  lymph  nodes  of 
the  neck  closely  observed  for  metastases. 
Persistent  enlarged  lymph  nodes  should  be 
removed  for  biopsy  and  further  therapy  de- 
termined by  the  pathological  diagnosis. 

B.  Carcinoma  of  the  Tongue.  Metastasis 
to  the  lymphatics  in  carcinoma  of  the  tongue 
is  early  and  makes  the  treatment  more  diffi- 
cult. Gibbel3  and  his  group  reviewed  330 
cases  of  carcinoma  of  the  tongue  and  found 
lymphatic  involvement  present  in  68.8  per 
cent  (208  patients).  In  our  series  149  cases 
(45  per  cent)  had  a chief  complaint  of  a 
painless  mass  in  the  neck  which  was  later 
proven  to  be  cervical  metastasis  from  a 
primary  carcinoma  of  the  tongue.  Cervical 
metastases  were  present  in  31.2  per  cent  of 
the  cases  in  which  the  lesion  of  the  tongue 
was  not  discovered  on  initial  examination. 
Morrow5  found  that  when  lymph  nodes  were 
not  palpable  in  cancer  of  the  tongue  metas- 
tasis were  present  in  39  per  cent;  when  they 
were  palpable  there  was  metastasis  in  52  per 
cent. 

Anatomically  the  tongue  may  be  divided 
into  anterior,  middle  and  posterior  areas  for 
discussion. 

In  the  anterior  one-third  of  the  tongue 
carcinoma  is  comparatively  rare.  This  area 
is  very  sensitive  and  any  lesion  is  painful 
forcing  the  patient  to  see  the  doctor  early. 
Malignancies  in  this  area  are  usually  super- 
ficial without  invasion  of  the  muscle  and  are 
slow  to  metastasize.  The  treatment  of  choice 
is  wide  V-shaped  surgical  excision  and  the 
prognosis  is  good. 

The  middle  one-third  of  the  tongue  is  the 
most  frequent  location  of  carcinoma  of  the 
tongue  with  the  lesion  most  often  on  the  lat- 
eral border.  The  lesions  metastasize  freely 


to  the  regional  cervical  nodes  with  20  per 
cent  being  bilateral.  The  great  majority  of 
cervical  metastases  move  laterally  into  the 
jugular  chain,  and  in  about  50  per  cent  of 
individuals  the  lymphatics  of  the  tongue  and 
floor  of  the  mouth  pass  through  the  perios- 
teum of  the  mandible  as  they  drain  into  the 
submaxillary  lymph  nodes. 

Some  clinics  have  adopted  the  policy  of 
radiation  of  the  primary  lesion  in  the  oral 
cavity  followed  by  radical  neck  dissection. 
Blair5  and  Ward  and  Robbins7  report  several 
cases  of  successful  irradiation  of  carcinoma 
of  the  tongue  in  which  advanced  or  inoper- 
able involvement  of  nodes  developed  while 
awaiting  the  subsidence  of  the  irradiation 
reaction.  Ward  and  Hendrick8  found  resid- 
ual tumor  in  surgically  excised  and  previ- 
ously irradiated  carcinomas  of  the  tongue  in 
21  per  cent.  Other  authors  report  36  per 
cent,'1  and  68  per  cent1"  of  patients  in  whom 
the  primary  lesion  was  grossly  uncontrolled. 
The  over-all  salvage  rate  for  these  patients 
has  not  exceeded  50  per  cent  when  the  lesion 
is  smaller  than  two  centimeters  in  diameter. 
The  best  modern  five-year  cure  rate  for 
radiation  is  about  28  per  cent. 

Such  observations  have  led  to  the  surgical 
extirpation  of  the  primary  lesion  of  the 
tongue  with  neck  dissection  as  advocated  by 
Hayes  Martin11  or  the  composite  operation  of 
Slaughter1  in  1947,  and  as  reported  later  by 
Carroll.1-  The  procedure  of  choice  is  wide 
surgical  excision  of  the  primary  lesion  and 
therapeutic  neck  dissection. 

Squamous  cell  carcinoma  of  the  posterior 
one-third  of  the  tongue  has  the  poorest  prog- 
nosis with  only  8 per  cent  five-year  survival. 
It  is  rare  to  see  these  lesions  without  lymph 
node  involvement.  The  nodes  are  very 
bulky  and  anaplastic  and  are  frequently  bi- 
lateral. One  author  reports  that  80. 1G  per 
cent  of  the  patients  had  cervical  metastasis 
when  first  seen.  Treatment  may  be  one  of 
two  types:  (1)  X-ray  therapy  supplemented 
by  radium  or  radon  to  the  primary  lesion 
and  radical  neck  dissection  in  the  presence 
of  metastasis;  (2)  surgical  excision  of  the 
lesion  on  the  tongue  with  therapeutic  neck 
dissection. 

Adenocarcinoma  at  the  base  of  the  tongue 
is  a surgical  problem. 

C.  Buccal  Mucosa.  Carcinoma  of  the  buc- 
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cal  mucosa  is  usually  bulky  and  ulcerates 
late.  Cervical  metastasis  for  the  entire 
group  is  present  in  about  40  per  cent  of  the 
cases.  Some  continue  to  treat  these  lesions 
with  radiation  therapy;  however,  the  five- 
year  results  are  not  satisfactory.  There  has 
been  a definite  shift  to  surgical  extirpation 
in  the  past  few  years.  The  over-all  salvage 
rate  has  been  20  to  30  per  cent,  whereas 
lesions  of  less  than  two  centimeters  in  size 
without  metastatic  lymph  nodes  offer  a 60 
per  cent  salvage. 

D.  Cancer  of  the  Gingiva.  Squamous  cell 
carcinoma  of  the  gingiva  often  reaches  a 
large  size  before  being  seen  by  the  physician 
and  may  extend  along  the  cheek,  floor  of  the 
mouth  and  invade  the  underlying  bone.  In 
the  past  these  lesions  have  been  treated  with 
irradiation  by  X-ray  through  an  intra-oral 
cone,  radium  or  a combination  of  these.  The 
irradiation  necessary  to  eradicate  squamous 
cell  cancer  of  the  gingival  ridge  results  in 
secondary  radiation  necrosis  of  the  soft  parts 
and  bone,  with  surgical  removal  necessary 
at  a later  date.  One  should  also  mention  the 
complications  of  malnutrition,  pain  and  ten- 
derness of  the  buccal  mucosa.  This  being 
the  case,  plus  frequent  cervical  metastases 
(40  to  50  per  cent),  changes  in  the  treatment 
of  these  lesions  have  taken  place.  Ward  and 
Hendrick'  suggest  combining  their  course  of 
treatment  by  irradiating  the  primary  lesion 
and,  in  from  four  to  six  weeks,  removing  the 
lesion  electrosurgically,  including  radical 
neck  dissection  on  that  side.  Carroll  advo- 
cates immediate  surgical  excision  in  conti- 
nuity of  the  tumor  and  regional  nodes. 
These  lesions  are  best  treated  by  immediate 
surgical  extirpation  of  the  primary  lesion 
and  therapeutic  neck  dissection  either  at  the 
time  of  the  initial  surgery  or  at  a later  date. 

E.  Cancer  of  the  Palate.  These  lesions 
should  all  be  handled  surgically  as  are  those 
of  the  gingival  ridge.  Fibrosarcoma,  adeno- 
carcinomas, and  mixed  tumors  of  salivary 
gland  found  in  either  the  hard  or  soft  palate 
are  also  surgical  problems. 

F.  Cancer  of  the  Floor  of  the  Mouth.  This 
is  the  space  between  the  teeth  and  the 
tongue.  A lesion  not  over  two  centimeters 
in  size,  without  lymph  node  metastases,  may 
be  treated  easily  with  surgical  excision.  In 
the  presence  of  lymph  node  metastasis  either 


a unilateral  or  bilateral  neck  dissection 
should  be  performed  en  bloc.  In  extensive 
lesions  the  margin  of  safety  that  can  be 
given  by  surgery  is  small.  Ward  and  Hen- 
drick' suggest  that  extensive  lesions  be 
treated  by  tumorcidal  radiation  therapy,  to 
be  followed  in  four  to  six  weeks  by  wide 
surgical  removal  of  the  involved  area  and 
therapeutic  neck  dissection. 

The  reasoning  for  preoperative  irradiation 
may  be  listed  as  follows:  (1)  Large  growths 
often  are  shrunken  to  operable  size;  (2) 
remaining  tumor  cells  are  devitalized,  mak- 
ing operation  safer  with  less  likelihood  of 
dissemination  of  tumor  cells;  (3)  a wall  of 
scar  tissue  surrounds  and  encloses  the  cancer 
cells.  The  lesions  less  than  two  centimeters 
in  diameter  give  a five-year  survival  of  57 
per  cent.  When  there  is  extension  and  in- 
filtration of  the  tongue  and  adjacent  areas  as 
well  as  lymph  node  involvement,  the  five- 
year  survival  drops  to  15  per  cent. 

Results  of  Treatment 

The  results  of  treatment  for  the  79  malig- 
nant lesions  are  presented  in  Table  III.  The 
number  of  patients  lost  without  adequate 
follow-up  is  unusually  high.  There  were  26 
patients  (33  1/3  per  cent)  who  did  not  com- 
plete their  clinical  visits.  Recurrence  of 
disease  was  also  high  in  this  series.  Of  the 
79  patients  having  malignant  lesions  46,  or 
58  per  cent,  had  evidence  of  residual  disease 
and/or  lymph  node  metastasis  necessitating 
one  or  more  forms  of  secondary  therapy. 

There  were  21  patients,  or  28  per  cent  of 
the  entire  group,  free  of  disease  five  years 
after  treatment.  Of  the  group  of  46  patients 
with  residual  or  metastatic  disease,  11  pa- 
tients (23  per  cent)  were  free  of  disease  one 
to  five  years  after  the  secondary  treatment. 

Because  of  the  high  incidence  of  residual 
disease  it  will  be  of  interest  to  summarize 
the  treatment  of  these  cases.  Twenty-five 
patients  were  treated  with  external  X-ray 
therapy.  The  total  dosage  varied  from  750r 
in  three  days  to  9,000r  scattered  over  a pe- 
riod of  months.  Seven  patients  received  a 
combination  of  X-ray  and  radium  or  radon. 
Radium  alone  was  used  in  six  cases.  Surgi- 
cal extirpation  of  the  lesions  was  performed 
four  cases. 

The  surgical  cases  were  divided  into  one 
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Table  III 

RESULTS  OF  TREATMENT  OF  MALIGNANCIES 


Location 

of 

Lesion 

Total 

Number 

Cases 

Free 
Initial 
1 3 Yus. 

After 
Treat- 
ment 
3 5 Yrs. 

Re- 

currence 

After  Initial  Treatment  Cases 

Number  of 
Cases 

Living 

with 

Residual 

Disease 

Died 

with 

Residual 

Disease 

Free 
Dise  ase 
After 
Treat- 
ment 

Lost 

Lip 

31 

14 

3 

13 

2 

4 

5 

7 

Tongue 

11 

1 

0 

5 

i 

3 

0 

5 

Buccal  Mucosa 

18 

4 

0 

11 

i 

4 

2 

9 

Hard  Palate 

0 

0 

0 

0 

0 

0 

0 

0 

Gingival  Ridge 

14 

0 

12 

SI  2 

4 

3 

5 

Floor  of  Mouth 

3 

0 

0 

3 

0 

1 

1 

0 

Extensive  Pri- 
mary Indefinite 

2 

0 

0 

*) 

1 

1 

0 

0 

Total 

79 

21 

3 

46 

7 

17 

11 

26 

case  of  carcinoma  of  the  lip,  one  case  of  car- 
cinoma of  the  tongue  and  two  cases  of  car- 
cinoma of  the  gingival  ridge.  Three  of  the 
four  cases  were  treated  by  local  excisions 
whereas  the  carcinoma  of  the  tongue  was 
treated  with  hemiglossectomy.  Surgery  as 
an  initial  treatment  for  intra-oral  lesions  has 
reached  a place  of  importance  only  the  last 
three  years.  Electrodessication  was  per- 
formed in  four  cases.  In  three  cases  there 
was  carcinoma  of  the  lip  and  in  one  carci- 
noma of  the  buccal  mucosa.  The  three  pa- 
tients with  carcinoma  of  the  floor  of  the 
mouth  were  treated  with  X-ray  therapy 
with  recurrence  in  two  cases.  One  case  was 
treated  with  surgical  extirpation  but  was 
followed  by  an  operative  death.  The  pa- 
tients with  extensive  disease  and  an  indefi- 
nite source  of  a primary  lesion  were  all 
treated  with  palliative  X-ray  therapy.  Only 
two  patients  in  this  series  had  blood  stream 
metastasis.  One  patient  had  metastasis  to 
the  brain  and  the  other  had  such  to  the  lung. 

Causes  of  Failure 

1.  Delay  of  the  patient  in  seeking  medical 
care.  Patients  were  seen  in  the  clinic  from 
two  weeks  after  the  development  of  a malig- 
nant ulcer  to  eight  years  after  the  initial 
lesion  was  first  discovered.  Although  many 
of  the  patients  were  seen  from  one  week  to 


three  months  after  the  primary  neoplasm 
was  first  discovered,  a larger  number  of  the 
patients  fell  in  the  nine  months  to  one  year 
group.  This  alone  reduced  the  five-year 
survival  rate  considerably  and  complicated 
any  proposed  treatment.  The  primary  neo- 
plasm not  only  increased  in  size,  but  the 
direct  extension  into  adjacent  structures, 
such  as  to  the  mandible  or  maxilla,  had  to  be 
considered,  as  well  as  distant  lymph  node 
involvement.  The  earlier  the  diagnosis  of 
cancer  is  made  and  adequate  treatment  in- 
stituted, the  better  is  the  prognosis.  This 
can  be  better  evaluated  by  carcinoma  of  the 
tongue  with  symptoms  of  less  than  two 
months  duration.  Sixty-six  per  cent  can  be 
expected  to  be  free  of  disease  after  five  years 
whereas,  with  the  symptoms  present  two 
months  to  one  year,  the  five-year  salvage 
drops  to  16  per  cent. 

2.  The  patient  refuses  or  does  not  com- 
plete recommended  therapy.  Clinic  records 
reveal  that  numerous  patients  refused  the 
recommended  initial  treatment  schedule,  or 
the  treatment  was  started  and  the  patients 
would  fail  to  return  for  complete  treatment. 

3.  Unnecessary  delays  by  the  doctor.  In 
the  earlier  days  of  the  East  Tennessee  Tu- 
mor Clinic  there  were  delays  in  the  refer- 
ring physician  establishing  a diagnosis 
thereby  leading  to  prolonged  treatment  of 
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the  malignant  ulcer  as  a benign  lesion.  In 
the  past  five  years,  there  has  been  a marked 
decrease  in  the  time  interval  between  the 
patient’s  discovery  of  the  primary  neoplasm 
and  the  diagnosis  and  initial  therapy. 

4.  Inability  to  control  the  primary  lesion. 
Regardless  of  the  type  of  therapy,  surgery 
or  irradiation,  all  tumor  cells  must  be 
eradicated.  Incomplete  surgical  removal  or 
inadequate  irradiation  therapy  results  in 
residual  disease  with  a higher  number  of 
cases  with  bone  involvement  and  lymph 
node  metastasis.  Repeated  local  excisions  or 
repeated  inadequate  irradiation  schedules 
results  in  a much  lower  five-year  survival 
rate.  Radiation  therapy  must  be  carried  to 
a tumorcidal  level  which  is  now  considered 
as  6,000r  to  7,000r  either  by  the  X-ray  or  in 
combination  with  radium  or  radon.  Ana- 
plastic lesions  may  spread  ahead  of  the 
therapy  with  repeated  recurrence  and 
metastasis. 

5.  Frequency  of  lymph  node  involvement 
and  bone  extension.  The  cases  with  lymph 
node  involvement  and  bone  extension  pre- 
sent the  lowest  five-year  survival  rate. 
These  patients  are  surgical  problems  and 
difficult  to  control  because  of  the  wide  dis- 
tribution of  the  malignancy. 

6.  Inadequate  clinic  follow-up  examina- 
tion of  the  patient.  After  receiving  the  ini- 
tial therapy,  some  of  the  patients  did  not 
return  to  the  clinic  for  further  follow-up 
examination.  These  patients  felt  their  dis- 
ease was  cured  and  failed  to  return.  Other 
patients  ignored  the  usual  follow-up  visits 
but  returned  later  with  far  advanced  carci- 
noma. The  opportunity  of  finding  the  resid- 
ual disease  early  was  lost  by  the  refusal  to 
return  to  the  clinic  for  periodic  visits. 

Summary 

A survey  of  151  patients  with  intra-oral 
lesions  is  presented.  Emphasis  is  placed  on 
the  importance  of  biopsy  and  early  diagnosis 
in  both  the  precancerous  and  persistent  le- 
sions of  over  two  weeks  duration. 


The  pendulum  is  now  swinging  back  to 
surgical  extirpation  of  cancer  of  the  oral 
cavity.  This  is  due  to  the  low  five-year 
survival  with  irradiation  therapy  alone  and 
with  improved  surgical  techniques.  Other 
aids  to  surgery  may  be  listed  as: — better 
anesthesia,  new  and  better  antibiotics  to 
control  infection,  better  understanding  of 
nutritional  requirements  and  methods  of 
parenteral  feeding  as  well  as  feeding  by  in- 
tranasal or  oral  catheters  following  exten- 
sive operations. 

The  causes  of  failure  are  presented  in  an 
attempt  to  increase  the  five-year  survival 
rate. 
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As  has  been  indicated  in  editorials  from  time  to  time,  much  experi- 
mentation is  going  on  in  the  country  in  the  field  of  medical  education. 

The  medical  schools  of  Tennessee  are  not  lagging  in  this  movement. 

Note  has  been  made  at  times  in  the  Journal  of  the  General  Practice 
Clinic  at  the  University  of  Tennessee  College  of  Medicine.  This 
paper  elaborates  on  the  Family  Care  Program  of  your  university  and 
should  be  of  interest  to  all  physicians  as  an  example  of  the  present-day 
experimentation  in  medical  education. 

THE  FAMILY  CARE  PROGRAM  OF  THE  UNIVERSITY  OF  TENNESSEE 
COLLEGE  OF  MEDICINE 

HENRY  PACKER,  M.D.,  and  CONLEY  H.  SANFORD,  M.D.*  Memphis,  Tenn. 


During  the  latter  part  of  1951,  the  Faculty 
Council  of  The  University  of  Tennessee  Col- 
lege of  Medicine  approved  the  adoption  of 
an  undergraduate  program  in  which  family 
care  by  medical  students  was  made  a part 
of  the  teaching  curriculum.  Under  this  pro- 
gram, each  student  serves  as  “family  doc- 
tor,” during  the  last  four  quarters  of  the 
curriculum,  to  a single  family  selected  by 
him  from  the  Out-Patient  Department.  The 
student  is  given  responsibility  for  seeing 
that  all  members  of  the  family  for  which  he 
is  responsible  receive  total  care  for  then- 
health  needs,  to  the  extent  to  which  it  is 
available  through  local  resources.  Some  of 
these  needs  are  met  through  direct  service 
by  the  student  under  supervision,  whereas 
other  needs  are  met  through  arrangements 
which  the  student  makes  for  services  which 
he  cannot  provide  himself.  This  program 
does  not  endeavor  to  cover  the  community 
with  services  of  this  type,  but  is  a teaching 
device,  utilizing  a limited  number  of  families 
who  are  eligible  for  care  from  the  John  Gas- 
ton Hospital. 

Before  discussing  the  details  of  organiza- 
tion and  procedure,  a few  words  will  be  said 
about  the  basic  concepts  which  have  led  to. 
the  organization  of  this  program  in  its  pres- 
ent form.  One  aspect  of  this  program  which 
has  aroused  considerable  interest,  and  might 
even  be  said  to  be  controversial,  is  the  utili- 
zation of  general  practitioners  for  the  super- 
vision of  ambulatory  clinic  care  and  domi- 
ciliary care  services  in  this  program.  Two 
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considerations  led  to  giving  the  general 
practitioner  such  an  important  role  in  this 
program.  In  the  first  place,  the  general 
practitioner  has  traditionally  served  as  fam- 
ily physician  and,  certainly  of  all  the  prac- 
titioners of  medicine  today,  he  represents 
the  symbol  of  this  type  of  relationship  in 
medical  care.  It  was  felt  that  he  would 
bring  to  this  program  a background  of  ex- 
perience in  family  care  which  was  probably 
not  possessed  by  any  other  type  practitioner, 
as  well  as  a somewhat  different  slant  from 
that  of  the  specialist  with  reference  to  the 
practice  of  medicine. 

The  second  consideration,  following  close- 
ly upon  the  first,  is  concerned  with  the  de- 
sirability of  bringing  medical  students  in 
contact  with  general  practitioners  engaged 
in  family  practice,  in  order  that  they  might 
obtain  some  firsthand  information  with  re- 
gard to  the  problems,  as  well  as  the  oppor- 
tunities, presented  by  such  a form  of  prac- 
tice. Two-thirds  of  our  medical  students 
indicate  an  intention  of  going  into  general 
practice.  The  need  for  encouraging  stu- 
dents to  enter  this  field  is  well  accepted.  To 
an  increasing  degree,  members  of  present- 
day  medical  school  faculties  have  had  no 
experience  with  general  practice,  but  have 
engaged  in  specialty  practice  exclusively. 
This  being  the  case,  it  appears  desirable  to 
bring  the  student  in  contact  with  those  who 
have  a background  of  actual  experience  in 
general  practice.  The  value  of  such  an  ex- 
perience has  been  recognized  by  many  med- 
ical schools,  as  is  indicated  by  the  fact  that 
twenty-five  of  them  provide  for  extramural 
preceptorships,  in  which  medical  students 
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are  assigned  to  spend  a period  of  time  with 
general  practitioners  in  outlying  communi- 
ties. Our  program  at  The  University  of  Ten- 
nessee, by  contrast,  might  be  called  an  intra- 
mural preceptorship  under  general  practi- 
tioners, since  the  latter  have  been  brought 
into  the  medical  center,  rather  than  the  stu- 
dent being  sent  to  the  general  practitioner. 
It  is  our  feeling  that  this  arrangement  is  a 
more  desirable  one,  since  it  permits  of  closer 
supervision  of  the  performance  of  the  stu- 
dent, relating  it  to  the  teaching  carried  on 
in  other  departments,  as  well  as  providing 
an  opportunity  for  exploring  general  prac- 
titioner-specialist relationships  in  the  setting 
of  a medical  center.  We  also  feel  that  such 
an  arrangement  is  more  conserving  of  the 
student’s  time,  in  a curriculum  which  is 
already  overcrowded. 

A development  which  preceded  the  setting 
up  of  the  Family  Care  Program  was  the  es- 
tablishment of  a General  Practice  Clinic  in 
the  Out-Patient  Department  of  the  John 
Gaston  Hospital.  During  the  last  two  quar- 
ters of  the  curriculum  medical  students  are 
assigned  to  this  clinic,  where  they  have  an 
opportunity  of  applying  the  basic  principles 
learned  in  the  specialty  departments  to  un- 
selected patients  with  diversified  problems 
representing  a broad  spectrum  of  illness. 
General  practitioners  constitute  the  staff  of 
this  clinic.  The  equipment  and  personnel  of 
this  clinic  correspond  to  what  would  be 
found  in  a competent  general  practitioner’s 
office  in  a small  community,  and  the  student 
is  encouraged  to  visualize  himself  as  dealing 
with  patients  under  such  circumstances. 
Special  emphasis  is  placed  upon  viewing  the 
patient  as  a whole  person  and  not  simply  as 
a case  of  organic  disease.  This  clinic  does 
not  pretend  to  contribute  a new  body  of 
knowledge  and  skills  to  the  student,  but 
rather  endeavors  to  give  him  an  opportunity 
of  applying  what  he  has  already  learned, 
under  conditions  simulating  the  office  prac- 
tice of  a general  practitioner. 

The  General  Practice  Clinic  is  open  until 
midnight  daily,  to  provide  service  to  patients 
with  non-emergency  illness  who  apply  for 
care  to  the  emergency  room  of  the  John 
Gaston  Hospital.  After  4 P.M. 
staffed  by  interns  and  by  general  practition- 
ers; the  latter  work  in  thrt^hour  shifts  in 
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this  clinic,  as  well  as  in  the  emergency  room 
of  the  hospital.  At  any  hour  of  the  day  or 
night,  the  General  Practice  Clinic  serves  as 
“office”  for  the  student  who  wishes  to  see  a 
member  of  his  family  in  the  clinic,  as  will 
be  mentioned  below.  The  General  Practice 
Clinic  serves,  so  to  speak,  as  a base  of  oper- 
ations for  the  Family  Care  Program. 

The  Family  Care  Program  has  been  made 
possible  through  close  collaboration  between 
the  Divisions  of  Preventive  Medicine  and 
Medicine.  Preliminary  orientation  toward 
this  program  is  given  in  the  seventh  quarter, 
when  the  bulk  of  didactic  teaching  in  Pre- 
ventive Medicine  is  given.  The  selection  of 
the  family,  for  which  care  will  be  undertak- 
en, is  made  by  the  student  in  the  eighth 
quarter  Medicine  Out-Patient  Clinic.  In  the 
latter  clinic  students  study  intensively 
approximately  fifteen  patients  during  the 
quarter,  devoting  an  entire  morning  to  the 
examination  of  each  patient.  From  these, 
the  student  is  advised  to  select  a patient 
with  chronic  illness,  who  is  a member  of  a 
family  unit  in  which  there  are  children. 
This  provides  the  student  with  an  experi- 
ence in  continuous  observation  of  a case  of 
chronic  illness  for  a period  of  over  a year, 
as  well  as  experience  in  meeting  the  medical 
care  and  health  needs  of  growing  children. 
The  student  is  given  responsibility  for  ex- 
plaining the  program  to  the  patient  and  de- 
termining whether  the  patient  is  willing  to 
accept  the  student  as  family  doctor  under 
the  conditions  of  the  program.  The  patient 
is  advised  to  call  the  student  in  the  event  of 
any  illness  occurring  in  a member  of  the 
family.  When  this  occurs,  the  student  picks 
up  a physician’s  bag  in  the  emergency  room 
of  the  hospital  and  visits  the  home  of  the 
patient.  If  he  is  able  to  cope  with  the  prob- 
lem he  does  so,  and  on  his  return  to  the 
hospital  discusses  what  he  has  done  with  the 
general  practitioner  who  is  on  duty  at  that 
time.  Should  the  student  find  himself  faced 
with  a problem  beyond  his  ability  to  cope 
with,  he  calls  for  assistance  from  the  general 
practitioner  in  the  emergency  room,  who 
makes  a home  visit  with  him  and  advises 
with  regard  to  the  handling  of  the  problem, 
only  medical  care  during  illness,  but 

* mealtmSaaintenance  of  the  entire  family  at 
all  timesVis  stressed  in  this  program.  For 
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example  the  student  it  encouraged  to  pro- 
vide immunizations  to  children  in  the  fam- 
ily, and  periodic  examinations  of  children 
and  adults,  using  the  facilities  of  the  General 
Practice  Clinic  and  the  John  Gaston  Hospi- 
tal. Furthermore,  the  student  is  encouraged 
to  arrange  for  his  family  to  receive  any  com- 
munity service  from  which  they  might  bene- 
fit, such  as  services  in  the  field  of  public 
health  nursing,  sanitation,  social  service,  re- 
habilitation services,  etc.  Awareness  of  the 
importance  of  social  and  environmental  fac- 
tors comes  to  the  student  through  his  visits 
in  the  home.  Thus,  the  “multiple  factors,” 
which  play  a role  in  health  and  illness,  and 
the  “multiple  services”  which  must  be  pro- 
vided if  total  needs  are  to  be  met  become 
increasingly  apparent  to  the  student  as  he 
goes  about  fulfilling  his  responsibilities  in 
the  Family  Care  Program. 

In  instances  where  the  services  of  special 
departments  of  the  Out-Patient  Clinic  are 
needed  for  his  family,  the  student  makes 
arrangements  for  such  referrals.  Should 
hospitalization  of  a member  of  his  family 
occur,  the  student  follows  the  patient  during 
the  course  of  hospitalization  and  during  con- 
valescence after  discharge  from  the  hospi- 
tal. The  development  of  a close  personal 
relationship  with  the  family  is  encouraged 
at  all  times,  and  it  is  felt  that  this  is  achieved 
through  the  many  contacts  which  the  stu- 
dent has  with  the  family  over  a period  of 
time,  and  his  assumption  of  direct  responsi- 
bility for  meeting  their  health  needs. 

Although  administrative  responsibility  for 
this  program  has  been  delegated  to  the  Divi- 
sion of  Preventive  Medicine,  it  is  obvious 
that  such  a program  can  only  achieve  its 


richest  fulfillment  if  it  is  participated  in  by 
all  branches  of  the  Medical  School.  Steps 
have  been  taken  in  this  direction  through 
use  of  the  student’s  families  for  conferences 
of  an  interdepartmental  character.  For  ex- 
ample the  Department  of  Psychiatry  has 
utilized  some  of  the  student  families  for 
their  teaching  conferences  in  the  ninth  quar- 
ter. During  the  tenth  quarter  a weekly 
family  care  conference  is  held,  at  which  stu- 
dents present  their  experiences  with  their 
families,  and  in  which  participation  by  all 
departments  of  the  medical  school  is  invited. 
As  a requirement  for  graduation  the  student 
submits  a summary  of  his  observations  and 
services  to  his  family,  together  with  an  eval- 
uation of  the  degree  to  which  their  health 
needs  have  been  met  through  available  com- 
munity resources. 

In  summary,  the  specific  objectives  of  the 
Family  Care  Program  are  to  provide  the 
student  with  firsthand  experience  through 
actual  participation  in: 

1.  The  family  doctor  type  of  relationship, 
under  preceptors  engaged  in  this  type  of 
practice. 

2.  The  diagnosis  and  treatment  of  illness 
in  the  home,  as  distinct  from  such  services 
in  the  hospital. 

3.  Observation  of  minor  illness,  and  seri- 
ous illness  during  the  early  stages,  which  are 
not  ordinarily  seen  in  the  hospital. 

4.  Observation  of  the  family  as  a unit  in 
its  own  environment. 

5.  Continuous  observation  and  responsi- 
bility for  comprehensive  care  for  the  family 
of  a clinic  patient  for  a one-year  period. 

6.  Use  of  available  community  resources 
in  meeting  the  health  needs  of  a family. 
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The  authors  review  the  present-day  knowledge  in  a relatively  new  field 
of  study.  It  seems  probable  that  from  these  investigations  will  come 
information  which  may  prove  helpful  in  the  prevention  of  disease. 

THE  RELATIONSHIP  OF  PHYSICAL  HYPERLIPEMIA  TO  ATHEROSCLEROSIS 

ROBERT  F.  ACKERMAN,  M.D.,  and  D.  B.  ZILVERSMIT,  Ph.D.,*  Memphis,  Tenn. 


For  many  years  atherosclerosis  was  looked 
upon  as  a process  of  “wear  and  tear”  in 
which  the  arterial  tree  degenerated  over  the 
span  of  a lifetime.  Long  ago  it  was  noted 
that  many  patients  with  excessive  degrees 
of  atherosclerosis  appeared  to  have  a dis- 
turbance in  fat  metabolism  which  was  man- 
ifested by  an  elevated  level  of  blood  cho- 
lesterol. Interest  has  centered  around  the 
relation  of  cholesterol  to  atherosclerosis  for 
three  major  reasons:  (1)  atheromatous 

plaques  are  largely  composed  of  cholesterol, 
(2)  the  level  of  blood  cholesterol  is  frequent- 
ly elevated  in  individuals  with  severe  ath- 
erosclerosis, and  (3)  atheromatous  lesions 
develop  in  animals  fed  large  amounts  of  cho- 
lesterol. More  recently,  however,  the  physi- 
cal state  of  the  blood  lipids  has  been  empha- 
sized as  being  of  great  importance  in  the 
development  of  excessive  atherosclerosis. 

Significance  of  the  Blood  Cholesterol  Lev- 
el in  Atherosclerosis.  As  early  as  1913  it 
was  noted  that  the  feeding  cholesterol  to 
rabbits  caused  formation  of  fatty  atheroma- 
tous lesions  very  similar  to  those  seen  in 
human  atherosclerosis.  This  observation  has 
been  repeated  many  times.  Fowls,  guinea 
pigs  and  dogs  have  also  been  found  to  de- 
velop similar  lesions  when  fed  cholesterol. 
(The  latter  animal  must  be  rendered  hypo- 
thyroid to  produce  the  process.)  The  main 
factor  in  all  these  experiments  has  been  the 
feeding  of  cholesterol  with  the  resulting  ele- 
vation of  blood  lipids,  principally  choles- 
terol. As  a matter  of  fact  it  is  not  possible 
to  produce  experimental  atherosclerosis 
without  significant  elevation  of  the  blood 
cholesterol  level.  Therefore,  only  athero- 
genesis  in  individuals  with  elevated  blood 
cholesterol  levels  can  be  compared  with  ex- 
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perimental  atherosclerosis.  Elevation  of  the 
blood  cholesterol  is  seen  in  nephrosis,  biliary 
obstruction,  hypothyroidism,  diabetes  melli- 
tus,  xanthomatosis  and,  at  times,  on  a famil- 
ial basis.  In  the  main,  the  elevated  choles- 
terol in  these  conditions  seems  to  mirror 
some  endogenous  defect  in  fat  metabolism. 

Normal  limits  of  blood  cholesterol  are  not 
definitely  settled  at  this  time,  but  even  when 
one  uses  very  liberal  ranges,  less  than  half 
of  the  individuals  who  develop  atheroscle- 
rosis clinically  have  hypercholesterolemia. 
Thus  in  patients  with  atherosclerosis,  it  is 
not  the  rule  to  have  an  elevated  blood  cho- 
lesterol. The  very  poor  clinical  correlation 
between  either  ingestion  of  excessive 
amounts  of  cholesterol  or  elevation  of  blood 
cholesterol  with  atherosclerosis  has  made  a 
great  many  investigators  reluctant  to  recog- 
nize a causal  relationship  between  hypocho- 
lesterolemia  and  the  presence  of  atheroscle- 
rosis in  man. 

Significance  of  the  Blood  Lipoproteins  in 
Atherosclerosis.  In  1939  Hueper1  first  dem- 
onstrated that  certain  macromolecules,  when 
injected  intravenously,  were  deposited  in 
the  endothelial  and  subendothelial  layers  of 
the  arterial  walls.  At  the  site  of  this  deposi- 
tion lesions  developed  which  were  very  sim- 
ilar to  atheromata.  This  finding  has  as- 
sumed great  importance  in  view  of  recent 
experiments  which  have  shown  a relation 
between  the  physical  state  of  the  blood  lipids 
and  the  presence  of  atherosclerosis. 

Even  though  it  has  been  known  for  a long 
time  that  plasma  lipids  are  combined  with 
proteins,  the  study  of  these  lipoprotein  mole- 
cules did  not  receive  much  attention  until 
recently.  With  the  aid  of  the  ultracentri- 
fuge, Gofman  and  his  co-workers2  defined 
the  physical  state  of  the  blood  lipids  in  nor- 
mal and  in  atherosclerotic  individuals.  Ac- 
cording to  Keys,1  Gofman’s  original  correla- 
tion of  lipoprotein  complexes  in  classes  Sf 
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10  to  Sf  30j  with  human  atherosclerosis  is 
no  better  than  the  correlation  of  elevated 
blood  cholesterol  levels  with  that  disease. 
By  widening  the  range  of  important  lipo- 
protein classes  from  Sf  12  to  Sf  100  Gofman 
obtained  an  85-90  per  cent  correlation. 

The  normal  metabolism  of  plasma  lipids 
appears  to  proceed  by  the  breakdown  of 
large  fat  particles,  such  as  chylomicrons,  to 
small  lipoprotein  molecules  below  S,-  10.'  In 
experimental  atherosclerosis,  and  in  those 
individuals  who  are  known  to  have  athero- 
sclerosis, Gofman5  postulates  a lag  in  break- 
down, or  an  excess  formation  of,  lipoprotein 
complexes  in  the  range  from  Sf  12  to  Sf  100. 
These  molecules,  which  are  said  to  contain 
30  per  cent  cholesterol,  could  be  deposited 
in  the  arterial  walls  like  Hueper’s  macro- 
molecules and  initiate  the  process  of  athero- 
sclerosis. 

Significance  of  Physical  Hyperlipemia  in 
Atherosclerosis.  The  biochemist  uses  the 
term  hyperlipemia  to  imply  an  increased 
concentration  of  blood  or  plasma  lipids. 
Clinically,  one  speaks  of  hyperlipemia  in 
cases  where  the  plasma  has  a milky  or  tur- 
bid appearance.  We  wish  to  reserve  the 
term  “physical  hyperlipemia”  to  designate 
opalescent  plasma  due  to  lipid  particles  or 
chylomicrons.  These  chylomicrons  are  mi- 
croscopic particles  which  Necheles1'  found 
to  be  composed  of  neutral  fat  (80-85%),  cho- 
lesterol or  cholesterol  esters  (10-12'  - ),  other 
steroids,  and  little  or  no  phospholipid.  Chy- 
lomicrons and  other  particles  larger  than 
0.1  m/A.  cause  scattering  of  light  and  thus 
contribute  to  plasma  turbidity.  On  the  oth- 
er hand  the  presence  of  fat  “particles”  that 
belong  to  the  class  of  lipoproteins  below  Sf 
30  is  said  not  to  produce  turbid  plasmas. 
The  degree  of  physical  lipemia  as  deter- 
mined by  chylomicron  count,  nephelometer 
or  spectrophotometer,  indicates  in  general 
the  number  and  size  of  lipid  particles  pres- 
ent in  plasma.  A good  measure  of  physical 


tSr  is  a Svedberg  flotation  unit  which  is  a meas- 
ure of  the  rate  at  which  a molecule  rises  during 
ultracentrifugation.  The  molecules  with  higher 
S(  numbers  are  the  ones  that  rise  faster,  i.e.,  they 
are  the  lighter  ones.  Commercially  available  ul- 
tracentrifuges rotate  with  speeds  of  the  order  of 
50,000  rpm. 


lipemia  appears  to  be  the  amount  of  light 
absorbed  (optical  density)  at  650  my.7 

A most  significant  observation  regarding 
the  relationship  of  the  physical  state  of 
blood  lipids  to  atherosclerosis  was  made 
when  heparin  was  found  to  abolish  plasma 
turbidity  as  well  as  the  pathogenic  lipopro- 
tein complexes.-5' 8 The  chemical  composi- 
tion of  the  blood  lipids  is  not  affected  by  the 
lipemia  clearing  action  of  heparin  according 
to  Block  et  al.°  Heparin  clears  lipemic  plas- 
ma, and  in  so  doing  is  said  to  dissipate  the 
large  fat  particles  in  colloidal  suspension 
and  the  larger  lipoprotein  molecule  com- 
plexes down  to  Sf  10.  Subsequently  Gof- 
man'' showed  that  daily  intravenous  admin- 
istration of  heparin  prevented  the  formation 
of  atheromatous  lesions  in  cholesterol  fed 
rabbits.  Treburon  is  a substance  which  has 
similar  action  to  that  of  heparin  although 
the  amount  needed  to  produce  the  same  anti- 
coagulants effect  is  roughly  three  or  four 
times  that  of  heparin.  Treburon  clears  plas- 
ma made  lipemic  by  ingestion  of  a large 
amount  of  fat.7  Unfortunately,  heparin  and 
Treburon  are  not  absorbed  when  they  are 
taken  orally,  or  for  that  matter  when  they 
are  taken  sublingually. 7'10 

Sigyiificance  of  the  Blood  Phospholipids  in 
Atherosclerosis.  Certain  types  of  chemical 
hyperlipemia  are  not  manifested  by  in- 
creased turbidity  of  the  plasma.  In  a rare 
type  of  congenital  liver  abnormality  in 
which  the  small  biliary  radicals  appear  to 
be  absent  or  abnormal,  a type  of  obstructive 
jaundice  develops  in  which  the  blood  lipids 
are  markedly  elevated.  The  level  of  the 
blood  cholesterol  and  blood  phospholipid 
may  each  be  1,500  to  2,000  mg.  per  cent  yet, 
in  spite  of  this  great  elevation  of  the  blood 
lipids,  the  plasma  is  perfectly  translucent." 
It  seems  possible  that  the  great  elevation  of 
the  plasma  phospholipids  may  abolish  tur- 
bidity normally  present  when  neutral  fat 
and  cholesterol  are  elevated.  This  concept 
is  supported  by  Ladd  and  Kellner’s  experi- 
ments12 which  demonstrated  that  the  intra- 
venous administration  of  “Tween,”  a deter- 
gent, causes  a marked  elevation  of  the  blood 
phospholipids  and  cholesterol  and  prevents 
the  formation  of  atheromata  in  the  rabbit 
maintained  on  a high  cholesterol  diet.  In 
recent  years  other  studies  have  indicated 


54 


RELATIONSHIP  OF  PHYSICAL  HYPERLIPEMIA  TO  ATHEROSCLEROSIS— Ackerman-Zilversmit  February,  195? 


that  considerable  quantities  of  phospholipids 
in  the  plasma  tend  to  make  cholesterol  more 
soluble  and  it  has  been  suggested  that  ath- 
erosclerosis in  the  human  may  be  the  result 
of  a relative  deficiency  of  blood  phospho- 
lipid.1^ 

Early  Detection  of  Atherosclerosis.  The 
importance  of  having  a simple  test  which 
can  detect  individuals  who  are  developing 
premature  or  extensive  atherosclerosis  can- 
not be  overemphasized  at  this  time.  This 
problem  has  been  particularly  accentuated 
by  the  recent  demonstration  that  heparin, 
and  similar  substances,  when  given  paren- 
terally  will  abolish  physical  lipemia  and 
prevent  the  formation  of  atherosclerosis  in 
experimental  animals.  This  is  the  first  sub- 
stance known  to  have  any  marked  effect  in 
altering  the  process  of  experimental  athero- 
sclerosis. Obviously,  even  if  such  a drug  as 
heparin  were  proved  to  prevent  formation 
of  atheromatous  plaques  in  man  it  would  be 
difficult  to  administer  such  a preparation  to 
all  individuals.  Further,  it  would  be  logical 
to  treat  only  the  younger  individual  before 
he  develops  a severe  degree  of  atherosclero- 
sis; once  calcified  atheromatous  plaques  are 
present  no  amount  of  treatment  could  be 
expected  to  alter  the  conditioi?  of  the  arterial 
wall.  If  a simple  blood  test  could  pick  out 
young  people  who  are  developing  athero- 
sclerosis, prevention  of  premature  death 
from  coronary  or  cerebral  atherosclerosis 
might  be  feasible. 

Fasting  Plasma  Turbidity  as  an  Indication 
of  Developing  Atherosclerosis.  In  the  in- 
stances in  which  fasting  plasma  turbidity  is 
grossly  increased,  i.e.,  in  some  cases  of  ne- 
phrosis, xanthomatosis,  biliary  obstruction, 
hypothyroidism,  diabetes  mellitus,  etc.,  ath- 
erosclerosis is  known  to  develop  excessively 
and  prematurely.  Therefore,  a turbid  fast- 
ing plasma  might  be  evidence  that  that  indi- 
vidual has  the  type  of  molecules  present  in 
the  plasma  which  can  be  closely  correlated 
with  developing  atherosclerosis.  The  deter- 
mination of  fasting  plasma  turbidity  may 
have  a definite  diagnostic  and  therapeutic 
significance  in  a limited  number  of  in- 
stances. 

A chylomicron  tolerance  test  may  be  de- 
veloped in  which  determination  of  plasma 
turbidity,  after  ingestion  of  a measured 


amount  of  fat,  might  identify  individuals 
who  are  developing  atherosclerosis  prema- 
turely or  excessively.  Such  a test  differs 
from  an  ordinary  fat  tolerance  test  in  that 
it  measures  the  changing  physical  state  of 
the  blood  lipids  after  ingestion  of  fat  rather 
than  the  changing  chemical  concentration 
of  these  lipids.  At  the  present  time  a rec- 
ognized standard  chylomicron  tolerance  test 
is  not  available.  Various  workers  in  the 
field  have  used  different  types  of  tests.  The 
amount  and  nature  of  the  fat  ingested  have 
varied  widely.  The  time  for  withdrawal  of 
the  blood  samples  after  the  ingestion  of  fat 
has  also  varied.  In  several  papers  which 
have  been  published  the  general  trend  of 
chylomicron  tolerance  is  apparent.7-10'11'15 
Young  individuals  develop  a peak  in  their 
chylomicron  tolerance  curve  sooner  and  the 
peak  does  not  go  as  high  in  the  older  age 
groups  where  atherosclerosis  is  more  in  evi- 
dence. Two  studies  indicate  that  there  is  a 
lesser  degree  of  plasma  turbidity  after  a fat 
meal  in  women  than  in  men.7'10  Whether 
chylomicron  counts  or  optical  density  read- 
ings were  used  to  quantitate  physical  hyper- 
lipemia the  findings  were  entirely  similar. 
These  observations  have  been  made  on  small 
numbers  of  patients.  Schwartz,  Waldow 
and  Dunsmore15  recently  demonstrated  a 
statistical  difference  to  exist  between  the 
chylomicron  tolerance  of  normal  and  athero- 
sclerotic individuals.  Because  of  an  overlap, 
however,  an  individual  test  may  be  of  no 
significance. 

Several  obvious  factors  bear  on  the  con- 
sistency of  a chylomicron  tolerance  test. 
Delay  in  development  of  physical  lipemia 
may  result  if  there  is  delayed  gastric  emp- 
tying, slow  absorption,  or  retardation  in 
the  rate  at  which  chylomicrons  accumulate. 
Rapid  gastric  emptying,  rapid  absorption,  or 
rapid  accumulation  of  chylomicrons  might 
cause  an  early  or  excessive  degree  of  plasma 
turbidity  or  lipemia.  These  variables  may 
render  normal  limits  of  a chylomicron  tol- 
erance test  so  great  that  it  will  be  of  no  diag- 
nostic significance.  Since  delayed  gastric 
emptying  is  likely  to  be  a very  important 
factor,  it  seems  possible  that  an  intravenous 
chylomicron  tolerance  test  might  be  more 
useful  than  an  oral  test  in  the  study  of  pa- 
tients with  atherosclerosis. 
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Significance  of  Factors  Other  than  the 
Blood  Lipids  in  Atherosclerosis.  The  au- 
thors do  not  wish  to  give  the  impression  that 
plasma  lipids  are  the  only  factor  which  may 
be  important  in  the  development  of  human 
atherosclei'osis.  No  doubt  such  factors  as 
the  level  of  the  blood  pressure,  local  strain 
and  vibration  of  blood  vessels,  the  nature  of 
the  adventitial  vascular  bed,  the  state  of  the 
endothelium,  and  many  other  unrecognized 
factors  play  an  important  part  in  the  de- 
velopment of  the  disease  as  we  see  it 
clinically.  However,  it  appears  that  the 
lipid  factor  may  well  contribute  to  pre- 
mature and  excessive  development  of 
atherosclerosis. 

Summary 

Good  correlation  appears  to  exist  between 
physical  hyperlipemia  and  the  presence  of 
clinical  and  experimental  atherosclerosis. 
Administration  of  parenteral  heparin  and 
similar  substances  alters  the  physical  state 
of  the  plasma  lipids  and,  in  addition,  pre- 
vents the  formation  of  atheromatosis  in  the 
cholesterol  fed  rabbit.  This  action  is  not 
accomplished  when  these  substances  are 
given  by  mouth.  Some  form  of  chylomicron 
tolerance  test  may  furnish  a simple  means 
for  the  detection  of  individuals  who  are 
developing  atherosclerosis. 
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The  problem  of  a marginal  ulcer  after  gastric  surgery  for  peptic 
ulcer  offers  one  of  the  most  troublesome  problems  one  may  encounter 
in  the  field  of  gastro-intestina!  diseases.  The  author  considers  this 
subject  and  the  inherent  problems  related  to  it. 

THE  PRESENT  STATUS  OF  THE  MANAGEMENT  OF  MARGINAL  ULCER* 

BENJAMIN  F.  BYRD,  JR.,  M.D.,  Nashville,  Tenn. 


There  is  no  field  of  surgery  that  has  seen 
more  fads  than  the  treatment  of  peptic 
ulcer.  The  surgical  management  of  this  dis- 
ease has  varied  immensely  since  the  first 
effort  at  surgical  cure  by  Billroth  in  1881. 
At  that  time  he  attempted  to  treat  peptic- 
ulcer  by  subtotal  gastric  resection.  From 
that  day  onward  there  have  been  devised 
numerous  methods  of  attack  for  this  prob- 
lem. In  no  instance  has  the  attempt  at 
therapy  failed  to  tax  the  ingenuity  of  the 
surgeon  advocating  the  treatment.  These 
attempts,  to  name  a few,  have  covered 
wedge  excision  of  the  ulcer,  sleeve  resection 
of  the  stomach  with  re-established  conti- 
nuity of  the  stomach,  suture  closure  of  the 
ulcer  crater,  subtotal  gastric  resection  of  all 
degrees  and  extent  with  gastrojejunostomy 
or  gastroduodenostomy  and  vagotomy  alone 
or  in  conjunction  with  any  of  the  preceding 
procedures.  The  most  popular  of  these  in 
recent  years  have  been  subtotal  gastric  re- 
section and  simple  gastrojejunostomy  with 
or  without  added  vagotomy. 

There  are  certain  unfortunate  sequelae  to 
those  methods  which  do  not  divert  the  flow 
of  the  intestinal  content  from  the  ulcer  site, 
but  those  sequelae  are  the  results  of  the 
persistant  or  recurrent  ulcer  in  its  original 
site.  More  serious  and  much  less  easily 
treated  is  the  so-called  anastamotic, 
marginal  or  stomal  ulcer  which  occurs  at 
the  site  of  formation  of  an  artificial  opening 
between  the  stomach  and  the  jejunum.  This 
is  an  all  too  frequent  concomitant  of  the  best 
type  of  surgical  procedures  and  may  be  as- 
sumed to  be  an  inevitable  consequence  of 
the  anastomosis  based  on  poor  surgical  judg- 
ment. 

In  the  vast  majority  of  patients  with  pep- 
tic ulcer,  the  first  physician  initiates  a course 
of  medical  treatment  based  usually  on  die- 
tary management,  aided  by  antacids,  anti- 
spasmodics  and  sedatives.  If  this  regimen 
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should  fail  to  bring  relief,  the  patient  is  then 
referred  to  a surgeon  who  continues  the 
treatment  with  some  form  of  surgery  men- 
tioned above.  The  patient  who  has  been 
operated  upon  and  then  has  a recurrence  of 
his  symptoms  does  not  as  a rule  return  to 
his  surgeon  but  to  the  physician  whom  he 
consulted  in  the  first  place.  The  physician 
then  has  a patient  with  (1)  ulcer  pain,  (2) 
a scarred  abdomen,  (3)  a very  healthy  doubt 
as  to  the  possibility  of  benefit  from  further 
surgery,  (4)  a condition  which  is  fraught 
with  serious  possibilities  and  is  in  general 
refractory  to  treatment.  Proper  diagnosis, 
medical  aid,  if  necessary,  surgical  care  are 
obviously  of  the  utmost  importance  in  such 
an  individual. 

During  a period  of  twenty-five  years  at 
the  Vanderbilt  University  Hospital  there 
have  been  25  patients  admitted  with  the 
diagnosis  of  marginal  ulcer.  These  ulcers 
have  followed  a multiplicity  of  operative 
procedures  as  shown  in  table  number  1.  The 
three  patients  who  were  listed  as  having  had 
a transection  of  the  stomach  were  individ- 


Table I 

Surgical  Procedures  Followed  by  Marginal  Ulcer 
Place  of  Original  Operation 


Type 

V.U.H. 

Other 

Hospitals 

Total 

Gastrojejunostomy 

2 

7 

9 

Gastric  Transection 

1 

2 

3 

Gastric  Resection 

10 

3 

13 

Bilroth  II 

(8) 

Polya 

(2) 

Total 

13 

12 

25 

uals  who  had  only  a small  section  of  the  py- 
loric antrum  removed  and  a gastrojejunos- 
tomy performed  at  that  time.  The  only  ef- 
fect of  these  procedures  was  to  shift  the  flow 
of  the  gastric  content  directly  into  the  jeju- 
num rather  than  to  allow  it  to  pass  over  the 
existing  ulcer  crater.  One  of  these  proce- 
dures was  done  at  Vanderbilt  University 
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Hospital  and  two  elsewhere.  Of  the  re- 
maining operations,  ten  gastric  resections 
and  two  of  the  simple  gastrojejunostomies 
were  done  at  Vanderbilt  and  the  remainder 
elsewhere.  During  the  period  of  1920-1940 
there  were  a very  large  number  of  gastro- 
jejunostomies done  for  the  relief  of  peptic 
ulcer.  In  the  earlier  part  of  this  period  this 
procedure  passed  out  of  vogue  as  the  surgi- 
cal treatment  of  choice  in  the  larger  medical 
centers.  Since  it  was  relatively  simple  and 
carried  a low  mortality  rate  its  popularity 
lasted  somewhat  longer  outside  these  areas. 
It  is  of  interest  to  note  that  six  of  the  pro- 
cedures covered  here  occurred  during  this 
era. 

The  age  incidence  of  occurrence  in  this 
series  of  ulcers  is  shown  in  table  number  2 

Table  2 

Age  of  Patient  at  Time  of  Original  Surgery  and 
Onset  of  Symptoms 


Original  Surgery  Onset  of  Symptoms 


21-30 

31-40 

41-50 

51-60 

Total 

21-30 

3 

3 

31-40 

8 

3 

2 

13 

41-50 

2 

1 

3 

51-60 

6 

6 

Total 

11 

5 

9 

25 

both  as  to  age  at  the  time  of  the  original 
surgical  procedure  and  at  the  onset  of  the 
symptoms  suggestive  of  marginal  ulcer. 
Since  peptic  ulcer  is  primarily  a disease  of 
younger  adults  the  age  incidence  is  about  as 
might  be  expected  both  as  to  initial  surgery 
and  the  occurrence  of  its  complications.  The 
interesting  fact  is  pointed  out  in  table  num- 
ber 3 that  there  is  no  direct  relationship 


Table  3 

Symptom-Free  Interval  in  Years 


0-1 

1-3 

3-6 

6-10  | 10  + 

5 

8 

8 

0 | 4 

between  the  time  of  surgery  and  the  interval 
prior  to  the  clinical  manifestations  of  anas- 
tamotic  ulceration.  While  there  were  four 
patients  who  had  a symptom  free  interval 
of  more  than  ten  years  (i.e.,  11,  18,  19  and  20 
years)  there  were  five  whose  symptoms  re- 
turned in  less  than  one  year  (i.e.,  6,  6,  8,  11 
and  11  months).  There  was  no  apparent 
connection  between  the  rapidity  of  the  de- 
velopment of  the  ulcer  and  the  age  of  the 


patient  involved  for  all  age  groups  were 
represented  in  each  of  the  recurrence  pe- 
riods listed. 

Tabe  number  4 shows  the  symptoms 


Table  4 

Initial  Symptoms  of  Marginal  Ulceration 
Initial  Procedure 


Symptom 

Gostro- 

Enterostomy 

Resection 

Total 

Pain 

6 

11 

17 

Bleeding 

2 

1 

3 

Pain  and 
Bleeding 

1 

1 

2 

None 

1 

1 

which  caused  the  patient  to  return  to  his 
physician.  The  single  patient  who  had  no 
symptom  of  marginal  ulcer  was  a 60  year 
old  white  male  who  five  years  prior  to  his 
last  admission  had  a gastrojejunostomy  for 
peptic  ulcer  and  was  symptom  free  until  the 
time  of  his  death.  He  died  on  his  seventh 
postoperative  day  after  an  ileostomy  for 
chronic  ulcerative  colitis  and  his  death  was 
due  to  the  perforation  of  a previously  asymp- 
tomatic marginal  ulcer.  A second  patient 
was  symptom  free  for  eleven  years,  and 
then  following  a thoraco-lumbar  sympathec- 
tomy for  hypertension  developed  a stomal 
ulcer.  The  relationship  between  thoraco- 
lumbar sympathectomy  and  peptic  ulcer  is 
well  known  and  has  been  discussed  by 
Blegen,  et  al.' 

Because  of  the  difficulty  in  evaluating  the 
patient  with  ulcer  symptoms  there  has  been 
a never  ceasing  search  for  some  accurate 
laboratory  aid  to  diagnosis.  The  means 
which  are  most  readily  available  and  most 
widely  employed  are  gastric  analysis,  loent- 
genologic  examination  with  the  barium  meal 
and  gastroscopy.  The  relation  between  free 
gastric  acid  and  peptic  ulcer  has  been  dis- 
cussed frequently  and  at  great  length  in  the 
past  but  the  evaluation  of  gastric  acidity 
after  a gastrojejunostomy  is  an  extremely 
difficult  procedure  due  to  the  intermingling 
of  acid  gastric  juice  and  the  alkaline  secre- 
tions from  the  biliary  tree  and  the  small 
bowel.  The  so-called  “insulin  test”  and  the 
gastric  motility  tests  are  employed  to  dem- 
onstrate intact  vagal  nerve  fibers  and  are 
valuable  adjuncts  to  the  simple  titration  of 
free  gastric  acidity  in  the  fasting  stomach. 
The  presence  of  blood  in  the  gastric  wash- 
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ings  is  also  suggestive  of  the  presence  of 
some  ulcerative  process  in  the  stomach  or 
adjacent  bowel  although  this  may  be  affected 
by  the  trauma  of  introducing  a tube  for 
analysis.  The  worth  of  X-ray  in  the  di- 
agnosis of  marginal  ulcer  has  been  ques- 
tioned by  many  clinicians.  Certainly  the 
evaluation  of  the  area  surrounding  a gastro- 
jejunostomy is  much  more  difficult  than  the 
visualization  of  the  duodenal  bulb  and  the 
pyloric  antrum.  In  the  series  of  cases  re- 
ported here  the  findings  on  one  or  more 
barium  meals  are  shown  in  patients  who 
subsequently  proved  to  have  anastamotic 
ulceration.  (Table  5.)  As  is  shown  here, 
probably  the  most  valuable  single  finding 


Table  5 

Initial  Roentgenologic  Examination  for  Marginal 


Ulcer 

Findings 

Tenderness  Over  Stoma 

9 

Tenderness  and  Crater 

3 

Crater  Alone 

4 

Nothing 

6 

is  localized  tenderness  around  the  stoma  as 
visualized  under  the  fluoroscope.  The  dem- 
onstration of  the  ulcer  crater  is  frequently 
impossible.  The  gastroscope  is  not  so 
generally  available  or  of  as  much  value 
as  the  two  preceding  methods,  but  if  the 
ulceration  or  surrounding  inflammation  can 
be  seen  by  such  an  examination  the  diagnosis 
can  be  assured. 

The  medical  treatment  of  marginal  ulcer- 
ation is  carried  out  on  the  same  physiologic 
basis  as  that  of  peptic  ulceration  elsewhere. 
The  most  important  point  is,  that  once  mar- 
ginal ulceration  has  occurred  its  likelihood 
of  recurrence  is  considerably  greater  than 
the  incidence  of  recurrence  of  other  peptic 
ulceration.  For  this  reason  the  initial  regi- 
men of  therapy  must  be  both  strict  and  pro- 
longed. Systemic  therapy,  beyond  the 
avoiding  of  general  business  and  family 
stress  and  strain,  should  include  bed  rest 
and  sedation.  The  treatment  of  the  ulcer 
directly  is  apparently  best  accomplished  by 
a strict  dietary  regime  supplemented  by 
antacids  to  thirty  minutes  before  meals,  and 
some  type  of  vagal  depressants.  If  this 
course  does  not  result  in  relief  of  symptoms 
and  resolution  of  X-ray  findings  after  six 
to  eight  weeks,  the  possibility  of  further 


surgical  procedure  must  be  strongly  consid- 
ered. 

Surgical  therapy  of  marginal  ulcer  has 
been  undertaken  in  a multitude  of  proce- 
dures but  recently  such  techniques  have 
included  either  (1)  vagotomy  or  (2)  revi- 
sion of  stomach  and  stoma,  or  a combina- 
tion of  these  procedures.  If  the  anastamotic 
ulcer  is  due  to  some  technical  fault  in  its 
inception,  then  revision  of  the  stoma  is  in- 
dicated. If  an  inadequate  gastric  resection 
or  no  gastric  resection  has  been  done,  the 
extirpation  of  part  of  the  remaining  stomach 
will  be  of  benefit.  Should  it  be  true  that  a 
three-fourths  gastric  resection  has  been  done 
with  complete  removal  of  the  distal  end  of 
the  stomach,  then  division  of  the  vagal 
nerves  should  be  carried  out.  In  the  opinion 
of  Walters,4  the  operation  of  vagotomy 
should  be  reserved  for  those  patients  having 
anastamotic  ulceration  after  gastric  resec- 
tion. All  other  marginal  ulcers  should  be 
treated  by  resection  of  the  stomach  and  re- 
vision of  the  gastrojejunal  stoma. 

Even  after  the  best  medical  and  surgical 
therapy  anastamotic  ulcers  do  recur.  The 
individual  who  has  once  developed  such  an 
ulceration  should  be  followed  closely  until 
all  symptoms  have  disappeared  and  any 
recurrence  of  ulcer  manifestations  should 
be  investigated  by  barium  meal.  The  fact 
that  these  ulcers  do  recur  after  vagotomy 
has  been  demonstrated'  and  there  is  at  pres- 
ent no  absolute  cure  for  marginal  ulcer. 

Conclusions 

A review  of  the  present  status  of  manage- 
ment of  marginal  ulcer  has  been  given  to- 
gether with  a report  on  25  such  cases  seen 
at  the  Vanderbilt  University  Hospital.  The 
fact  that  such  ulcers  are  difficult  to  identify 
and  even  more  difficult  to  treat  has  been 
emphasized.  The  present  status  of  such 
treatment  has  been  reviewed. 

Bibliography 

1.  Blegen,  H.  M.,  and  Kintner,  A.  R.:  Aggrava- 
tion of  a Gastric  Ulcer  Following  Dorso-Lumbar 
Sympathectomy,  J.A.M.A..  133:1207,  1947. 

2.  Byrd,  B.  F.,  Jr.:  Gostrojejunocolic  Fistula 
Following  Vagotomy  for  Marginal  Ulcer,  Gastro- 
enterology, 17:431,  March,  1951. 

3.  Jordan,  Sara  M.:  Report  of  the  Chairman  of 
the  Subcommittee  on  Surgical  Procedures  in  Peptic 
Ulcer,  Gastroenterology,  19:599,  1951. 

4.  Walters,  W.,  and  Hoon,  J.  R.:  Vagotomy  and 
Subtotal  Resection  in  Gastrojejunal  Ulcers,  J.  Mt. 
Sinai  Hosp.,  17:423.  1951. 


February,  1953 


STAFF  CONFERENCE 


59 


John  Gaston  Hospital* 

DR.  HARWELL  WILSON:  The  case 
which  we  are  going  to  consider  on  our  grand 
rounds  today  presents  a problem  in  the  diag- 
nosis and  management  of  jaundice.  It  pre- 
sents a problem  with  relation  to  the  differ- 
entiation of  so-called  medical  jaundice  from 
so-called  surgical  jaundice  as  well  as  a 
problem  in  surgical  management.  In  the 
beginning,  I think  all  of  us  realize  that  the 
terms  medical  jaundice  and  surgical  jaun- 
dice are  very  poor  terms  because  every  good 
medical  man  must  be  familiar  with  the  var- 
ious types  of  jaundice,  and  certainly  a sur- 
geon who  is  worthy  of  the  name  must  be  a 
very  astute  diagnostician  with  reference  to 
determining  the  various  types  of  jaundice. 
I still  think,  however,  that  it  is  exceedingly 
important  that  we  give  a great  deal  of 
attention  toward  trying  to  differentiate 
between  obstructive  and  a non-obstructive 
jaundice.  These  are  better  terms  than  med- 
ical or  surgical  jaundice.  Dr.  Benton  is 
going  to  give  the  history  of  the  first  case, 
and  Dr.  Benton,  since  a number  of  the  men 
present  are  not  familiar  with  this  case,  you 
should  present  it  to  us  as  it  was  known  up 
to  the  time  of  operation.  Then  let  us  discuss 
the  problem  from  a preoperative  point  of 
view  with  members  of  the  staff.  Later  give 
us  the  operative  findings  and  continue  the 
discussion. 

DR.  B.  F.  BENTON:  This  54  year  old  white 
male  was  admitted  on  our  service  sixteen  days  ago 
with  a history  of  jaundice  of  varying  degrees  for 
the  past  fourteen  months.  He  also  complained  of 
chills  and  fever  on  several  occasions  during  the 
past  year  including  a two  week  period  before  ad- 
mission on  surgery.  During  the  past  year  there 
has  been  a 25  pound  weight  loss  even  though  the 
appetite  has  been  good.  Stools  varied  in  color 
from  light  yellow  to  dark  brown  but  were  never 
completely  acholic.  There  has  been  occasional 
vomiting  along  with  the  episodes  of  fever  but  never 
any  abdominal  pain  until  three  weeks  ago  when 
the  patient  experienced  dull  epigastric  pain  which 
lasted  two  days.  The  physical  examination  at  that 
time  revealed  a thin,  slightly  emaciated,  deeply 


*From  the  Department  of  Surgery,  the  Univer- 
sity of  Tennessee  College  of  Medicine,  and  the 
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jaundiced,  middle-aged,  white  male  in  no  acute 
distress.  No  abdominal  tenderness  or  masses  were 
present.  Rectal  examination  revealed  bile  in  the 
feces.  Otherwise,  the  physical  examination  was 
essentially  negative.  The  laboratory  findings 
were:  serum  cholesterol  392  mg.  %,  alkaline  phos- 
phatase 20.3  units,  inorganic  phosphorous  5.3  mg. 
%,  serum  bilirubin,  1 minute,  5.8,  total  10.2  mg.  %, 
cephalin  flocculation  3 plus,  hematocrit  43%,  pro- 
thrombin time  normal,  urinalysis  negative  except 
for  positive  foam  test  for  bile,  serology  negative, 
and  smears  for  malaria  negative.  G.  I.  series  and 
chest  film  were  negative.  The  patient  was  pre- 
pared for  operation  with  parenteral  vitamin  K and 
intravenous  glucose. 

DR.  WILSON:  Then,  Dr.  Benton,  es- 
sentially you  are  presenting  a patient  who 
has  been  jaundiced  for  many  months,  but 
the  jaundice  has  been  intermittent  in  char- 
acter. There  is  a history  of  weight  loss;  pain 
has  been  absent  until  recently.  The  patient 
has  had  nausea  only  on  some  occasions.  Is 
that  a fair  summary  of  the  essential  fea- 
tures? 

DR.  BENTON:  Yes,  sir.  I think  so. 

DR.  WILSON:  What  is  your  preoperative 
impression  as  to  the  diagnosis,  Dr.  Benton? 

DR.  BENTON:  My  preoperative  im- 

pression was  that  the  man  had  an  obstruc- 
tive jaundice.  Because  of  the  length  of  the 
illness,  a stone  in  the  common  duct  was 
thought  to  be  most  likely.  However,  a 
carcinoma  was  considered  also. 

DR.  WILSON:  Well,  now,  this  patient  has 
been  seen  previously  by  experienced  medi- 
cal men  for  some  months  with  a diagnosis 
of  possible  cirrhosis  or  hepatitis.  This,  also, 
is  quite  easy  to  understand  from  the  history 
as  we  have  heard  it.  Is  that  not  true,  Dr. 
Benton? 

DR.  BENTON:  Yes,  sir,  I think  that  is 
true. 

DR.  WILSON:  I think  that  we  are  quite 
fortunate  in  having  Dr.  Diggs  with  us  this 
morning.  I asked  Dr.  Diggs  if  he,  as  Chief 
of  the  Medical  Laboratories,  would  discuss 
for  us  what  he  feels  are  some  of  the  most 
important  and  helpful  laboratory  tests  in 
differentiating  obstructive  from  non- 
obstructive jaundice.  I would  also  like  to 
emphasize  my  very  strong  feeling  which  I 
believe  is  shared  by  all  of  you  that,  while 
the  laboratory  is  very  helpful,  the  most  im- 
portant thing  in  arriving  at  the  correct 
diagnosis  in  a case  like  this,  if  one  had  to 
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pick  clinical  or  laboratory  data  on  which 
to  establish  a diagnosis,  is  the  careful  his- 
tory and  careful  physical  examination  and 
the  knowledge  gained  from  the  use  of  one’s 
senses.  Dr.  Diggs,  would  you  tell  us  what 
you  feel  to  be  the  most  practical  laboratory 
tests  in  helping  solve  a problem  of  this 
type? 

DR.  L.  W.  DIGGS:  It  has  been  facetiously 
said  that  the  main  value  of  liver  function 
studies  in  jaundiced  patients  is  to  prevent 
operative  procedures  until  there  has  been 
time  to  get  a good  history,  to  examine  the 
patient  and  to  follow  his  course  for  a few 
days.  Having  been  placed  “on  the  spot” 
on  numerous  occasions  and  challenged  to 
decide  on  laboratory  findings  alone  whether 
to  operate  or  not  to  operate,  I know  that 
laboratory  tests  are  often  inadequate  and 
may  be  misleading. 

It  is  better  to  perform  a few  simple  tests 
and  to  repeat  these  tests  at  frequent  inter- 
vals than  to  perform  a large  battery  of  tests 
at  one  time  and  fail  to  follow  the  progress 
of  the  disease  by  subsequent  laboratory  pro- 
cedures. The  average  patient  cannot  afford 
to  have  expensive  combinations  of  tests 
which  include  cholesterol  and  esters,  hippu- 
ric  acid  excretion  and  varied  flocculation 
tests. 

The  most  useful  tests  in  a jaundiced  pa- 
tient are:  (1)  the  examination  of  the  urine 
for  bilirubin,  (2)  the  examination  of  the 
feces  for  bile  pigment,  and  (3)  the  1 minute 
and  total  serum  bilirubin  concentrations. 
These  tests  can  be  repeated  with  minimal 
inconvenience  to  the  patient. 

Bilirubin  in  the  urine  can  be  tested  for 
by  simply  noting  the  color  of  the  urine  and 
comparing  the  yellowness  of  the  foam  after 
shaking  with  the  color  of  a control  speci- 
men. A positive  foam  test,  as  in  this  patient, 
is  indicative  of  obstructive  jaundice. 

This  patient  had  stools  which  contained 
bile  pigment.  Therefore,  the  obstruction 
was  not  complete.  If  the  stool  had  been 
light  or  putty-like,  the  presence  of  pigment 
could  have  been  tested  for  bv  the  qualitative 
or  quantitative  urobilinogen  procedures. 

The  normal  values  for  1 minute  serum 
bilirubin  is  0.2  mg.  or  less  per  100  ml.  In 
this  patient  the  1 minute  bilirubin  was  5.8 
mg.  which  means  that  there  was  regurgitant 


(obstructive)  jaundice.  The  total  bilirubin 
was  10.2  mg./lOO  which  means  that  the 
jaundice  was  of  marked  degree.  Repeti- 
tions of  these  tests  would  have  revealed  ob- 
jective information  about  the  course  of  the 
jaundice. 

The  serum  cholesterol  in  this  patient  was 
significantly  increased  as  was  the  serum 
phosphatase.  An  increase  in  both  of  these 
chemical  constituents  confirms  the  diagnosis 
of  obstructive  jaundice,  but  neither  of  these 
tests  adds  information  that  was  not  already 
established  by  the  urine  examination  and 
serum  bilirubin  determinations. 

DR.  WILLIAM  A.  NEELY:  Dr.  Wilson,  I 
have  seen  one  case  in  which  the  patient 
had  received  Pyridium,  and  that  gave  a 
very  positive  looking  test  for  bile,  so  that 
enters  into  the  urine  test. 

DR.  WILSON:  I think  the  point  is  well 
taken,  Dr.  Neely. 

Dr.  Diggs,  will  you  comment  on  the  so 
called  “direct  bilirubin”  and  its  relation- 
ship to  the  “one  minute  bilirubin.”  Do  you 
actually  think  that  the  “direct  bilirubin”  is 
of  much  value  in  differentiating  obstructive 
from  non-obstructive  jaundice? 

DR.  DIGGS:  The  one  minute  bilirubin 
test  is  of  great  value  in  differentiating 
hemolytic  from  obstructive  jaundice  and  in 
measuring  the  degree  of  obstructive 
jaundice.  In  hemolytic  jaundice  in  which 
there  is  no  significant  parenchymal  liver 
injury,  the  one  minute  serum  bilirubin  is 
not  increased  although  the  total  bilirubin 
may  be  significantly  increased.  In  obstruc- 
tive jaundice  due  to  any  cause,  whether 
post-hepatic  or  intrahepatic,  the  one  minute 
bilirubin  is  increased.  A one  minute 
bilirubin  over  0.5  mg./lOO  is  indicative  of 
obstructive  (regurgitant)  jaundice. 

It  is  thought  that  the  bile  pigment  which 
has  gotten  into  the  bile  channels  and  has 
been  mixed  with  the  other  bile  constituents 
and  then  regurgitated  back  into  the  blood 
stream  is  chemically  altered  and  that  this 
chemically  changed  bile  reacts  directly  with 
the  reagent  to  produce  a higher  reading  than 
normal  and  a higher  reading  than  is  pro- 
duced by  increased  red  cell  destruction 
(hemolytic  jaundice). 

The  one  minute  bilirubin  as  now  per- 
formed is  essentially  the  same  test  as  was 
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formerly  known  as  the  “direct  van  den 
Bergh,”  but  is  an  improvement  over  the 
older  test  for  it  quantitatively  measures  the 
amount  of  color  that  is  developed  in  one 
minute.  The  terms  “direct  van  den  Bergh,” 
“delayed  van  den  Bergh”  and  “indirect  van 
den  Bergh”  had  best  be  forgotten,  for  these 
terms  belong  to  the  class  of  laboratory 
antiques  which  no  longer  have  a functional 
use. 

DR.  WILSON:  Dr.  Diggs  has  given  us 
a very  satisfactory  statement  regarding 
laboratory  procedures  which  may  be  of 
help.  Personally,  I find  myself  relying 
chiefly  on  the  urine  examination,  the  stool 
examination,  the  icterus  index  or  serum 
bilirubin  level  and,  in  an  effort  to  gain 
more  information  regarding  whether  or  not 
the  liver  itself  is  affected  either  primarily 
by  the  disease  causing  the  jaundice  or 
secondarily  from  an  obstruction,  the  ceph- 
alin  flocculation  and  thymol  turbidity  test. 
All  too  frequently,  we  are  still  in  doubt  after 
using  all  of  these  procedures.  The  serum 
alkaline  phosphatase  test  is  used  extensively 
in  some  instances,  and  some  feel  that  it  is 
quite  helpful.  What  has  been  your  ex- 
perience with  this  test,  Dr.  Hardy? 

DR.  JAMES  D.  HARDY:  I have  had  con- 
siderable confidence  in  the  serum  alkaline 
phosphatase  test  as  an  aid  in  the  diagnosis 
of  obstructive  jaundice. 

DR.  WILSON:  You  feel  then  that  if  the 
serum  alkaline  phosphatase  is  definitely 
elevated,  the  patient  is  much  more  apt  to 
have  obstructive  jaundice? 

DR.  HARDY:  Yes,  I believe  that  puts  it 
about  the  way  I feel. 

DR.  WILSON:  I would  welcome  any  com- 
ments either  from  attending  staff  or  resi- 
dents as  to  which  of  these  laboratory  tests 
have  been  of  more  practical  benefit  in  solv- 
ing cases  of  this  sort. 

DR.  W.  D.  DUNAVANT:  I would  like  to 
comment  that  the  alkaline  phosphatase  test 
is  a good  test  in  early  stages  of  obstructive 
jaundice,  but  in  the  chronic  case  it  does 
not  have  the  same  merit,  because  there  is 
some  question  as  to  whether  a diseased  liver 
can  continue  to  produce  phosphatase. 

DR.  DIGGS:  Alkaline  phosphatase  enzyme 
is  excreted  in  the  bile.  When  there  is  ob- 
struction of  the  bile  ducts,  there  is  an  in- 


crease in  the  serum  phosphatase  above  5 
Bodansky  units.  The  phosphatase  test  does 
not  differentiate  between  obstructive 
jaundice  of  a post-hepatic  type  and  obstruc- 
tive jaundice  of  the  intrahepatic  type.  Its 
only  real  value  is  to  confirm  the  presence 
cf  obstructive  jaundice. 

The  test  is  not  reliable  as  a test  for  ob- 
structive jaundice  in  cases  in  which  the 
jaundice  has  been  of  long  standing  for  in 
the  presence  of  severe  parenchymatous  liver 
disease  the  serum  alkaline  phosphatase 
value  may  be  low  or  normal  even  in  the 
presence  of  obstruction,  as  Dr.  Dunavant 
has  stated.  It  is  also  to  be  remembered  that 
the  alkaline  phosphatase,  like  so  many  liver 
function  tests,  is  not  specific  for  the  liver. 
The  alkaline  phosphatase  test  may  be  sig- 
nificantly increased  in  carcinoma  metastatic 
to  bone,  in  Paget’s  disease  and  parathyroid 
adenoma. 

DR.  WILSON:  Dr.  Miles,  do  you  have 
anything  to  contribute  on  this  problem? 

DR.  ROBERT  MILES:  There  is  one  test 
which  has  not  been  mentioned  which  does 
not  apply  in  this  particular  case  because 
the  prothrombin  time  was  normal.  How- 
ever, in  cases  of  jaundice  where  the 
prothrombin  times  are  below  normal,  the 
return  of  the  prothrombin  time  toward 
normal  after  vitamin  K administration  is  a 
sign  of  retained  liver  function,  whereas  the 
failure  of  the  prothrombin  time  to  return 
toward  normal  would  be  indicative  of 
parenchymatous  liver  degeneration  with  in- 
ability to  respond. 

DR.  DUNAVANT:  Was  it  determined 
whether  this  patient  had  blood  in  the  stool 
or  not?  It  seems  that  in  a fluctuating 
jaundice  due  to  tumor,  there  is  usually  some 
bleeding  into  the  gastro-intestinal  tract,  es- 
necially  when  the  tumor  sloughs  and  the 
jaundice  improves.  I recall  one  case  of  a 
CPC  put  on  by  Dr.  Castleman  and  discussed 
by  Dr.  Wilson;  the  patient  actually  bled  to 
death  into  the  G.  I.  tract  following  two 
operations  for  an  ampullary  carcinoma. 

DR.  WILSON.  Dr.  Benton,  Dr.  Dunavant 
wants  to  know  if  it  was  determined  whether 
this  patient  had  occult  blood  in  his  stools. 

DR.  BENTON:  Grossly,  he  never  had 
melena.  However,  as  far  as  I know  there 
were  no  determinations  for  occult  blood. 


62 


STAFF  CONFERENCE 


February,  1953 


DR.  C.  E.  GILLESPIE:  No  mention  is 
made  of  the  urine  urobilinogen  test.  I would 
like  to  ask  Dr.  Diggs  how  important  he 
thinks  the  absence  of  urobilinogen  in  the 
urine  is  in  the  diagnosis  of  complete  obstruc- 
tion. 

DR.  DIGGS:  In  the  presence  of  deep 
jaundice  with  large  amounts  of  bilirubin 
in  the  urine,  it  is  technically  difficult  to 
perform  the  qualitative  tests  for  urobilin- 
ogen. 

Urine  urobilinogen  tests  are  most  useful 
as  sensitive  tests  for  liver  function  in  the 
absence  of  jaundice  and  as  a confirmatory 
test  of  increased  red  cell  destruction.  In 
partial  obstructions  or  obstructions  due  to 
hepatitis  and  other  intrahepatic  diseases 
there  arc  varying  amounts  of  bile  together 
with  an  increased  urobilinogen,  but  the 
qualitative  tests  are  of  limited  value  in 
measuring  the  degree  of  obstruction. 

DR.  CHARLES  E.  GUICE:  Isn’t  it  true 
that  bile  in  the  urine  can  be  found  in 
non-obstructive  jaundice,  thereby  making 
it  not  an  absolute  test,  and  in  some  cases, 
not  a very  good  test  as  to  whether  jaundice 
is  obstructive  or  not?  Cholangitis,  hepatitis, 
or  whatever  the  cause  usually  has  some 
element  of  obstruction  in  it.  does  it  not? 

DR.  DIGGS:  Dr.  Guice  has  brought  up  a 
point  of  great  importance  and  one  that  needs 
clarification.  Obstruction  of  the  bile  ducts 
may  be  at  the  ampulla,  in  the  common  bile 
duct,  in  the  larger  bile  ducts  within  the 
liver  or  in  the  smallest  bile  canaliculi.  Ob- 
struction of  the  smaller  bile  ducts,  due  to 
intrahepatic  diseases  such  as  virus  hepatitis, 
cirrhosis,  tumors,  or  necroses,  causes 
regurgitation  of  bile  and  an  increase  in  one 
minute  serum  bilirubin  and  bile  in  the  urine 
as  would  obstruction  due  to  stone  in  the 
common  duct  or  carcinoma  of  the  head  of 
the  pancreas.  We  should  stop  thinking  of 
jaundice  as  hemolytic,  intrahepatic  and  ob- 
structive, and  substitute  the  following: 

1.  Non-obstructive  jaundice  (hemolytic  or 
prehepatic  jaundice) 

2.  Obstructive  jaundice 

(a)  Intrahepatic 

(b)  Post-hepatic 

DR.  WILSON:  I think  before  having  Dr. 
Benton  and  Dr.  Hardy  give  us  the  operative 
findings,  with  which  a few  of  us  are  familiar 


in  this  case,  it  is  important  to  emphasize 
clinically  that,  while  in  general  we  feel  a 
patient  with  obstructive  jaundice  who  has 
a history  of  right  upper  quadrant  pain  is 
more  likely  to  have  a common  duct  stone, 
this  is  not  always  the  case.  Also  it  is  im- 
portant to  remember  that  just  because  a 
patient  has  very  severe,  progressive  obstruc- 
tive jaundice  which  is  painless,  does  not 
necessarily  mean  that  the  patient  has  a 
carcinoma.  I recall  operating  upon  a pa- 
tient about  two  years  ago  who,  because  of 
the  severe,  progressive,  painless  jaundice, 
was  believed  preoperatively  to  have  a car- 
cinoma, and  yet  we  were  delighted  to  find 
that  this  patient  had  eight  stones  in  the 
common  bile  duct.  One  of  these  stones  was 
impacted  in  the  ampulla  of  Vater.  This 
patient,  of  course,  had  previously  had  gall- 
bladder disease,  and  I am  unable  to  explain 
why  he  never  gave  a history  of  having  had 
pain.  Are  there  any  further  comments  from 
the  group  with  reference  to  the  clinical  pic- 
ture before  we  discuss  the  operation? 

DR,  WILLIAM  TYSON:  It  might  be  well 
to  remind  ourselves  that  Courvoisier’s  law 
is  frequently  helpful  in  differentiating  ob- 
struction due  to  tumor  and  obstruction  due 
to  stone — namely,  the  finding  of  a distended 
gallbladder  is  more  likely  to  indicate  the 
presence  of  a tumor  either  in  the  head  of 
the  pancreas  or  in  the  ampulla  of  Vater, 
whereas,  in  the  presence  of  stones,  the  gall- 
bladder is  usually  small  and  contracted. 

DR.  GILLESPIE:  Dr.  Wilson,  one  other 
thing  to  which  I would  like  to  call  attention 
is  that  not  infrequently  we  have  seen  fluctu- 
ating jaundice  associated  with  a tumor.  It 
would  seem  that  this  is  probably  due  to  an 
associated  cholangitis  or  hepatitis.  How- 
ever, the  clinical  picture  does  not  always 
parallel  that.  That  is,  we  don’t  always  have 
fever  and  chills  with  the  jaundice.  Dr. 
Benton  stated  that  the  preoperative  diag- 
nosis was  common  duct  stone.  The  opinion 
of  the  consultant  who  accepted  the  patient 
on  the  service  was  neoplasm  of  the  pancreas 
or  of  the  ampulla,  primarilv  because  of  the 
weight  loss  of  approximatelv  25  pounds, 
the  patient’s  age  and  general  appearance. 

DR.  HERBERT  G.  LANFORD:  I would 
like  to  ask  Dr.  Gillespie  if  the  history  of 
intermittent  fever,  weight  loss  and  jaundice 
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could  not  be  indicative  of  cholangitis  which 
could  be  responsible  for  the  weight  loss  in 
this  patient. 

DR.  WILSON:  I feel  sure  that  Dr.  Gillespie 
would  agree  that  hepatitis  or  cholangitis 
might  be  responsible  for  the  intermittent 
jaundice  associated  with  fever  and  weight 
loss.  However,  I believe  that  Dr.  Gillespie 
feels  in  this  case  the  symptoms  were  due 
to  neoplasm.  On  the  contrary,  I am  quite 
sure  that  some  others  might  differ  in  this 
opinion.  Dr.  Benton,  you  are  the  resident 
who  operated  upon  this  patient,  and  I am 
going  to  ask  you  to  give  us  the  operative 
findings.  Since  this  patient  was  under  the 
care  of  Dr.  James  Hardy  as  the  attending 
surgeon,  who  participated  with  you  in  the 
operation,  I am  going  to  ask  him  to  com- 
ment on  the  technical  procedure  after  you 
give  us  the  report  of  operation. 

DR.  BENTON:  Upon  Dr.  Hardy’s  advice,  a sub- 
costal incision  was  made  and  later  extended  trans- 
versely across  the  midline.  Exploration  was  car- 
ried out.  Findings  included  a large,  thin  walled, 
distended  gallbladder  and  common  duct,  a very 
firm  mass,  1 cm.  in  diameter,  in  the  region  of  the 
ampulla  of  Vater,  and  a finely  granular  appearing 
normal  sized  liver.  The  common  duct  was  ex- 
plored in  the  usual  manner  but  no  stones  were 
found.  Instead  a small  amount  of  friable  red  tis- 
sue was  removed  with  the  forceps.  The  second 
portion  of  the  duodenum  was  then  opened,  and 
with  pressure  behind  the  duodenum  several  small 
papillary  processes  protruded  from  the  papilla  of 
Vater.  This  gave  us  the  diagnosis  of  ampullary 
carcinoma  which  was  substantiated  by  frozen  sec- 
tion. The  duodenum  was  removed  along  with  the 
right  half  of  the  pancreas,  lower  one-fifth  of  the 
stomach  and  lower  one-fourth  of  the  common  bile 
duct.  The  following  anastomoses  were  done:  gall- 
bladder to  jejunum,  common  duct  to  jejunum 
(end  to  side),  pancreatic  duct  to  jejunum  over  a 
2 inch  segment  of  #8  rubber  catheter,  and  stomach 
to  jejunum  in  an  anterior  Hofmeister  type  anasto- 
mosis. Cholecystostomy  was  also  done.  The  area 
was  drained  with  large  Penrose  drains  and  closure 
was  performed  with  heavy  wire.  The  patient  re- 
ceived 3,500  c.c.  blood  during  the  procedure  and 
left  the  operating  room  in  good  condition. 

DR.  WILSON:  Dr.  Hardy,  would  you  con- 
tinue the  discussion  since  you  directed  and 
actually  carried  out  many  portions  of  the 
operation  and  were  the  responsible  surgeon. 

DR.  HARDY:  My  particular  contribution, 
I would  say,  was  to  decide  whether  to 
operate  on  the  patient  and  do  a Whipple  pro- 
cedure, and  for  this  I assumed  the  responsi- 


bility. When  the  diagnosis  had  been  estab- 
lished conclusively  by  frozen  section  that 
this  mass  was  in  fact  malignant,  we  were 
faced  with  the  choice  of  either  anastomosing 
the  gallbladder  to  the  jejunum  or  of  pro- 
ceeding with  the  hope  that  in  this  par- 
ticular patient,  whose  lesion  was  so  small, 
we  could  achieve  a cure.  Against  the  latter 
choice  were  the  following  hard  facts:  First, 
the  man  had  been  ill  for  eighteen  months 
and  had  lost  25  pounds  in  weight.  Second, 
the  anesthesia  had  not  gone  as  smoothly  as 
one  might  have  hoped  for.  However,  we 
began  to  free  up  the  necessary  organs,  with- 
out actually  dividing  any  structure  which 
would  prevent  our  turning  back.  The  pa- 
tient was  getting  blood  and  his  condition 
stabilized.  Remembering  a patient  which 
we  had  last  fall,  in  whom  a simple  anastomo- 
sis was  done  as  a first  stage  of  the  Whipple 
procedure,  with  the  expectation  that  he 
would  return  in  six  weeks,  when  he  was  in 
better  physical  condition,  for  the  second 
part  of  the  operation,  we  knew  that  the 
patient  now  under  discussion  probably 
would  never  have  any  second  stage  per- 
formed successfully  because  of  adhesions. 
When  we  had  progressed  to  the  point  where 
we  had  either  to  close  or  to  go  ahead,  we 
decided  that  this  man’s  hope  of  cure  lay  in 
proceeding  with  the  operation,  fully  aware 
of  the  unfavorable  circumstances  which 
might  result  from  his  poor  state  of  nutri- 
tion—namely,  decubitus  ulcers,  poorly  func- 
tioning anastomoses,  or  wound  disruption. 
One  other  factor  which  decided  us  in  favor 
of  going  ahead  was  that  all  of  his  organs 
were  so  readily  mobilized.  The  mesenteric 
vessels  were  easily  exposed;  little  or  no  dif- 
ficulty was  experienced  in  passing  the  finger 
beneath  the  pancreas  in  preparation  for  di- 
viding the  pancreas  over  the  finger,  or  of 
mobilizing  the  duodenum,  distal  common 
duct,  and  stomach.  These  factors,  then,  de- 
cided us  on  proceeding  with  the  operation. 
I would  like  to  say  here  that  Dr.  Benton  did 
a very  large  part  of  this  operation. 

DR.  WILSON:  Thank  you.  Dr.  Hardy.  I 
certainly  feel  that  you  made  the  only  possi- 
ble correct  decision  in  this  case,  since  when 
a definitely  proved  malignancy  offers  a 
reasonable  chance  for  removal,  it  is  certainly 
a mistake  to  adopt  only  palliative  measures. 
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DR.  TYSON:  Dr.  Wilson,  I would  like  to 
point  out  that  Courvoisier’s  law  held  true  in 
this  case. 

DR.  WILSON:  Are  there  other  technical 
features  that  any  of  the  staff  would  like  to 
bring  out  with  reference  to  the  operation  in 
a case  of  this  type? 

DR.  DUNAVANT:  I would  like  to  con- 
demn the  one  layer  anastomosis  between 
the  biliary  tree  and  intestinal  tract  even 
though  it  is  still  advocated  by  some  people. 
As  a resident  two  years  ago,  after  perform- 
ing this  type  of  procedure,  the  cut  end  of 
the  common  duct  was  anastomosed  to  a 
Roux-Y  loop  of  jejunum  with  one  layer  of 
interrupted  sutures.  This  anastomosis 
leaked  on  the  third  day,  causing  the  death 
of  the  patient. 

DR.  GILLESPIE:  I would  like  to  agree 
with  the  procedure  of  anastomosing  both 
the  common  duct  and  the  gallbladder  to  the 
intestinal  tract  because  of  the  danger  of 
stenosis  at  the  point  where  the  duct  is 
anastomosed.  I would  like  to  question  the 
advisability  of  adding  the  cholecystostomy. 
One  should  have  adequate  drainage  from 
the  gallbladder  into  the  intestines  and  the 
leakage  around  the  cholecystostomy  might 
interfere  with  this  drainage.  I would  also 
like  to  ask  if  the  anastomosis  between  the 
stomach  and  intestine  was  done  in  such  a 
manner  that  bile  would  be  allowed  to  flow 
over  it? 

DR.  WILSON:  I certainly  agree  that  the 
common  duct  is  best  anastomosed  to  the 
intestine  as  well  as  making  the  anastomosis 
between  the  gallbladder  and  the  intestine. 
I believe  that  besides  the  question  of  stenosis 
which  you  mention,  the  literature  shows 
some  patients  have  been  lost  where  the 
common  duct  was  simply  ligated  due  to  the 
fact  that  necrosis  occurred  at  this  point  and 
leakage  of  bile  resulted.  It  is  certainly 
true  that  if  the  anastomoses  remain  patent 
a cholecystostomy  would  not  be  neces- 
sary. However,  I personally  used  a 
cholecystostomy  in  a case  of  this  type  re- 
cently, and  while  I agree  there  may  be 
some  disadvantage,  I felt  it  offered  an  ad- 
ditional safety  valve  mechanism  which 
might  make  bile  peritonitis  less  likely  to 
occur.  Dr.  DeMere,  I know  that  you  are  with 
us  primarily  to  discuss  the  next  patient  who 


presents  a serious  plastic  problem,  but  I 
am  also  familiar  with  your  interest  in  gen- 
ei'al  surgical  problems  of  this  type.  Do  you 
have  any  comment  that  you  would  like  to 
add  to  that  which  has  been  given. 

DR.  McCarthy  DeMERE:  I recently 
visited  Dr.  Alton  Ochsner  and  observed  him 
perform  a similar  operation  in  which  the 
tumor  mass  was  small  and  in  the  head  of  the 
pancreas.  In  his  procedure  he  did  a total 
pancreatectomy  and  I asked  him  the  reason. 
He  said  this  was  one  of  the  points  he  was 
stressing  in  this  type  of  surgery  because 
his  staff  had  recently  done  some  research  on 
the  lymphatics  of  the  pancreas  and  had 
definitely  proved  an  interrelation  between 
the  head  and  tail  of  the  pancreas,  so  it  was 
his  opinion  that  to  effect  a cure,  the  entire 
pancreas  should  definitely  be  removed.  He 
found  that  this  additional  work  did  not  in- 
crease the  mortality  rate  and  the  post- 
operative management  was  not  very  much 
more  difficult. 

DR.  WILSON:  Thank  you,  Dr.  DeMere. 
Your  statement  emphasizes  the  controversial 
feeling  regarding  the  treatment  of  tumors 
of  the  head  of  the  pancreas  in  various  busy 
surgical  groups.  For  example,  the  ques- 
tion has  been  raised  by  the  Lahey  group,  I 
believe,  as  to  whether  or  not  one  is  justified 
in  carrying  out  such  surgery  if  the  tumor 
involves  the  head  of  the  pancreas,  being  felt 
that  such  extensive  surgery  should  be  re- 
served exclusively  for  tumors  arising  in  the 
ampulla.  In  reviewing  articles  submitted 
for  a coming  surgical  meeting,  I recently 
noticed  one  paper  presenting  five  cases  of 
carcinoma  of  this  region  with  five  year  sur- 
vivals. Dr.  French,  do  you  have  further 
comments? 

DR.  EDWARD  FRENCH:  At  surgery 
when  the  decision  is  to  be  made  whether  or 
not  resection  should  be  done,  several  points 
must  be  decided.  First,  is  the  tumor  mov- 
able? Second,  has  it  eroded  the  duodenal 
wall  producing  ulceration?  Third,  are  there 
distant  metastases,  and  fourth,  has  it  eroded 
the  mesenteric  vessels  or  portal  vein?  I feel 
the  most  important  of  these  is  whether  or 
not  the  portal  vein  is  involved.  If  any  of 
these  factors  are  present,  then  the  extensive 
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Whipple  procedure  should  not  be  done.  A 
point  that  has  not  been  brought  out  pertain- 
ing to  the  technique  of  this  procedure  is 
that  made  by  Dr.  Cattell  recently.  He 
states  that  the  anastomosis  between  the 
common  duct  or  gallbladder  and  common 
duct  to  the  intestinal  tract  should  be  made 
proximal  to  the  anastomosis  between  the 
stomach  and  intestinal  tract  in  order  to  pre- 
vent an  ascending  cholangitis. 


DR.  WILSON:  I think  all  of  us  have 
profited  by  this  discussion  regarding  the 
diagnosis  and  management  of  the  patient 
with  jaundice,  and  I would  again  like  to 
emphasize  the  point  made  earlier  by  Dr. 
Diggs  that  while  we  should  take  advantage 
of  all  laboratory  procedures  which  might  be 
helpful  and  should  use  the  laboratory  in- 
telligently, there  is  no  substitute  for  clear 
thinking  and  accurate  clinical  judgment. 
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IN  THE  GRANDSTAND  OR  ON  THE  PLAYING  FIELD? 


Dr.  Smith 


“I  may  disapprove 
of  what  you  say,  but 
1 will  defend  to  the 
death  your  right  to 
say  it.” — Voltaire. 

Thus  the  Philoso- 
pher defined  free- 
dom of  speech.  It  is 
one  of  the  few  free- 
doms left  to  us  in 
this  country.  Yet 
even  that  freedom  can  be  abused.  We  see 
it  abused  by  subversive  people  who  almost 
incite  their  audiences  to  riot  in  soap  box 
harangues  trying  to  sell  ideologies  foreign 
and  dangerous  to  this  Nation. 

The  critic  has  his  place  but  there  are  two 
vastly  different  types  of  critics — the  CON- 
structive  and  the  DE-structive.  One  is  a 
necessary  element  of  every  Democratic  or- 
ganization. The  other  defeats  even  his  own 


purposes. 

Webster  defines  a critic  as  “one  who 
judges  of  the  qualities  of  anything  by  some 
standard,  criterion  or  canon.” 

The  CON-structive  critic  first  informs 
himself  of  the  facts.  Next  he  avails  himself 
of  tried  and  tested  standards  and  criteria. 
Then  he  applies  the  yardstick  of  reasoning 
with  an  open  mind.  The  result  often  is  con- 
structive and  helpful  criticism. 

The  DE-structive  critic  doesn’t  bother  to 
dig  for  the  facts.  He  uses  no  standards  or 
criteria  which  he  didn’t  make  up  himself. 
His  criticism  is  based  on  the  “standard”  of 
his  own  prejudices,  blind  and  unreasoning. 
Truly,  we  can  do  without  this  man. 

There  is  a parallel  between  these  two 
types  of  critics  and  types  of  people  in  an 
organization.  In  a recent  sermon  Dr.  Walter 
R.  Courtenay,  pastor  of  First  Presbyterian 
Church,  Nashville,  drew  a word  picture  of 
two  types  of  Christians — those  who  sit  in 
the  grandstands  and  criticize,  and  those  who 


get  on  the  field  and  play  the  game,  both  of- 
fensively and  defensively. 

“I’m  afraid  some  of  us  don’t  even  warm 
the  bench,”  he  observed. 

So  I wonder  what  kind  of  Medical  Society 
members  we  are.  Do  we  sit  in  the  grand- 
stand and  hurl  destructive  criticism?  Do 
we  sit  in  the  grandstand  and,  at  least,  send 
up  cheers  for  the  players  on  the  field?  Or 
do  we  get  closer  to  the  game  by  warming 
the  bench,  preparing  ourselves  to  take  over 
when  some  players  retire? 

Throughout  organized  medicine  in  this 
country,  the  policies,  the  business  affairs,  the 
projects  and  yes,  even  the  meetings,  are  set 
up  and  carried  out  by  far  too  few  men. 
There  are  far  too  many  “dues  paying”  mem- 
bers who  do  not  attend  meetings  regularly, 
who  do  not  serve  on  committees,  who  shun 
participation  in  public  as  well  as  profession- 
al affairs,  and  who  do  not  speak  up  when  the 
profession  is  unjustly  attacked. 

It  is  true  that  those  men  who  do  carry  the 
load  are  sometimes  guilty  of  not  encourag- 
ing the  inactive  members  to  become  active. 
Some  of  our  “static”  members  with  real  tal- 
ent, qualities  of  leadership,  and  energy,  are 
being  passed  by.  That  is  a sad  waste  of  val- 
uable manpower  in  the  march  of  medical 
science.  We  need  to  take  an  inventory  of 
our  membership  and  give  more  men  more 
work  to  do.  We  might  be  surprised  at  their 
willingness. 

To  return  to  the  theme,  it  seems  to  me  that 
we  can  make  CON-structive  critics  of  our 
DE-structive  critics  by  giving  them  con- 
structive work  to  do.  There  is  a quotation 
which  goes: 

“A  kicking  horse  can  never  pull  and  a 
pulling  horse  cannot  kick.” 
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LET'S  PUT  IT  ACROSS 

At  a special  called  meeting,  the  House  of 
Delegates  on  February  8 approved  the  bill 
for  hospitalization  of  the  indigent  of  Ten- 
nessee. It  further  passed  a resolution  rec- 
ommending the  bill  to  the  Governor  of  the 
State. 

In  taking  this  action  the  membership  of 
the  Tennessee  State  Medical  Association  is 
continuing  to  set  an  example  of  progressive 
thinking  in  Medicine.  Already  its  Tennes- 
see Ten  and  its  Tennessee  Plan  are  influenc- 
ing the  activities  of  other  societies.  It  is 
fair  to  predict  that  if  the  State  Legislature 
passes  the  Association’s  bill  for  the  hospitali- 
zation of  the  indigent,  a pattern  again  will 
be  set  for  action  by  other  state  medical  asso- 
ciations. Someone  must  set  the  pace  to  meet 
the  socio-economic  problems  of  the  day,  as 
they  are  related  to  Medicine.  If  Medicine 
does  not  take  the  initiative  in  facing  these 
problems,  it  takes  no  seer  to  predict  by  what 
means  they  will  be  solved.  What  state  med- 
ical association  has  a better  right  to  join 
battle  with  the  forces  for  state  controlled 
medicine  than  that  of  the  Volunteer  State 
which  takes  the  offensive  in  the  spirit  of  its 


General  Nathan  Forrest, — to  “get  thar  fust- 
est  with  the  mostest.” 

Before  the  meeting  of  the  House  of  Dele- 
gates there  were  some  who  had  misgivings 
and  misunderstandings  concerning  the  aims 
and  content  of  the  proposed  bill.  It  may 
safely  be  said  these  were  clarified  on  the 
whole.  As  is  the  wont  of  American  democ- 
racy, the  House  had  full  freedom  in  discus- 
sion. After  some  hours  of  debate  and  the 
passage  of  certain  amendments,  the  House 
of  Delegates  voted  approval  of  the  bill  and 
voted  the  resolution  to  recommend  it  to  the 
Governor. 

Now  that  an  overwhelming  majority  of 
your  representatives  have  approved  the  bill, 
each  of  us  individually  must  live  out  that 
corollary  of  American  democracy, — - to  abide 
by  the  decision  of  the  majority  and  to  offer 
a united  front  in  having  the  bill  made  a 
law.  This  united  front  means  that  every 
member  of  the  medical  profession  should 
emphasize  to  his  legislator  the  stand  the 
Association  has  taken  in  promoting  this  bill. 
The  family  doctor  to  the  legislator  is  in  a 
most  strategic  position  to  show  him  the  need 
for  the  hospitalization  of  the  medically  indi- 
gent and  how  strongly  the  medical  profes- 
sion feels  in  this  matter.  The  unselfish  na- 
ture of  the  proposed  legislation  removes  all 
emban'assment  from  urging  upon  legislators 
the  passage  of  this  bill.  If  the  most  humani- 
tarian of  the  professions  becomes  the  pres- 
sure group  for  humanitarian  legislation,  the 
lawmakers  may  find  it  difficult  to  resist. 

So  let  us  hope  that  the  doctors  of  the  Vol- 
unteer State  will  relive  history  by  being  out 
in  front  in  the  battle  for  humanity  and 
against  curtailment  of  freedom  in  the  prac- 
tice of  medicine. 

R.  H.  K. 

* 

UNNECESSARY  PELVIC  SURGERY 

During  three  decades  of  practice  your 
editor  has  frequently  and  fervently  wished 
that  the  pelvis  might  not  be  invaded  surgi- 
cally with  the  impunity  Nature  has  permit- 
ted. Were  hysterectomy  or  oophorectomy 
attended  by  the  same  risks  as  gastrectomy 
or  pneumonectomy  one  wonders  how  many 
women  in  the  younger  age  groups  would 
have  been  saved  suffering  from  the  mental 
trauma  frequently  entailed. 
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As  a medical  man  your  editor  knows  that 
lie  stands  only  in  the  doorway  of  the  operat- 
ing room  peering  in  and  therefore  with  no 
right  to  speak  whereof  he  has  no  knowledge! 
However,  a recent  paper  by  a gynecologist 
assisted  by  a group  of  other  gynecologists 
has  set  forth  an  evaluation  of  6,247  hyster- 
ectomies done  in  35  private  hospitals  during 
1948  in  California.  This  study  confirms  some 
of  the  suspicions  of  your  editor,  and  he  feels 
certain  that  the  findings  are  not  limited  to 
the  State  of  California.  (This  paper1  ap- 
peared in  the  Journal  of  the  Americal  Medi- 
cal Association  being  available  to  practically 
all  members  of  the  profession.) 

Of  the  6,248  hysterectomies,  386  were  done 
in  women  aged  20  to  29  years;  1,898  in  those 
aged  30  to  39;  2,745  between  the  ages  of  40 
to  49,  the  remaining  1,605  being  done  in 
those  over  50  years  of  age.  The  operations 
were  about  equally  distributed  (one-third  in 
each  group)  among  general  surgeons,  gen- 
eral practitioners  and  gynecologists. 

Without  going  into  this  evaluation  in  de- 
tail (it  should  be  read  by  everyone  doing 
surgery)  certain  points  may  be  stressed  as 
brought  out  by  Doyle.  It  is  asserted  by  the 
evaluating  gynecologists  that  3,790  hysterec- 
tomies were  justified  and  that  2,458  were 
clearly  open  to  question.  The  diagnoses 
made  in  144  cases  contraindicated  operation. 
In  182  cases,  though  surgery  was  indicated, 
hysterectomy  was  not.  Neither  gross  nor 
microscopic  disease  was  demonstrable  in  788 
uteri,  the  excuse  for  hysterectomy  being 
such  things  as  pain,  backache  or  reti'oposi- 
tion!  Among  the  justified  hysterectomies 
involving  normal  uteri  were  serious  adnexal 
disease  and  prolapse.  The  gynecologists 
making  this  survey  felt  that  in  1,344  cases 
further  observation  or  more  conservative 
treatment  should  have  been  carried  out. 

The  same  author,  Doyle,-  reported  in  a 
part  of  this  survey,  that  704  normal  ovaries 
were  removed  from  546  patients  during  1948 
in  private  hospitals  in  Los  Angeles  and  ad- 
jacent cities.  Oophorectomy  was  done  in 
375  women  20  to  45  years  of  age  and  in  96 
between  the  ages  of  46  to  49. 

Doyle,  J.  C.:  Unnecessary  Hysterectomies,  J.A. 
M.A.  151:360,  1953. 

Doyle,  J.  C.:  Unnecessary  Ovariectomies,  J.A. 
M.A.  148:1105,  1952. 


One  wonders  what  of  the  hospital  staff 
organization  which  permits  such  miscar- 
riage of  surgery.  The  author  compares  two 
private  hospitals,  one  good  and  one  bad.  In 
the  one  criticism  of  the  cases  could  be  made 
only  in  5.2  per  cent,  in  the  other  in  83.7  per 
cent  of  cases.  In  the  good  hospital  hysterec- 
tomy was  done  for  no  lesions  in  only  1.7  per 
cent  of  cases,  the  clinical  diagnosis  was  con- 
firmed in  78.9  per  cent  and  in  59.6  per  cent 
the  patients  received  the  advantages  of  dila- 
tation and  currettage  before  the  removal  of 
the  uterus.  By  contrast  in  the  poor  hospital 
33.1  per  cent  of  the  cases  were  without  dis- 
ease; the  diagnosis  was  confirmed  in  only 
45.7  per  cent  and  dilatation  and  currettage 
was  done  in  only  7.2  per  cent. 

Obviously,  it  is  the  younger  women  with 
whom  these  comments  are  concerned,  not 
those  beyond  their  reproductive  period  in 
whom  prophylactic  considerations  against 
carcinoma  or  other  factors  are  operative. 

Unfortunately  the  surgeon  too  frequently 
does  not  have  the  opportunity  to  follow  the 
patient  from  whom  the  uterus  has  been  re- 
moved without  good  cause.  Or  if  he  does, 
she  receives  some  medication  for  her  “nerv- 
ousness.” It  is  the  internist  or  psychiatrist 
with  a more  detailed  evaluation  of  her  psy- 
chosomatic complaints  who  carries  the  bur- 
den of  her  management. 

It  is  plainly  to  be  seen  from  these  two 
papers  that  tighter  restrictions  must  be  set 
up  in  hospitals  where  women  are  robbed 
without  reason  of  the  right  to  have  children, 
where  early  menopause  with  all  its  cruel 
attendant  physiologic  and  psychiatric  end 
results  may  be  induced  (hormonal  therapy 
at  best  offering  a poor  substitute  for  a nor- 
mal state),  and  where  the  seeds  of  marital 
and  familial  discord  may  be  sowed.  One 
wonders  if  humanity  might  be  served  if  staff 
rules  of  all  hospitals  required  the  opinion  of 
a consultant  before  sterility  or  menopause 
could  irrevocably  be  induced  in  the  woman 
of  younger  years. 

R.  H.  K. 

* 

SHADES  OF  ABRAHAM  FLEXNER! 

A movement  is  on  foot  in  this  counti’y 
which  should  be  watched  carefully  by  those 
interested  in  the  maintenance  of  high  stand- 
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ards  in  professional  schools.  There  has 
been  set  up  a National  Commission  on  Ac- 
crediting with  a constituent  membership 
of  the  Association  of  American  Colleges, 
Association  of  American  Universities,  Asso- 
ciation of  Land-Grant  Colleges  and  Univer- 
sities, Association  of  Urban  Universities, 
National  Association  of  State  Universities, 
American  Association  of  Junior  Colleges  and 
the  Association  of  Teacher  Education  Insti- 
tutions. 

In  the  preamble  of  its  Constitution  this 
organization  admits  what  has  been  accom- 
plished by  accrediting  agencies  in  the  set- 
ting and  maintaining  of  high  standards  in 
certain  segments  of  the  educational  field. 
But  it  goes  on  to  find  fault  with  the  applica- 
tion of  the  rules  of  these  accrediting  agencies 
and  the  degree  to  which  they  invade  the 
autonomy  of  the  university  or  college  as  a 
whole. 

A year  ago  a membership  meeting  of  the 
National  Commission  on  Accrediting  was 
held  in  Washington.  The  officers  of  the  or- 
ganization set  forth  their  feelings  and  ob- 
jections to  the  accreditation  of  subdivisions 
of  their  schools  by  outside  agencies.  The 
Secretary  listed  twenty-three  criticisms  to 
such  accrediting  agencies. 

Not  only  in  the  Secretary’s  address  but 
also  in  the  words  of  the  other  officers  there 
constantly  keeps  cropping  up  the  thought 
expressed  in  these  words,  “We  insist,  as  the 
Commission  advocates,  that  accrediting  be 
done  on  institution-wide  basis,  by  eliminat- 
ing the  accrediting  function  of  those  agen- 
cies which  deal  with  segments  of  institu- 
tions of  higher  education,  except  insofar  as 
the  agencies  may  serve  in  an  advisory  ca- 
pacity.” (Italics  by  the  editor.) 

In  reading  the  words  of  the  addresses  by 
officers  of  the  Commission  your  editor,  who 
has  some  familiarity  with  the  accreditation 
of  medical  schools  only,  can  interpret  them 
only  as  follows.  If  the  purposes  of  the 
Commission  were  attained,  the  American 
Medical  Association  and  the  Association  of 
American  Medical  Colleges  would  lose  their 
authority  as  accrediting  agencies.  In  their 
stead  “Regional  Accrediting  Agencies”  set 
up  from  the  colleges  and  universities  of  the 
geographic  region  would  take  upon  them- 
selves accreditation  on  an  “institution-wide 


basis.”  Presumably,  thus,  a weak  medical 
school  could  be  balanced  against  a strong 
school  of  law  or  vice  versa.  Obviously  in- 
tramural as  well  as  regional  pressures  might 
make  such  Regional  Accrediting  bodies  wink 
at  inadequate  facilities  for  the  teaching  of 
medicine  under  present  standards.  Even  if 
medical  men  of  the  region  had  a place  on 
accrediting  boards,  what  authority  would 
such  men  have  if  outnumbered  by  men  of 
academic  faculties  having  little  understand- 
ing of  the  special  problems  of  a professional 
education?  The  present  accrediting  agencies 
would  stand  by  only  to  give  advice!  It  is 
even  suggested  by  some  in  the  Commission 
that  schools  be  forbidden  to  pay  their  annual 
dues  to  their  special  organizations. 

Speaking  again  for  Medicine  your  editor 
frankly  fears  what  might  happen  under 
Regional  Accrediting  on  an  “institution-wide 
basis.”  Members  of  academic  faculties  gen- 
erally are  jealous,  in  their  ignorance  of  the 
special  problems  of  medical  education,  of 
medical  schools.  They  dislike  the  dispropor- 
tionately high  budgets,  the  higher  salaries 
of  the  faculty,  the  greater  availability  of 
funds  for  research,  whether  through  private 
philanthropy  or  federal  awards,  the  public’s 
interest  in  the  activities  of  a medical  school, 
and  the  careful  accreditation  by  the  A.M.A. 
and  Association  of  American  Medical  Col- 
leges. These  feelings  crop  up  in  one  way  or 
another,  time  and  again,  on  the  campuses  of 
universities  throughout  the  country  and  no 
doubt  are  a trial  to  the  presidents  of  institu- 
tions containing  professional  schools. 

Yet  presumably  these  very  faculty  men 
wish  to  be  assured  of  good  doctox's  for  their 
families.  Would  American  Medicine  be  of 
unequalled  level  in  1953  if  accreditation  had 
been  by  a Regional  Accreditation  agency  on 
an  institution-wide  basis?  It  can  be  une- 
quivocally stated  “No”!  Let  it  not  be  for- 
gotten how  present-day  medical  education 
reached  its  plane.  In  1904  the  Council  on 
Medical  Education  of  the  A.M.A. , backing 
the  Abraham  Flexner  report  of  the  Carnegie 
Foundation,  began  a reform  in  medical  edu- 
cation which  led  to  the  closing  of  a large 
number  of  weak  schools.  This  agency  with 
its  close  ally  the  Association  of  American 
Medical  Colleges  has  maintained  standards 
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of  education,  licensure  and  postgraduate 
training  second  to  none. 

Let  us  hope,  and  watch  carefully,  that  the 
hands  of  the  clock  are  not  set  back  a half 
century  and  that  the  control  of  medical  edu- 
cation does  not  even  partially  approach  the 
state  of  1903.  If  the  accreditation  of  medical 
education  is  ever  removed,  perchance,  from 
the  hands  of  physicians  the  public  only  will 
pay! 

R.  H.  K. 


DEATHS 


I)r.  William  T.  Daniel.  Nashville  EENT 
Specialist,  died  January  15,  1953.  Dr.  Daniel, 
his  wife,  and  two  daughters — Janet,  2 and 
Jean,  4,  all  perished  in  a fire  which  destroyed 
their  home.  Aged  38. 

Dr.  Tb  omas  Overton  Burger.  San  Diego, 
a former  McMinnville  physician,  died  De- 
cember 16,  1952,  as  a result  of  a stroke 
suffered  about  one  year  ago.  Aged  75. 

Dr.  Jeff  Chapman,  Brownsville,  EENT 
Specialist,  died  on  or  about  December  31, 
1952.  Aged  59. 

* 

Erratum — Through  the  courtesy  of  the 
Blount  County  Medical  Society  we  have 
learned  that  the  death  of  a Maryville  osteo- 
pathic physician.  Dr.  Harry  Black , was  re- 
ported in  this  column  last  month  (January). 
The  source  of  the  original  information  did 
not  identify  the  branch  of  the  healing  arts 
in  which  he  practiced.  We  regret  this  in- 
advertent error.  The  column  is  limited  to 
reporting  deaths  of  doctors  of  medicine  only. 


PROGRAMS  and  news  of 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County  Society 

More  than  250  physicians  in  the  Chatta- 
nooga area  heard  Dr.  William  G.  Stephen- 
son, President,  warn  his  colleagues  in  an  in- 
augural address  on  January  8 that  the  med- 
ical profession  is  suffering  a loss  of  prestige 
“despite  the  overwhelming  advance  of  med- 
ical science."  The  inaugural  was  held  dur- 


ing the  annual  meeting  of  the  Society  at 
the  Chattanooga  Golf  and  Country  Club. 
Other  points  claiming  much  of  Dr.  Stephen- 
son’s attention  dealt  with  “welfare  state” 
proposals,  public  resentment  of  excessive 
fees,  public  service,  professional  ethics  and 
discipline.  He  urged  the  society  to  have 
“the  courage  to  expel  incompetent  and  dis- 
honest members”  and  added  that  “the  public 
has  a right  to  expect  of  us  that  sort  of 
courage.” 

The  guest  speaker  of  the  occasion  was 
Clayton  Rand  of  Gulfport,  Mississippi,  an 
editor  and  lecturer  who  spoke  of  “Socialism 
and  Communism  in  Europe  and  England.” 

* 

The  guest  speaker  at  the  January  13  meet- 
ing of  the  society  was  J.  Homer  Hardy,  at- 
torney and  tax  consultant,  whose  subject 
was  “Physicians  and  Income  Taxes.” 

* 

Knoxville  Academy  of  Medicine 

At  the  January  20  meeting,  the  Academy 
voted  approval  of  a program  of  expanded 
Academy  activities  proposed  by  the  new 
President,  Dr.  S.  J.  Platt,  and  adopted  a 
budget  to  implement  the  program. 

The  new  budget  brings  the  total  dues 
(local,  State,  and  A.M.A.)  to  $100  per  year. 

+ 

Greene  County  Medical  Society 

The  Society  held  its  first  meeting  of  the 
year  at  the  Hotel  Brumlev  on  January  6. 
Newly  elected  officers  of  the  society  are  Dr. 
Nathan  P.  Horner,  President;  Dr.  R.  S. 
Cowles,  Jr.,  Vice-President;  and  Dr.  W.  L. 
McGuffin,  Secretary-Treasurer.  The  guest 
speaker  was  Dr.  Elmer  Sydnor,  thoracic 
surgeon  of  Oteen,  N.  C.,  who  spoke  on  “Cl  est 
Injuries.” 

* 

Hamblen  County  Medical  Society 

Dr.  John  L.  Pierce  was  installed  as  Presi- 
dent at  the  annual  President’s  Dinner  on 
December  30.  The  dinner  was  given  in 
honor  of  the  new  President  by  Dr.  Sam 
Sullenberger,  retiring  President.  The 
speaker  of  the  occasion  was  Dr.  William  E. 
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Howell,  a retired  Morristown  physician  who, 
in  witty  style,  discussed  “Medicine  in  the 
Horse  and  Buggy  Days.” 

* 

Washington-Carter-Unicoi  Society 

The  “Tri-County”  Society  held  its  first 
organizational  meeting  of  the  new  year  on 
January  8 at  the  Johnson  City  Country 
Club.  An  expanded  program  of  public  serv- 
ice is  one  of  the  Society’s  objectives  for  1953. 

* 

Sevier  County  Medical  Society 

The  annual  meeting  of  the  Society  was 
held  in  Sevierville  on  December  24,  when 
1953  officers  were  elected.  Chosen  as  Presi- 
dent was  Dr.  Ralph  Shilling  of  Gatlinburg; 
Vice-President,  Dr.  Robert  A.  Thomas,  Pitt- 
man Center;  and  Dr.  R.  W.  McCall,  Sevier- 
ville, Secretary-Treasurer.  Dr.  C.  P.  Wison 
was  elected  delegate  to  the  TSMA,  and  Dr. 
Bruce  Sisler  was  named  alternate.  The 
effect  of  calling  Sevier  County  physicians 
into  the  armed  services  was  discussed  at 
length. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  installed 
Dr.  Willard  O.  Tirrill  as  president  at  a 
dinner  meeting  at  the  Andrew  Jackson 
Hotel  on  January  13th.  Other  officers  in- 
stalled were  Dr.  C.  C.  Trabue,  IV,  as  presi- 
dent-elect, Dr.  Oscar  F.  Noel,  secretary- 
treasurer  and  Drs.  William  G.  Kennon  and 
D.  W.  Smith  as  members  of  the  Board  of 
Directors. 

Dr.  Tirrill  set  forth  in  his  address  three 
main  projects  that  should  be  accomplished 
in  the  coming  year:  1.  The  successful  passage 
of  the  Indigent  Hospital  Service  Act  that 
will  be  presented  to  the  Tennessee  State 
Legislature.  2.  A program  for  recruitment 
of  nurses — both  trained  graduate  nurses  and 
practical  nurse  technicians  to  serve  in 
civilian  hospitals  and  clinics.  3.  A continued 
effort  and  program  to  improve  public  serv- 
ice. Dr.  Tirrill  stated  that  we  must  continue 
to  meet  new  problems  as  they  arise  in  our 


community  and  stressed  that  this  was  the 
aim  of  medical  societies  throughout  the 
United  States.  He  urged  members  to  par- 
ticipate in  society  meetings  and  affairs  and 
to  take  their  rightful  place  of  responsibility 
and  leadership  in  the  community.  Dr.  Hollis 
E.  Johnson,  retiring  president,  outlined  ac- 
complishments of  the  society  for  the  year 
1952,  and  urged  the  society  not  let  down  in 
its  efforts  to  consolidate  its  gains  and  strive 
for  new  achievements. 

* 

Memphis-Shelby  County  Medical  Society 

The  Society  held  its  annual  meeting  and 
election  of  officers  for  1953  at  the  Memphis 
Country  Club  on  December  16,  1952.  Fol- 
lowing the  dinner,  the  annual  business 
session  was  held.  Highlights  wei’e  the  an- 
nual reports  of  the  Secretary,  the  Treasurer, 
and  the  election  of  officers.  Dr.  Edward 
Guy  Campbell,  the  1952  President-Elect,  as- 
sumed the  duties  as  President  at  this  meet- 
ing. Other  officers  elected  were:  Dr.  S.  F. 
Strain,  President-Elect;  Dr.  J.  R.  Reinberger. 
Vice-President;  Dr.  Jean  M.  Hawkes,  Sec- 
retary; and  Dr.  Battle  Malone,  II,  Treasurer. 
Dr.  H.  B.  Everett  was  elected  to  succeed  him- 
self as  a Trustee  of  the  Society’s  Journal. 
Dr.  Henry  B.  Gotten,  retiring  President, 
expressed  appreciation  for  the  cooperation 
he  had  received  during  his  term,  and  chal- 
lenged the  Society  to  continue  to  exert  lead- 
ership in  medical  and  health  problems. 


NATIONAL  NEWS 


Management  Paying  $1.5  Billion  Annually 
for  Life-Health  Insurance  Benefits 

American  employers  are  paying  close  to 
a billion  and  a half  dollars  a year  for  em- 
ployee health  and  life  insurance  benefits. 
This  is  one  of  the  findings  of  a U.  S.  Chamber 
of  Commerce  survey  of  “fringe  benefits,”  or 
labor  costs  not  shown  on  the  actual  payroll. 

The  survey,  taking  in  736  companies,  is  the 
third  annual  study  by  the  Chamber  in  this 
field.  It  groups  together  “life  insurance 
premiums,  death  benefits,  sickness,  accident 
and  medical-care  insurance  premiums,  hos- 
pitalization insurance,  etc.,”  and  establishes 
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that  they  cost  management  an  amount  equal 
to  1.4%  of  it  total  payroll.  (Because  many 
companies  purchase  combined  life-health 
insurance,  no  breakdown  between  the  two 
is  possible.) 

An  indication  of  the  rapid  increase  in 
employer-financed  life-health  insurance 
in  the  last  four  years  is  the  fact  that  the 
average  company  now  pays  exactly  as 
much  jor  these  particular  items  as  for 
Old  Age  and  Survivors  Insurance  (U.  S. 
Social  Security). 

In  addition  to  death  and  health  insurance, 
fringe  benefits  include  such  things  as 
pensions,  workmen’s  compensation  costs, 
terminal  pay,  profit-sharing  plans  and  pay- 
ment for  time  not  worked  (holidays,  lunch 
hours,  etc.).  Their  total  cost  to  manage- 
ment, the  Chamber  found,  equalled  18. 7U 
of  payroll.  In  dollars,  the  Chamber  esti- 
mates that  American  industry  annually  pays 
something  less  than  25  billion  for  these  bene- 
fits. The  report  is  available  at  U.  S. 
Chamber  of  Commerce,  Washington,  D.  C., 
at  $1.00  per  single  copy,  or  50  cents  each  for 
50  or  more.  (From  AMA  Capitol  Clinic.) 


* MEDICAL  NEWS 
IN  TENNESSEE 


University  of  Tennessee 
College  of  Medicine 

The  National  Science  Foundation  has 
awarded  a grant  of  $1,275  to  Dr.  R.  R.  Over- 
man, of  the  Department  of  Physiology  to 
attend  a meeting  in  Istanbul,  Turkey.  He 
will  speak,  at  the  fifth  International  Con- 
gresses on  Tropical  disease  and  Malaria  to 
be  held  August  28  to  September  4,  on  the 
relation  of  the  function  of  the  adrenal  gland 
to  malaria  and  to  post-malaria  debility.  The 
report  is  based  on  research  conducted  at 
the  University  from  1945  to  1950. 

* 

The  American  Cyanamid  Company, 
Lederle  Laboratories  Division,  Pearl  River, 
N.  Y.  has  awarded  a research  grant  of  $24,- 
000  to  finance  a study  of  the  health  of  the 
aged.  The  study  is  being  conducted  in  co- 
operation with  the  John  Gaston  Hospital. 
Its  primary  purpose  is  study  of  effects  of 


small  doses  of  aureomycin  on  persons  more 
than  50  years  old.  The  divisions  of  Medi- 
cine and  Pathology  and  Bacteriology  will 
conduct  the  investigations. 

* 

The  University  of  Tennessee  Medical 
Units  awarded  degrees  and  certificates  to 
135  graduates  at  commencement  on  Decem- 
ber 15. 

These  included  41  Doctors  of  Medicine, 
31  Doctors  of  Dental  Surgery,  51  Bachelors 
of  Science  in  Pharmacy,  1 graduate  in  Nurs- 
ing, 2 certificates  in  anesthesia,  1 Doctor  of 
Philosophy,  1 Master  of  Science,  5 Bachelors 
of  Science,  2 certificates  in  Roentgen  Ray 
Technique. 

Dr.  Rudolf  J.  Noer,  head  of  the  Depart- 
ment of  Surgery  at  the  University  of  Louis- 
ville delivered  the  commencement  address. 
His  topic  was  “The  Teaching  Hospital.” 

4c 

The  U.  S.  Public  Health  Service  has 
awarded  research  grants  totaling  $55,104.00. 
A $4,428  grant  was  made  to  the  Depart- 
ment of  Orthopedic  Surgery  for  the  investi- 
gation of  radioactive  phosphorous  in  an  at- 
tempt to  develop  a method  of  treatment 
shortening  the  recovery  period  of  patients 
following  fracture  of  the  hip. 

Doctors  D.  A.  Brody  and  H.  S.  Tackett  of 
the  Department  of  Medicine,  received 
$8,770  for  the  study  of  the  application  of 
the  Axostat  to  various  phases  of  clinical 
electrocardiography.  This  is  an  instrument 
developed  by  U.  T.  investigators  to  supple- 
ment the  conventional  electrocardiograph. 

Dr.  Donald  B.  Zilversmit,  of  the  Depart- 
ment of  Physiology,  was  granted  $6,642  for 
the  investigation  of  the  role  of  blood  fats 
in  arteriosclerosis. 

Doctors  D.  H.  Sprunt  and  C.  C.  Erickson, 
of  the  Department  of  Pathology,  were 
awarded  $10,000  for  the  preparation  of  col- 
lections of  microscopic  slides  of  unusual  and 
representative  tumors.  The  slides  will  be 
made  available  to  hospitals  and  institutions 
in  the  South  for  postgraduate  training  of 
resident  physicians  and  other  doctors  and 
to  aid  in  the  diagnosis  of  cancer. 

Dr.  Anna  Dulaney  received  an  award  of 
$11,685  for  studying  antibody  development 
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to  steroid-protein  conjugates.  It  is  hoped 
that  certain  steroids  may  be  detected  by 
serological  procedures. 

Dr.  R.  R.  Overman,  of  the  Department  of 
Physiology,  was  granted  $8,570  for  the  study 
of  certain  diuretics  in  the  laboratory  as  to 
their  effects  on  other  organs  than  the  kidney 
in  changing  their  permeability  to  salts  and 
water. 


* 


Postgraduate  Medical  Course — Circuit  VIII 

The  teaching  schedule  for  the  postgradu- 
ate course  in  Internal  Medicine  and  Circu- 
latory Diseases  for  Circuit  VIII  is  completed. 
The  first  lectures  will  be  held  in  the  centers 
as  listed  below,  beginning  the  week  of  Feb- 
ruary 23,  1953: 

Center 

Chattanooga; 

Mt.  City  Medical 
Society 

Athens 

Cleveland 

Chattanooga  and 
Hamilton  County 
Medical  Society 

Sweetwater 


Date  Time  Lecture  Hall 


Monday  8:00  P.M.  Carver 

February  23  Memorial 

Hospital 

Tuesday  7 :30  P.M.  Epperson 

February  24  Hospital 

Wednesday  7 :30  P.M.  Bradley 
February  25  County 

Hospital 

Thursday  3:00  P.M.  Assembly 

February  26  Hall,  Inter- 

state 
Building 

Friday  8 :00  P.M.  Sweetwater 

February  27  Hospital 


The  registration  is  almost  complete  for 
the  centers  and  will  exceed  the  number  of 
registrations  for  the  last  course.  The 
response  and  cooperation  in  organizing  the 
course  in  the  centers  was  excellent. 

Dr.  Dee,  the  instructor,  is  now  conducting 
the  lectures  in  the  Nashville  area — Clarks- 
ville, Gallatin,  Springfield,  Nashville,  and 
Dickson.  He  reports  good  attendance. 

In  the  circuit  which  was  closed  in  late 
November,  and  included  the  centers  of  Paris, 
Union  City,  Dyersburg,  Trenton,  and  Mem- 
phis, more  than  70  per  cent  of  those  register- 
ing for  the  course  received  Certificates  of 
Attendance,  and  the  average  attendance  was 
74.32  per  cent.  This  is  a remarkable  record. 

Paris  had  an  average  attendance  of  88 
per  cent  and  fourteen  of  the  fifteen  enrolled 
received  certificates.  This  was  a new  high 
for  percentage  of  certificates  awarded. 
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Dr.  A.  W.  Diddle  is  the  new  chief  of  staff  at 
Knoxville  Baptist  Hospital,  Dr.  John  Range  is  vice- 
chief, and  Dr.  Robert  Newman  is  secretary. 

Dr.  Albert  Weinstein  and  Dr.  Frank  Luton,  both 
of  Nashville,  were  panelists  on  public  forums  on 
the  subject  of  “Alcoholism  and  Your  Community” 
in  two  large  Nashville  high  schools  last  month. 

Dr.  Leon  Goforth,  U.  T.  graduate  and  native  of 
Rogersville,  will  be  associated  with  Dr.  C.  C.  John- 
son in  the  practice  of  medicine  in  his  hometown. 

Dr.  W.  J.  Fedack  left  Copperhill  last  month  to 
become  associated  with  the  Martin-Riser  Clinic 
in  Pell  City,  Alabama. 

Dr.  Robert  Foote,  Nashville,  read  a paper  on  the 
work  of  the  Tennessee  Hearing  and  Speech 
Foundation  before  the  American  Laryngological, 
Rhinological  and  Otological  Society  during  its 
sectional  meeting  in  Nashville  last  month. 

Dr.  L.  D.  Courtnor  has  returned  to  Athens  for 
the  practice  of  medicine  after  two  years  in  the 
armed  services.  He  was  located  at  Maxwell  Field. 

Dr.  W.  P.  Keith,  Chattanooga,  was  recalled  to 
active  military  service  recently  and  is  now  sta- 
tioned at  the  naval  air  station,  Patuxent  River, 
Maryland. 

Dr.  George  McSwain,  Paris,  announces  that  Dr. 
C.  D.  Wilder  is  no  longer  a member  of  the  staff 
of  McSwain’s  Clinic. 

Dr.  William  I.  Proffitt,  native  of  Cookeville  and 
former  resident  in  surgery  at  Erlanger  Hospital, 
is  now  associated  with  Dr.  Madison  S.  Trewhitt 
in  Cleveland. 

Dr.  N.  S.  Shofner,  Nashville,  was  cited  in  the 
Nashville  Banner  recently  as  the  founder  of  the 
group  health  and  accident  insurance  program  of 
the  Nashville  Academy  of  Medicine.  Dr.  Shofner 
has  been  a member  of  the  Academy’s  committee 
on  Insurance  since  1932  and  now  serves  as  chair- 
man of  the  committee. 

Dr.  S.  J.  Sullivan,  Cleveland,  is  chief-of-staff  of 
the  new  Bradley  County  Memorial  Hospital. 

Dr.  Joe  G.  Burd,  Nashville,  addressed  the  Chief 
Consultants  of  VA  Prosthetic  Clinics  recently  on 
the  subject  “Suction  Socket  Prosthesis  for  the 
Above-Knee  Amputee.” 

Dr.  Jerry  Sims  and  Dr.  M.  R.  Vance,  both  of 
Chattanooga,  discussed  rheumatic  heart  disease 
before  large  school  audiences  last  month. 

Dr.  M.  J.  Adams,  Kingsport,  is  the  new  President 
of  the  Holston  Valley  Community  Hospital. 

Dr.  William  D.  Shacklett,  Murfreesboro,  reported 
February  2 at  Charleston,  S.  C.,  for  a two-year 
tour  of  duty  aboard  the  U.S.S.  Corregidor.  Dr. 
Arthur  L.  Brooks  of  Atlanta  will  take  over  his 
practice  until  he  returns. 

Dr.  N.  B.  Williams,  native  of  Andersonville,  has 
opened  new  offices  for  the  practice  of  medicine  in 
Clinton,  following  two  years  of  military  service. 
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Dr.  Reece  Bennett  DeBerry  is  now  associated 
with  Dr.  J.  W.  Carroll  in  Savannah. 

Tullahoma  has  two  new  physicians.  Dr.  Bruce 
Ga.br aith  and  Dr.  Claude  C.  Snoody  have  opened 
offices  together  on  Atlantic  Street. 

Dr.  J.  T.  Jabbour,  has  returned  to  his  home 
county,  Lake,  and  opened  offices  in  Tiptonville. 

Dr.  J.  II.  Gammon,  Knoxville,  will  be  Tennes- 
see’s guest  of  honor  at  the  first  Western  Hemi- 
sphere Conference  of  the  World  Medical  Associa- 
tion in  Richmond,  Virginia,  in  April. 

Dr.  E.  Bearden  Cunningham,  who  had  practiced 
in  Bristol  since  1951,  has  opened  an  office  in 
Blountville  which  will  be  open  three  days  weekly 
for  the  convenience  of  Blountvillians.  His  Bristol 
offices  will  be  maintained. 


BOOK  REVIEW 


“Brain  Surgeon.”  Dr.  William  Sharpe.  Vik- 
ing Press,  New  York.  1952.  371  pages. 

From  the  vantage  point  of  three  score 
and  ten  years  the  author  reviews  a very 
interesting  and  adventurous  career.  He  de- 
tails, with  wit  and  charm,  innumerable 
anecdotes  relating  to  a busy  neurosurgical 
practice,  including  a trephination  for  sub- 
dural hematoma  upon  the  son  of  the  first 
President  of  China.  Although,  at  the 
moment,  the  publication  of  a doctor’s  auto- 
biography is  no  literary  event,  nonetheless, 
this  is  a pleasant  and  diverting  evening’s 
reading. 

Bertram  E.  Sprofkin,  M.D. 

♦ 

The  Literature  on  Streptomycin  1944-1952. 
Sclman  A.  Waksman.  New  Brunswick, 
N.  J.  Rutgers  University  Press.  Second 
Edition.  1952.  551  pages.  Price  $5.00. 

This  book  consists  of  a listing  of  almost 
6000  bibliographic  references  on  the  anti- 
biotic streptomycin.  It  is  a most  valuable 
book  to  the  student  and  investigator  of  anti- 
biotics. Since  it  represents  a listing  of  refer- 
ences it  is  of  no  value  to  the  average  general 
reader. 

R.  H.  K. 

* 

Sex  After  Forty.  By  S.  A.  Lewin,  M.D.,  and 
John  Gilmore,  Ph.D.  New  York:  Medical 
Research  Press.  1952.  200  pages  with 

many  illustrations.  Price  $3.50. 


This  book  is  written  not  for  the  profession 
but  for  the  laity.  Every  physician  knows 
that  there  are  numerous  popular  misconcep- 
tions and  superstitions  concerning  the  things 
which  touch  the  sex  life  of  those  approach- 
ing or  already  in  middle  life.  There  are 
discussions  of  the  climacteric  in  both  sexes, 
the  sexual  organs,  hormones  and  the  like. 
The  authors  show  that  the  basic  features  of 
the  sexual  life  continue  into  middle  age  in- 
cluding sexual  libido  and  potency.  To  allay 
tl  e fears  and  anxieties  of  the  middle  aged  in 
these  matters  this  book  may  be  of  assistance. 
Physicians  may  thus  find  this  small  volume 
a worthwhile  prescription  to  some  of  their 
patients. 

R.  H.  K. 

* 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Associatiori  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Location  Wanted 

A 29  year  old  physician,  single,  Methodist, 
degree  U.  T.,  1946,  1 year  rotating  internship, 
15  months  general  practice,  now  flight  surgeon 
USAF  will  be  discharged  December,  ’52.  Prefers 
20, 000-up  city.  Would  consider  institutional  prac- 
tice but  prefers  association  with  another  M.D. 
Available  January  1,  1953.  LW-15 

* 

A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 
Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

* 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
partnership.  Available  January  1,  1953. 

LW-17 
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A 28  year  old  physician,  married,  three  chil- 
dren, Episcopalian,  degree  Vanderbilt,  1952.  Ro- 
tating internship,  Saginaw  General  Hospital.  32 
months  service.  Priority  IV,  wishes  General  Prac- 
tice in  a small  community  within  referring  dis- 
tance of  Nashville.  LW-18 


A 58  year  old  physician,  Board  certified  in 
Surgery  and  Gynecology,  degree  Harvard  in  1924, 
single  and  protestant,  desires  to  re-locate.  World 
War  I veteran. 

LW-29 


A 26  year  old  married  physician,  degree,  U.  T. 
1951.  At  present  rotating  intern,  Baptist  Memo- 
rial Hospital.  Desires  association  in  general  prac- 
tice near  Nashville.  Available  in  January,  1953. 

LW-19 


A 34  year  old  physician,  married,  two  children, 
Protestant,  degree,  Long  Island  College,  1943.  In- 
tern, Yonkers  General  Hospital,  N.  Y.;  assistant 
residency,  OB-GYN  in  Franklin  Square  Hospital, 
1945-46.  Two  years  military  service. 

LW-20 


A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 
tunity to  establish  solo  practice.  Available  July 
1,  1953. 

LW-24 


A 29  year  old  physician,  married,  Methodist, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  41/2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 

LW-25 


Physician  Wanted 


A middle  Tennessee  general  practitioner  is  going 
into  military  service  about  January  1,  1953.  His 
$10,000  worth  of  equipment  can  be  bought  at  a 
reasonable  price.  Practice  is  grossing  two  to  three 
thousand  dollars  a month.  Various  financial  ar- 
rangements possible.  Desires  physician  to  take 
over  practice  while  in  service. 

PW-16 

+ 

East  Tennessee  urban  general  practitioner  leav- 
ing for  Armed  Services.  Would  like  someone  to 
take  his  general  practice  for  two  years.  Office, 
well  equipped  including  x-ray,  is  located  in  the 
suburbs  of  an  East  Tennessee  city;  Air  condi- 
tioned, electrically  heated.  Various  financial  ar- 
rangements possible. 

PW-17 

+ 

A Tennessee  Red  Cross  local  chapter  desires 
services  of  full  time  physician  to  direct  collection 
of  blood  with  the  bloodmobile  of  the  Red  Cross 
Service. 

PW-18 

* 

Western  State  Hospital  is  in  need  of  resident 
and  staff  physicians.  Anyone  interested  may  make 
inquiry  of  the  Superintendent. 


A 33  year  old  physician,  married,  Protestant, 
now  in  surgery  residency,  formerly  in  general 
practice,  military  priority  4,  with  two  years  mili- 
tary service  U.S.  Army,  desires  location  in  town 
from  25,000  to  200,000.  Would  consider  associate 
or  assistant  relationship,  clinic  group  and  part- 
time  industrial  practices.  Available  June  30,  1953. 

LW-26 


Two  U.  T.  ’52  graduates  desire  location  to  es- 
tablish partnership  clinic.  Both  World  War  II 
veterans,  married,  and  serving  internships.  Avail- 
ab’e  September  1. 

LW-27 


A 29  year  old,  married  physician,  protestant, 
degree  Temple,  1952,  interning  at  Frankford  Hos- 
pital, Philadelphia,  desires  location  for  general 
practice  on  an  assistant  or  associate  basis.  Now 
in  Reserve  Air  MC;  28  months  military  service. 
Available  July  1. 


A 47  year  old  physician  in  an  East  Tennessee 
town  desires  a replacement  because  of  pending 
military  service.  The  physician  has  practiced 
general  medicine  and  surgery  at  this  location  for 
20  years  and  for  the  past  10  years  has  owned 
and  operated  a 25  bed  hospital  valued  at  $75,- 
000.00.  Practice  embraces  entire  county  of  22,000 
population  and  adjoining  sections  of  neighboring 
counties. 

PW-20 

* 

A physician  in  a Southern  Middle  Tennessee 
town  in  a community  of  12,000  people  desires  re- 
placement because  of  pending  military  service. 
Operating  capital  and  experience  for  operating  a 
25  bed  clinic  hospital  required.  Located  in  a high- 
ly industrialized  section  enjoying  a good  economy. 

PW-21 


Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine. 


LW-28 


PW-22 
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A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefei’s  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible. 


WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238, 
Gatlinburg,  Tennessee. 

PW-24 


ANNOUNCEMENTS 


TB  Symposium  for  General  Practitioners 

The  Second  Annual  Tuberculosis  Symposium  for 
General  Practitioners  will  be  held  in  Saranac 
Lake,  N.  Y.,  from  July  13  through  17,  1953.  Ap- 
proved by  the  American  Academy  of  General 
Practice  for  26  hours  of  formal  credit  for  its 
members,  the  Symposium  is  sponsored  by  the  New 
Yoi'k  State  Academy  of  General  Practitioners. 
Complete  information  can  be  secured  from  Richard 
P.  Bellaire,  M.D.,  P.  O.  Box  707,  Saranac  Lake, 
N.  Y. 


Two  Chattanooga  Hospitals  Approved 
for  Medical  Technology  Training 

Memorial  Hospital  and  Erlanger  Hospital,  both 
in  Chattanooga,  have  been  approved  as  training 
schools  for  Medical  Technologists  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  AMA. 
Graduates  will  be  eligible  for  the  Board  of  Registry 
of  Medical  Technologists  of  the  American  Society 
of  Clinical  Pathologists. 

* 

Neuropsychiatric  Meeting 

Dr.  Harold  W.  Sterling,  Manager,  has  announced 
that  the  Fifth  Annual  Neuropsychiatric  Meeting 
will  be  held  at  the  Veterans  Administration  Hos- 
pital, North  Little  Rock,  Arkansas,  on  February 
26  and  27,  1953.  Eleven  guest  lecturers  will  par- 
ticipate during  the  two-day  meeting.  There  will 
be  approximately  ten  clinical  demonstrations  and 
thirty  technical  exhibits  prepared  by  hospital  staff 
members.  On  Wednesday,  February  25,  there  will 
be  an  all-day  meeting  for  psychiatric  social  work- 
ers of  the  ai'ea  also  at  the  Veterans  Administration 
Hospital.  There  will  be  no  charge  for  registration 
and  attendance  of  all  interested  professional  per- 
sonnel will  be  welcomed  subject  only  to  limitations 
of  seating  facilities. 

Further  information  may  be  obtained  by  writing 
to  Dr.  Ewin  S.  Chappell,  Director  of  Professional 
Education,  Veterans  Administration  Hospital, 
North  Little  Rock,  Arkansas. 
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The  findings  recorded  in  this  paper  should  provoke  similar  and  possibly 
more  extensive  studies.  The  immediate  effect  should  be  a stimulus  to 
the  family  physician  to  take  advantage  of  the  possibilities  of  early 
diagnosis  and  the  institution  of  complete  bed  rest  in  the  home  environ- 
ment, which  eliminates  even  the  excitement  and  stress  of  being  ad- 
mitted to  a strange  hospital. 

POLIOMYELITIS:  THE  VALUE  OF  EARLY  DIAGNOSIS  IN  THE  PREVENTION  OF 
PARALYSIS 


EDWIN  R.  ATKINSON,  M.D.,  Clarksville,  Tenn. 

During  the  last  year,  in  a general  practice 
fifty  per  cent  of  which  is  pediatric,  it  became 
apparent  that  an  unusually  large  number  of 
patients  with  non-paralytic  poliomyelitis 
were  being  seen.  In  an  effort  to  explain 
this,  twenty  cases  observed  during  the  past 
five  years  were  studied.  Of  these,  sixteen 
were  nonparalytic  and  three  were  slightly 
paralytic.  These  cases  appear  to  have  had 
one  thing  in  common.  Due  to  rather  intel- 
ligent and  cooperative  parents,  these  pa- 
tients had  been  seen  by  then  physician  in 
the  very  earliest  phase  of  the  disease. 

The  cases  with  the  duration  of  illness 
before  diagnosis  and  severity  of  resulting 
paralysis  is  summarized  in  Table  I. 


Table  I 


Number  Day  of 
of  Cases  Diagnosis 

Severity 

Per- 

centage 

16  1.3  day 

No  paralysis 

80% 

3 3.0  day 

Very  mild  paralysis 

16% 

1 7.0  day 

Moderate  paralysis 

4% 

One  must  consider  the  possibility  that 
these  patients  were  infected  by  a polio  virus 
of  low  pathogenicity  or  by  a virus  not  re- 
lated to  poliomyelitis.  The  fact  that  the 
patients  were  observed  over  a 5-year  period 
and  most  of  them  were  hospitalized  in  a 
large  teaching  hospital  would  support  the 
accuracy  of  the  diagnosis.  (An  attempt  was 
made  at  one  time  to  get  actual  identification 
of  the  virus,  but  this  was  not  possible.) 

During  this  period  of  time,  the  writer 
developed  the  habit  (at  the  time  of  the  ini- 


tial lumbar  puncture)  of  removing  spinal 
fluid  in  excess  of  the  amount  actually  neces- 
sary for  diagnosis  in  order  to  give  these 
very  uncomfortable  children  some  relief. 
In  retrospect,  one  could  imagine  that  there 
may  have  been  some  benefit  by  “therapeutic 
decompression”  with  this  early  lumbar 
puncture;  however,  it  is  realized  that  this  is 
improbable  and  fanciful. 

Since  this  group  of  patients  did  not  re- 
ceive any  other  form  of  treatment  that  could 
be  considered  unusual,  the  real  value  of 
early  lumbar  puncture  and  diagnosis  prob- 
ably lies  in  the  fact  that  the  patients  and 
their  families  were  frightened  into  the  full- 
est cooperation  with  regard  to  bed  rest. 

The  next  obvious  step  was  to  study  a larg- 
er group  of  unselected  hospitalized  cases  in 
this  same  locality  in  order  to  see  if  the  above 
observations  remained  consistent.  Conse- 
quently, eighty  cases  from  the  files  of  the 
Vanderbilt  University  Hospital  in  1950  were 
reviewed.  Special  emphasis  upon  the  rela- 
tionship between  the  severity  of  paralysis 
and  the  duration  of  symptoms  before  diag- 
nosis by  lumbar  puncture  were  noted. 

An  arbitrary  plan  was  chosen  to  grade 
severity.  Three  grades  of  severity,  1)  mild, 
2)  moderate  and  3)  severe,  were  used,  and 
the  body  was  divided  into  the  four  extremi- 
ties and  the  trunk,  with  a special  class  for 
bulbar  cases.  Therefore,  a severity  grade 
of  1 means  the  mild  involvement  in  only 
one  extremity;  a severity  grade  of  5 might 
mean  severe  paralysis  of  one  arm  and  mod- 


78 


POLIOMYELITIS — Atkinson 


March,  1953 


crate  paralysis  of  one  leg.  Fatal  cases  were 
given  a severity  grade  of  10.  By  this 
method,  all  cases  reviewed  had  a severity 
grade  ranging  from  0 to  10  points  of  severity. 

The  high  percentage  of  paralyses  seen  in 
these  eighty  cases  was  due  to  two  facts. 
Several  of  the  previously  mentioned  private 
patients  appeared  in  this  group  (these  were 
not  included  again).  The  main  reason  lay 
in  the  hospital  policy  of  limiting  admissions 
to  those  patients  who  had  bulbar  involve- 
ment or  severe  spinal  paralysis. 

These  eight  cases  were  added  to  the  orig- 
inal series  making  a total  of  one  hundred 
cases  studied.  These  are  summarized  in 
Table  II  as  to  grade  of  severity  and  average 
duration  of  symptoms  before  admission. 


Table  II 


Number 

Day  of 

Severity 

of  Cases 

Diagnosis 

0 

28 

2.0 

1 

6 

1.7 

9 

8 

4.2 

3 

12 

5.1 

4 

15 

4.9 

5 

ii 

3.7 

6 

9 

5.4 

7 

1 

3.0 

o 

5 

6.2 

9 

3 

3.8 

10 

2 

7.0 

The  cases  were  then 

rearranged  (Table 

III)  to  show  the  duration  of  symptoms  be- 

fore  diagnosis 

as  compared  to  the  severity 

of  involvement. 

Table  II 

1 

Day  of 

Number 

Average 

Diagnosis 

of  Cases 

Severity 

1 

16 

0.75 

2 

16 

0.87 

3 

19 

3.9 

4 

13 

3.5 

5 

12 

5.2 

(> 

7 

5.3 

i 

13 

4.2 

8 

2 

8.0 

9 

2 

4.0 

While  there 

is  no  over- 

-all  constant  corre- 

lation  between 

i the  severi 

ty  of  paralysis  and 

the  delay  in 

diagnosis, 

it  is  immediately 

noticed  that 

the  cases 

diagnosed  within 

forty-eight  hours  were  usually  mild  or  non- 
paralytic cases.  Of  course  there  were  ex- 
ceptions to  this,  just  as  there  were  occasion- 
al non-paralytic  cases  which  were  not  diag- 
nosed early. 

Therefore,  when  all  cases  diagnosed  with- 
in the  first  forty-eight  hours  after  the  onset 
of  the  disease  were  grouped  together,  it  was 
found  that  their  average  severity  was  low; 
whereas,  those  diagnosed  after  forty-eight 
hours  had  an  average  severity  much  higher 
(Table  IV). 


Table  IV 


Days  of 
Diagnosis 

Number 
of  Cases 

Severity 

1st  or  2nd 

32 

0.7 

3rd  or  more 

68 

4.4 

UNDER  48  HOURS- 

—66%  of  cases  nonparalytic. 

75%  had  paralysis  of  grade 

1 or  less. 

OVER  48  HOURS- 

—91%  were  paralytic  cases. 

Naturally  many  cases  fi'om  different  lo- 
calities would  have  to  be  studied  before  it 
could  be  proven  beyond  a doubt  that  diag- 
nosis during  the  first  forty-eight-hour  period 
carried  with  it  a favorable  prognosis. 

Assuming  that  it  does  have  this  signifi- 
cance, of  what  value  will  this  observation  be 
to  future  victims  of  poliomyelitis?  The 
principal  responsibility  must  then  fall  on  the 
parents,  because  in  most  of  the  severe  cases 
the  patients  were  not  seen  early  by  a physi- 
cian. Widespread  publicity  might  bring  aid 
in  early  diagnosis,  thereby  preventing  some 
residual  paralysis. 

The  family  physician  or  pediatrician 
would  also  have  greater  responsibility 
though  this  should  not  lead  to  indiscriminate 
lumbar  punctures.  Figures  are  not  available, 
but  it  is  my  opinion  that  while  collecting 
the  original  series  of  twenty  cases,  not  more 
than  three  or  four  normal  spinal  fluid  exam- 
inations were  found. 

On  the  side  of  pure  speculation,  the  value 
of  “therapeutic  decompression”  by  lumbar 
puncture  merits  comment.  If  this  is  benefi- 
cial, then  daily  lumbar  punctures  might  fur- 
ther reduce  residual  paralysis.  However,  if 
our  other  observations  are  valid,  and  the 
diagnosis  is  made  within  48  hours,  this  pro- 
cedure. admittedly  of  questionable  value, 
would  not  be  necessary  in  the  average  case. 
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Further  studies  are  needed  to  completely 
clarify  this  point. 

Summary  and  Conclusions 

1.  One  hundred  cases  of  poliomyelitis  are 
reviewed,  correlating  the  duration  of  symp- 
toms before  diagnosis  with  the  severity  of 
the  disease. 

2.  Cases  diagnosed  within  48  hours  after 
the  onset  of  the  illness  showed  a high  per- 
centage of  non-paralytic  cases;  whereas, 
those  diagnosed  after  48  hours  of  the  illness 
were  usually  paralytic  cases. 

3.  It  would  seem  that  the  earlier  the  diag- 
nosis is  made  and  the  earlier  complete  rest 
is  instituted,  the  less  will  be  the  permanent 
damage  to  neuromuscular  units. 


4.  If  these  conclusions  are  valid,  they  offer 
added  proof  that  whenever  possible  polio 
patients  can  best  be  treated  locally  and 
preferably  in  the  home,  thereby  avoiding 
extensive  travel  and  further  reducing  the 
incidence  of  paralysis. 

The  writer  wishes  to  express  his  appreciation  to 
Dr.  James  C.  Overall,  of  Nashville,  who  personally 
aided  in  the  management  of  many  of  the  original 
twenty  cases  and  who  gave  valuable  advice  in  the 
development  of  these  ideas. 

The  writer  wishes  to  express  his  appreciation  to 
Dr.  Amos  Christie  and  Dr.  Randolph  Batson,  of  the 
Department  of  Pediatrics,  Vanderbilt  University 
School  of  Medicine,  through  whose  cooperation  the 
full  study  was  made  and  under  whose  invaluable 
guidance  the  study  was  completed. 


The  Heart  and  Thyroid;  with  Particular  Reference 
to  Im  Treatment  of  Heart  Disease.  Blumgart, 
H.  L.,  Freedberg,  A.  S.  Circulation  6:222,  1952. 

The  authors  thoroughly  review  the  physiologic, 
pathologic  and  clinical  relationships  between  the 
thyroid  and  the  cardiovascular  system.  In  so  do- 
ing, they  postulate  that  if  the  normal  metabolic 
rate  of  the  patient  with  congestive  heart  failure 
or  angina  pectoris  could  be  reduced,  the  blood  sup- 
ply might  become  sufficient  for  the  lowered  needs 
of  the  body.  In  other  words,  the  metabolic  de- 
mands would  be  reduced  to  a level  to  conform  to 
the  blood  supply. 

The  therapeutic  effects  of  hypothyroidism  in- 
duced by  radioactive  iodine  in  39  euthyroid  pa- 
tients with  intractable,  advanced  angina  pectoris 
or  congestive  heart  failure,  are  described.  In  the 
group  with  angina  pectoris,  one-third  obtained 
excellent  results,  in  another  one-third,  the  im- 
provement while  less,  was  distinctly  beneficial, 
and  in  the  remaining  one-third,  the  results  were 
negligible.  In  13  patients  severely  ill  with  con- 
gestive heart  failure,  approximately  one-half 
showed  worthwhile  improvement,  and  in  four  the 
response  was  striking. 

This  paper  summarizes  a period  of  four  years’ 
experience  with  this  form  of  treatment  and  an 
attempt  is  made  to  evaluate  the  possible  toxic 
radiation  effects.  The  only  harmful  side  effects 
observed  was  the  occurrence  of  mild  thyroiditis, 


and  associated  with  this,  a temporary  increase  in 
cardiac  symptoms,  presumably  due  to  increased 
liberation  of  thyroid  hormone  at  this  time. 

Criteria  for  case  selection  is  discussed,  and  it  is 
pointed  out  that  this  treatment  should  be  reserved 
for  the  relatively  small  group  of  cardiac  cases  who 
remain  incapacitated  and  in  great  discomfort  de- 
spite all  available  measures,  but  in  whom  the  dis- 
ease process  is  relatively  stationary.  This  form  of 
treatment  should  be  undertaken  only  after  thor- 
ough consideration  of  all  factors  involved  and 
where  adequate  facilities  for  carrying  out  the 
necessary  studies  exist.  Actual  myxedema  will  be 
produced  in  a significant  percentage  of  cases  and 
prolonged  observation  of  the  basal  metabolic  rate, 
protein  bound  iodine  and  serum  cholesterol  is 
indicated  in  all  patients  under  treatment.  The 
ideal  metabolic  rate  appears  to  be  in  the  neighbor- 
hood of  — 20  to  — 25%,  and  the  cases  which  de- 
velop myxedema  can  usually  be  maintained  at  this 
level  on  a daily  dosage  of  6 to  30  mg.  of  thyroid. 
It  is  further  to  be  emphasized  that  this  is  a pallia- 
tive procedure  and  should  be  used  as  an  adjunct 
to  recognized  medical  measures.  With  these  con- 
siderations in  mind,  the  authors  conclude  that  ra- 
dioactive iodine  can  be  a useful  and  safe  thera- 
peutic agent  in  the  treatment  of  selected  cases  of 
intractable  angina  and  congestive  heart  failure. 
(Abstracted  for  the  Middle  Tennessee  Heart  As- 
sociation by  Frederic  E.  Cowden,  M.D.,  Nashville.) 
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Under  circumstances  prohibiting  the  use  of  the  usual  cholecystectomy 
for  acute  cholecystitis,  partial  cholecystectomy  may  offer  a lifesaving 
measure. 


PARTIAL  CHOLECYSTECTOMY  IN  ACUTE  CHOLECYSTITIS 

ALPHONSE  H.  MEYER,  JR.,  M.D.  ,*  Memphis,  Term. 


Partial  or  subtotal  cholecystectomy  as  a 
supplement  to  the  surgeon’s  operative  arma- 
mentarium has  been  a subject  of  some  de- 
bate. It  is  the  purpose  of  this  study  to  eval- 
uate the  relative  merits  of  the  different  tech- 
nics and  modifications  of  this  operation,  to 
review  the  cases  at  the  Queens  General  Hos- 
pital, and  to  make  a follow-up  analysis  of 
these  cases  in  order  to  ascertain  the  late 
postoperative  results. 

Cholecystectomy  is  the  operation  of  choice 
of  many  surgeons  for  acute  cholecystitis  no 
matter  how  great  the  technical  difficulties 
nor  how  ill  the  patient.  Others  perform  an 
occasional  cholecystostomy  in  extremely  ill 
patients,  or  when  technical  difficulties  are 
too  great  to  adequately  dissect  out  the  cys- 
tic duct  and  artery.  Carter,  Heyd  and 
Hotz'  .'°'7  ]iave  shown  that  the  mortality 
rate  of  the  latter  procedure  is  much  higher 
than  can  be  accounted  for  on  the  basis  of 
the  poorer  risk  patient  or  the  more  advanced 
pathological  process.  They  reported  a mor- 
tality of  7.5  per  cent  in  428  cholecystecto- 
mies in  acute  cholecystitis,  as  compared  with 
28.8  per  cent  in  45  cholecystostomies. 

They  also  showed  that  in  acute  cholecysti- 
tis the  mortality  was  proportional  to  the  se- 
verity of  the  disease  process,  ranging  from  6 
per  cent  in  the  “acute”  stage,  through  the  pu- 
rulent and  gangrenous  stages  to  33  per  cent 
in  the  perforated  group.  Judd  and  Phillips8 
reported  collected  mortality  statistics  in 
acute  cholecystitis  ranging  from  4.7  per  cent 
to  13.5  per  cent,  and  Heuer'  reported  a mor- 
tality of  33  to  52  per  cent  in  perforated  cho- 
lecystitis. 

Many  authors  advocate  early  cholecystec- 
tomy in  acute  cholecystitis.  At  times  these 
patients  are  extremely  ill  and  present  a far 
advanced  disease  process.  At  this  point  it 

:From  the  Department  of  Surgery,  Queens  Gen- 
eral Hospital,  Jamaica,  N.  Y.,  and  the  Departments 
of  Surgery  and  Anatomy,  University  of  Tennessee 
School  of  Medicine,  Memphis,  Tenn. 


becomes  a matter  of  discriminating  surgical 
judgment  to  select  the  optimum  operative 
procedure  for  the  patient. 

It  is  generally  agreed  that  in  patients  in 
poor  general  condition  with  severe  inflam- 
mation, gangrene,  or  perforation  of  the  gall- 
bladder and  marked  edema  of  Calot’s  trian- 
gle, dissection  of  the  cystic  duct  and  artery 
necessary  for  the  performance  of  cholecys- 
tectomy is  hazardous  because  of  the  danger 
of  injury  to  the  common  duct.  The  author 
contends  that  in  this  group  of  patients  par- 
tial or  subtotal  cholecystectomy  should  be 
considered  as  a procedure  of  merit. 

Moreover,  general  anesthesia  may  be 
more  than  the  patient  can  withstand  at 
times.  Then  cholecystectomy  is  certainly 
not  a feasible  operation.  There  remain 
available  to  the  surgeon  two  procedures, 
cholecystostomy  and  partial  cholecystecto- 
my, which  can  be  performed  under  local 
anesthesia. 

Cholecystostomy  in  these  patients  carries 
with  it  a high  mortality  rate,  and  Morse  and 
Barb10  feel  that  one  of  the  reasons  for  this 
is  the  trauma  involved  in  liberating  a stone 
tightly  impacted  in  the  cystic  duct  through 
a small  incision  in  the  fundus  of  the  gall- 
bladder. Their  indications  for  the  use  of 
partial  cholecystectomy  have  been  the  ex- 
istence of  acute  cholecystitis  in  elderly,  de- 
bilitated, poor  risk  patients,  and  the  pres- 
ence of  far  advanced  gallbladder  disease 
such  as  gangrene,  perforation,  gas  gangrene, 
and  carbunculosis  of  the  gallbladder  as  seen 
in  diabetics.  They  point  out  that  partial 
cholecystectomy  obviates  the  drawbacks  of 
cholecystostomy  and  yet  has  many  of  the 
advantages  of  cholecystectomy  without  its 
added  risk.  Impacted  cystic  duct  stones  can 
be  removed  with  ease  after  the  gallbladder 
has  been  incised  down  to  the  cystic  duct. 
Drainage  of  the  infected  biliary  tract  is 
achieved  through  this  open  duct.  By  leaving 
that  portion  of  the  gallbladder  which  is  at- 
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tached  to  the  liver  intact,  Morse  and  Barb 
feel  that  the  liver  is  protected  against  spread 
of  infection  into  it  through  the  biliary  and 
vascular  channels  which  would  be  opened 
should  this  portion  of  the  gallbladder  be 
stripped  away  from  the  liver.  Estes3  has 
shown  that  there  is  no  necessity  for  second- 
ary operation  to  remove  this  remnant  of 
gallbladder.  He  has  re-explored  four  cases 
of  partial  cholecystectomy  for  common  duct 
stones  and  found  “dense  adhesions  over  the 
gallbladder  fossa,  but  no  vestige  of  anything 
resembling  a gallbladder  or  gallbladder 
remnant.” 

If  partial  cholecystectomy  carries  as  low 
a mortality  and  morbidity  as  cholecystec- 
tomy in  acute  cholecystitis,  and  yet  produces 
all  its  benefits,  should  not  this  operation  be 
given  the  surgeon’s  consideration  in  selected 
cases? 

Review  ol  Literature 

1.  Technics.  In  1931  Estes'-  first  described 
his  method  of  partial  cholecystectomy.  Aft- 
er aspiration  of  the  gallbladder  an  incision 
into  the  fundus  was  made  and  the  stones 
removed.  The  gallbladder  was  then  dried 
and  the  interior  swabbed  with  tincture  of 
iodine.  The  incision  was  extended  so  as  to 
split  the  gallbladder  to  within  1-2  cm.  of 
the  cystic  duct.  This  frequently  facilitated 
removal  of  an  impacted  stone.  The  free 
portions  of  the  gallbladder  were  then  re- 
moved down  to  the  edge  of  the  liver  bed  and 
a running  lock  stitch  was  taken  in  these 
edges  of  gallbladder  wall  for  hemostasis.  He 
then  placed  2-3  cigarette  drains  about  the 
cystic  duct  and  brought  them  out  against 
the  gallbladder  remnant  to  hold  it  open. 
Occasionally  he  placed  a tube  to  the  open 
cystic  duct.  The  greater  omentum  or  thick- 
ened plastic  gastro-colic  omentum  was  then 
brought  up  and  placed  against  the  drains 
and  tube  to  separate  them  from  nearby  vis- 
cera. In  a few  cases  Estes  used  carbolic 
acid  instead  of  iodine.  However,  when  he 
found  that  in  the  cases  in  which  iodine  was 
used  there  was  no  evidence  of  gallbladder 
reformation,  he  gave  up  the  use  of  phenol 
because  of  the  possibility  that  an  eschar  or 
necrosis  in  the  presence  of  infection  might 
prolong  convalescence. 

McKenty9  in  1935  described  a technic  sim- 


ilar to  that  of  Estes.  After  aspirating  and 
opening  the  gallbladder,  and  removing  the 
stones,  he  swabbed  the  gallbladder  with 
tincture  of  iodine  and  left  an  iodine  pack 
therein.  The  cystic  duct  and  artery  were 
ligated  and  the  gallbladder  was  then  ex- 
cised, leaving  that  portion  attached  to  the 
liver.  The  mucosa  of  this  portion  was  then 
removed  by  rubbing  with  gauze  saturated 
with  iodine.  McKenty  made  no  mention  of 
drains. 

In  1937  Ritchie11  reported  a method  which 
consisted  of  splitting  the  gallbladder  down 
to  the  cystic  duct.  The  two  halves  of  the 
gallbladder  were  then  excised  “down  to  a 
point  decided  upon  in  the  separate  case,  but 
still  within  the  margin  of  safety,”  leaving 
in  place  that  portion  of  the  gallbladder  at- 
tached to  the  liver  bed.  He  then  excised  the 
mucosa  of  the  remaining  gallbladder.  The 
ampulla  was  sutured  around  a tube  and  the 
suture  was  continued  onto  the  portion  ad- 
herent to  the  liver. 

Thorek12  in  1940  first  described  his  pro- 
cedure of  partial  cholecystectomy  in  asso- 
ciation with  electrosurgical  obliteration  of 
the  gallbladder  remnant.  He  aspirated  the 
gallbladder  and  then  introduced  a germicide 
such  as  hexylresorcinol  (ST  37).  After  the 
cystic  duct  and  artery  were  ligated,  the  gall- 
bladder was  opened,  split  and  its  contents 
evacuated.  Both  halves  of  the  gallbladder 
were  then  excised  above  insulated  clamps, 
leaving  that  portion  attached  to  the  liver 
bed.  The  margins  of  the  gallbladder  rem- 
nant over  the  clamps  were  then  desiccated 
with  surgical  diathermy,  and  the  mucosa 
lying  against  the  liver  was  treated  similarly. 
The  margins  were  then  sutured  together  and 
a free  graft  of  falciform  ligament  or  omen- 
tum was  anchored  over  this.  No  abdominal 
drainage  was  used.  Exploration  of  the  com- 
mon bile  duct  was  performed  only  when 
indicated.  Thorek  pointed  out  the  differ- 
ence between  electrocoagulation  as  com- 
pared with  fulguration,  carbonization  and 
cauterization;  his  method  was  bopolar  desic- 
cation whereas  the  others  are  monopolar 
fulguration.  He  used  a flat  electrode  with 
a current  of  low  voltage  and  high  amperage; 
the  electrode  was  applied  firmly  and  quickly 
over  the  whole  surface.  Thorek  condemns 
the  method  of  mucoclasis  of  Pribram  as  pro- 
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ducing  superficial  carbonization  only  and 
for  the  same  reason  objects  to  the  eschar 
produced  by  the  hot  cautery;  he  also  dis- 
cards carbolic  acid  and  other  chemical  es- 
charotics. 

Morse  and  Barb1"  in  1947  first  aspirated 
the  gallbladder  and  then  incised  it  from 
fundus  to  cystic  duct.  They  excised  each 
half  of  the  gallbladder  at  the  edge  of  the 
liver  bed  attachment  and  controlled  bleed- 
ing by  suture  ligatures.  A catheter  was 
placed  in  or  down  to  the  cystic  duct  and  a 
cigarette  drain  was  so  placed  with  its  wick 
pulled  out  and  packed  in  the  gallbladder 
fossa  about  the  catheter  as  to  maintain  it  in 
situ.  These  authors  feel  that  it  is  unneces- 
sary to  treat  the  mucosa  as  it  readily  sloughs 
away  in  subsequent  drainage. 

2.  Analysis  of  Technics.  Table  I may  be 
useful  in  a comparison  of  the  variations  in 
the  several  technics  just  described 

Thus  it  can  be  seen  that  the  cystic  duct 
and  artery  were  ligated  in  two  series  and 
not  ligated  in  three.  Morse  and  Barb10  feel 
that  drainage  of  the  cystic  duct  and  decom- 
pression of  the  biliary  system  is  beneficial. 
Thorek  is  the  only  one  who  definitely  states 
that  drainage  should  not  be  used.  However, 
with  his  method  there  is  no  biliary  drainage 
from  that  portion  of  the  gallbladder  left 
attached  to  the  liver  and,  therefore,  drainage 
of  the  abdomen  is  unnecessary.  Three  of  the 
other  authors  drained  the  biliary  fossa  and/ 
or  the  cystic  duct,  while  one  is  noncommittal 
upon  this  point.  The  treatment  of  the  mu- 


cosa also  varied  in  the  different  series.  Mc- 
Kenty  and  Ritchie  excised  it,  Estes  treated 
it  with  tincture  of  iodine,  Thorek  applied 
electrodesiccation,  and  Morse  and  Barb  left 
it  alone.  Thorek’s  method  not  only  de- 
stroyed the  mucosa,  but  the  entire  gallblad- 
der wall,  obliterating  the  glands  of  Lushka. 

3.  Operative  Mortality  and  Postoperative 
Morbidity . The  following  table  compares 
the  operative  mortality: 

Table  II 

Operative  Mortality 


Author 

Number 
of  Cases 

Mortality 

Thorek 

491 

0.5% 

-Bailey  and  Love 

153 

0 

"Others 

336 

0 

Total 

980 

0.3% 

Estes 

f44 

2.27% 

Ritchie 

16 

0 

McKenty 

33 

3.0% 

Grand  Total 

1,073 

0.47% 

* Cited  by  Thorek. 

TFour  other  partial  cholecystectomies  were  done 
in  chronic  cases  in  which  there  was  difficulty  in 
exposure  of  the  gallbladder,  or  the  gallbladder  was 
adherent  and  contracted.  There  was  no  mortality. 

Thorek  listed  the  causes  of  death  from 
operations  for  acute  cholecystitis  in  order 
of  decreasing  frequency  as:  1)  peritonitis; 
2)  shock;  3)  hemorrhage;  4)  pulmonary  em- 
bolism; 5)  pneumonia,  and  6)  cholemia.  He 
reported  on  many  series  of  mortality  statis- 


Table  I 

Analysis  of  Technics 


Ligation  Cystic  Treatment  of 

Duct  and  Artery  Mucosa  Drainage  Miscellaneous 


Estes 

No 

Gall  bladder  swabbed 
with  iodine. 

2 to  3 cigarette  drains. 

Occasionally  tube 
placed  in  cystic  duct; 
placed  omentum 
against  drains. 

McKenty 

Yes 

Gall  bladder  swabbed 
with  iodine;  iodine 
pack  inserted;  soft- 
ened mucosa  removed 
by  rubbing  with  gauze 
saturated  with  iodine. 

Not  stated  specifically. 

Ritchie 

No 

Mucosa  excised;  sub- 
mucosa sutured. 

Ampulla  sutured 
around  a tube. 

Thorek 

Yes 

(Patent  common 
duct  necessary) 

Mucosa  electro  desic- 
cated; liver  sutured. 

None 

Free  graft  of  falciform 
ligament  or  omentum 
sutured  to  bed. 

Morse 
and  Barb 

No 

None 

Catheter  in  cystic 
duct;  cigarette  drain 
in  gallbladder  fossa. 
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tics  up  to  1940.  In  general  the  mortality 
was  higher  with  cholecystostomy  than  with 
cholecystectomy,  higher  in  males  than  in 
females,  and  showed  a proportionate  rise 
with  increasing  age. 

Thorek  reported  three  wound  infections 
in  his  entire  series.  He  presented  illustra- 
tions of  two  cases,  10  and  18  months  post- 
operatively,  in  which  the  gallbladder  wall 
had  become  completely  replaced  by  fibrous 
tissue  and  the  falciform  ligament  graft  had 
retained  its  usual  histologic  appearance. 
Estes  stated  that  “frequently  after  the  third 
or  fourth  postoperative  day  there  is  a free 
discharge  of  bile  but  the  sinus  has  healed 
readily  after  the  drains  are  removed  except 
in  one  case  with  common  duct  involvement 
which  required  choledochostomy  four 
months  later.”  The  duration  of  biliary 
drainage  following  the  operation  was  not 
discussed  by  the  other  investigators. 

The  only  series  with  postoperative  follow- 
up studies  is  that  of  Estes.  Of  his  48  cases, 
43  were  followed  1 to  12  years.  Thirty-four 
(81  per  cent)  were  symptom-free  without 
dietary  restrictions.  Five  (11.9  per  cent) 
were  well  except  for  dietary  (low  fat)  re- 
strictions; two  of  these  have  symptoms  sug- 
gesting common  duct  disease.  Four  (9.5  per 
cent)  developed  definite  common  duct  dis- 
ease requiring  operation  four  months,  and 
six,  eight,  and  nine  years  later.  In  these 
four  patients  who  were  operated  upon  again 
dense  adhesions  were  found  covering  the 
gallbladder  fossa,  but  no  evidence  of  any 
structure  resembling  a gallbladder  or  gall- 
bladder remnant. 

Review  of  Cases  at  Queens  General  Hospital 

Twenty-eight  partial  cholecystectomies 
have  been  performed  at  this  hospital  for 
acute  cholecystitis  in  the  past  15  years  (1936- 
1950),  the  first  in  1942  and  26  during  the  past 
five  years. 

The  average  age  of  these  patients  was  62 
years.  Study  of  the  sex  distribution  showed 
a ratio  of  approximately  two  females  to  one 
male.  Six  days  was  the  mean  time  to  elapse 
between  the  onset  of  the  acute  attack  and 
admission  to  the  hospital.  The  duration  of 
symptoms  ranged  anywhere  from  33  years 
to  no  previous  history  at  all.  The  clinical 
diagnosis  was  acute  cholecystitis  or  some 


complication  thereof  in  26  cases,  chronic 
cholecystitis  in  one  case,  and  incarcerated 
epigastric  hernia  in  one  case.  However, 
acute  cholecystitis  or  one  of  its  complica- 
tions was  the  pathological  diagnosis  in  all 
cases. 

Anesthetic  agents  employed  were  gas- 
oxygen-ether,  cyclopropane,  spinal,  and  lo- 
cal. Curare  and  pentothal  were  used  in 
combination  with  these  agents. 

Cultures  of  the  gallbladder  bile  were 
taken  in  14  cases  and  were  sterile  in  six. 
The  predominant  organism  was  E.  coli; 
others  were  streptococcus  viridans,  non- 
hemolytic streptococcus  and  coagulase  neg- 
ative staphylococcus  aureus. 

Edema  of  the  hepatoduodenal  ligament 
and  the  structures  contained  therein  was 
definitely  noted  in  the  operative  report  in 
13  cases;  in  the  remainder  there  was  no  men- 
tion made  concerning  edema  of  Calot’s  tri- 
angle. Twenty-four  of  the  28  cases  had 
stones  in  the  gallbladder;  choledochostomy 
was  done  in  one  case.  In  two  cases  the 
cystic  duct  and  artery  were  ligated;  in  14 
cases,  branches  of  the  cystic  artery  were 
ligated. 

An  attempt  was  made  to  ascertain  the 
indications  for  performing  a partial  chole- 
cystectomy. Various  reasons  were  given, 
including  extreme  age  of  the  patient,  poor 
general  condition,  obesity,  edema  and  severe 
inflammation  of  the  hepatoduodenal  liga- 
ment; friability,  empyema,  gangrene  and 
rupture  of  the  gallbladder;  intrahepatic  gall- 
bladder; and  abnormal  adherence  of  the 
gallbladder  to  the  liver  bed.  In  other  words, 
this  operation  was  performed  in  any  situa- 
tion in  which  cholecystectomy  might  en- 
hance the  possibility  of  a catastrophic  end. 

Analysis  of  the  treatment  of  the  gallblad- 
der bed  was  undertaken.  All  cases  were 
drained  either  with  cigarette  drain,  Penrose 
drain,  or  gauze  pack.  In  18  of  the  cases  a 
catheter  was  placed  to  the  cystic  duct,  after 
the  method  of  Morse  and  Barb,  with  the 
wick  of  a cigarette  drain  packed  about  it  to 
maintain  it  in  situ.  In  one  case  an  iodoform 
gauze  pack  was  used.  No  other  type  of 
chemical  treatment  was  given.  Curettage 
of  the  mucosa  was  utilized  in  three  cases. 

Forty-six  per  cent  of  the  patients  devel- 
oped some  postoperative  complication;  sev- 
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eral  had  two  or  more  of  these.  A list  of  the 
postoperative  complications  noted,  with 
their  incidence,  follows: 


Postoperative  Complications 

1.  Wound  Infection  3 

2.  Uremia  3 

3.  Pneumonia  3 

4.  Cardiac  Failure,  Pulmonary  Edema  2 

5.  Pulmonary  Embolism  2 

6.  Atelectasis  2 

7.  Thrombophlebitis  2 

8.  Wound  Dehiscence  2 

9.  Myocardial  Infarction  1 

10.  Stomatitis  1 

11.  Cystitis  1 

12.  Cerebral  Vascular  Accident  1 


Seven  deaths  occurred.  The  first  was  in 
a 77-year-old  female  who  died  on  the  fourth 
postoperative  day  of  renal  failure  and  pneu- 
monia. The  second,  a 60-year-old  male,  de- 
veloped postoperative  atelectasis  and  died 
on  the  seventh  day  following  operation  of 
bronchopneumonia  and  acute  pulmonary 
edema;  at  autopsy  a stone  was  found  im- 
pacted in  the  ampulla  of  Vater,  with  local- 
ized bile  peritonitis  and  fat  necrosis  of  the 
pancreas.  A 65-year-old  male  developed 
atelectasis  and  cardiac  failure  and  died  on 
the  third  postoperative  day  with  broncho- 
pneumonia. A 68-year-old  male  suffered  a 
wound  dehiscence  and  evisceration  on  the 
eighth  postoperative  day  and  died  on  that 
day  in  uremia.  The  fifth  was  an  81-year-old 
man  who  died  of  bilateral  pulmonary  em- 
boli on  the  day  he  was  to  be  discharged  from 
the  hospital  the  nineteenth  postoperative 
day.  The  sixth  was  a 71-year-old  female 
cardiac  patient  who  developed  thrombophle- 
bitis and  had  a myocardial  infarction  on  the 
twenty-third  day  after  operation  and  died 
the  following  day.  The  last  suffered  a stroke 
on  the  thirteenth  postoperative  day  and  died 
twenty-four  days  later.  These  last  three 
cases  are  not  considered  as  operative  deaths. 
Excluding  these,  there  were  four  deaths  in 
28  cases,  an  operative  mortality  of  14  per 
cent. 

A study  was  made  of  the  time  at  which 
the  drains  and  catheters  were  removed. 
These  were  withdrawn  at  various  times 
ranging  from  the  fifth  to  the  fourteenth  post- 
operative day.  The  duration  of  drainage 
was  also  noted.  In  some  cases  there  was  no 
biliary  drainage  from  the  seventh  day  fol- 


lowing operation;  most  cases  had  minimal 
or  negligible  drainage  at  the  time  of  dis- 
charge from  the  hospital.  This  will  be  dis- 
cussed in  more  detail  in  the  follow-up  of 
these  patients.  The  average  postoperative 
hospital  stay  for  all  cases  was  eighteen  days. 

Postoperative  Follow-Up 

Of  the  28  cases,  25  (90  per  cent)  have  been 
followed  postoperatively.  These  patients 
have  all  been  interviewed  and  examined 
recently.  They  were  questioned  as  to  the 
incidence  of  postoperative  symptoms  refer- 
able to  the  biliary  system,  intolerance  to 
fatty  foods,  ability  to  work,  the  duration  of 
drainage  following  operation,  and  as  to 
whether  further  operations  had  been  neces- 
sary. 

No  patient  has  had  to  undergo  further 
biliary  surgery.  Two  patients  claim  to  have 
had  drainage  from  the  wound  for  six  and 
nine  months,  respectively.  It  was  impossi- 
ble to  determine  from  questioning  these  pa- 
tients whether  this  was  actually  biliary 
drainage.  An  analysis  of  these  two  cases 
revealed  no  clues  as  to  why  they  should  have 
drained  so  long.  One  of  them  had  no  stones 
at  operation;  the  other  had  stones  and  also 
developed  a postoperative  wound  infection 
which  cleared  up  rapidly  with  conservative 
therapy  and  did  not  require  drainage.  Ex- 
clusive of  these  two  cases  tjie  average  dura- 
tion of  drainage  was  three  and  one-half 
weeks. 

All  patients  were  questioned  as  to  the  oc- 
currence since  operation  of  postprandial  dis- 
comfort, gas,  abdominal  pain,  nausea  and 
vomiting,  jaundice,  and  fatty  food  intoler- 
ance. Table  III  gives  the  incidence  of  these 
symptoms. 

Of  the  patients  who  do  not  avoid  fats,  all 
are  able  to  take  a general  diet.  All  who 
were  working  prior  to  the  operation  have 
returned  to  their  jobs.  Three  were  too  old 
to  work  at  the  time  they  were  operated 
upon;  one  now  has  pulmonary  tuberculosis, 
and  one  has  hypertension. 

Discussion 

The  results  of  this  operation  have  been 
more  than  satisfactory.  Postoperative  com- 
plications which  occurred  were  those  usually 
seen  after  any  major  surgical  procedure  on 
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acutely  ill  patients  in  the  older  age  group. 
The  postoperative  hospital  stay  was  not  ex- 
cessive. Drainage,  with  the  two  exceptions 
mentioned,  was  no  longer  than  that  follow- 
ing cholecystostomy. 

The  incidence  of  symptoms  referable  to 
the  biliary  tract  which  continued  during  the 
postoperative  period  has  been  low;  those 
symptoms  which  are  present  are  in  the  main 
only  of  occasional  occurrence  and  of  mild 
degree.  As  a group  these  patients  have  re- 
mained quite  well  since  operation,  and  in 
the  great  majority  of  cases  their  biliary 
tract  disease  has  been  cured.  Most  of  them 
have  been  able  to  return  to  a regular  diet, 
resume  their  jobs,  and  enjoy  good  health. 

The  majority  of  the  operations  performed 
at  Queens  General  Hospital  have  followed 
the  technic  of  Morse  and  Barb.  The  results 
would  probably  have  been  no  better  with 


Table  III 

Postoperative  Morbidity 


Symptom 

With  Fatty 
Foods 

Unrelated 
to  Fatty 
Foods 

Postprandial  discomfort 

2 (,  1 1 Vo  ) 

2 (11%) 

Gaseous  distress 

2 (11%) 

5 (28%) 

^Abdominal  pains 

0 

3 (17%) 

Nausea  and/or  vomiting 

2 (11%) 

t3  (17%) 

t Jaundice 

Fatty  food  intolerance 

Nausea 

only 

§4  (22%) 

1 (6%) 

*One  patient  remained  well  4 V2  years  after  oper- 
ation and  then  had  an  attack  of  right  upper  quad- 
rant pain  associated  with  nausea,  vomiting  and 
diarrhea  and  followed  one  year  later  by  a similar 
attack. 

A second  patient  who  has  gone  4 years  since 
operation  has  monthly  attacks  of  shooting  pains  in 
the  right  upper  quadrant  lasting  five  to  ten  min- 
utes. 

A third  patient,  2 years  postoperatively,  has  had 
six  attacks  of  right  upper  quadrant  pain  associated 
with  nausea. 

Another  patient  was  readmitted  to  the  hospital 
6 months  following  operation  with  an  acute  attack 
of  right  upper  quadrant  pain,  vomiting  and  fever. 
A diagnosis  of  choledocholithiasis  was  made.  The 
attack  subsided  spontaneously  and  the  patient  has 
been  well  since. 

tThese  patients  have  nausea  and  vomiting  only 
with  attacks  of  pain. 

fThis  patient  has  pernicious  anemia.  She  was 
readmitted  5 months,  postoperatively,  with  jaun- 
dice which  cleared  spontaneously.  The  differential 
diagnosis  was  choledocholithiasis  versus  homolog- 
ous serum  jaundice.  She  was  discharged,  asympto- 
matic, 2 months  later  and  has  remained  well  since. 

§An  additional  four  patients  (22%)  avoid  fatty 
foods. 


any  of  the  other  modifications  of  technic 
described. 

In  any  discussion  of  mortality  statistics, 
many  factors  have  to  be  taken  into  consid- 
eration. Our  mortality  of  14  per  cent  is 
certainly  much  higher  than  that  in  any  of 
the  previously  reported  series.  However,  it 
must  be  remembered  that  we  were  operating 
upon  patients  in  a large  city  hospital,  who 
were  in  the  older  age  group,  and  whose  gen- 
eral condition  on  admission  was,  in  many 
cases,  quite  poor.  Taken  as  a group,  these 
patients  were  initially  seen  later  in  the 
course  of  their  disease  than  are  private  pa- 
tients, and  most  of  them  had  underlying 
chronic  gallbladder  disease.  Both  of  these 
factors  have  been  shown  by  Heyd  et  al.'  to 
markedly  increase  the  operative  mortality. 

While  this  mortality  percentage  is  not  as 
low  as  that  reported  by  Carter  et  al.1  in 
cholecystectomy  for  acute  cholecystitis,  it 
is  considerably  lower  than  that  reported  by 
them  for  cholecystostomy.  We  are  at  pres- 
ent engaged  in  preparing  our  own  mortality 
statistics  for  cholecystostomy  and  cholecys- 
tectomy and  these  figures  will  offer  a more 
accurate  basis  for  comparison  because  of  the 
similarity  of  type  and  age  group  of  patients. 
No  doubt,  these  statistics  will  be  consider- 
ably higher  than  those  reported  by  Carter 
et  al.  because  of  this  essential  patient  differ- 
ence. 

It  would  appear  from  the  results  of  this 
study  that  the  operation  of  partial  cholecys- 
tectomy in  acute  cholecystitis  is  not  a pro- 
cedure which  should  supplant  cholecystec- 
tomy.  However,  it  does  seem  to  be  an  oper- 
ation that  has  merit  in  dealing  with  selected 
cases  and  one  that  should  be  considered  by 
the  surgeon  for  use  in  difficult  situations,  as 
a method  for  rapid  and  safe  removal  of  the 
gallbladder  without  danger  of  injury  to  the 
structures  of  the  hepatoduodenal  ligament. 
It  has  been  shown  that  the  incidence  of  late 
postoperative  symptoms  referable  to  the 
biliary  tract  is  low,  the  cure  rate  high,  and 
the  need  for  further  biliary  surgery  remote. 
Consequently,  in  this  group  of  selected  cases 
with  a far  advanced  pathological  process 
where  cholecystectomy  would  seem  to  be 
an  overhazardous  undertaking,  the  operation 
of  partial  cholecystectomy  appears  to  be 
vastly  superior  to  cholecystostomy  as  the 
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procedure  of  choice.  This  operation  is  one 
which  the  author  believes  should  replace 
cholecystostomy  almost  altogether  in  that 
group  of  extremely  ill  patients  who  are  poor 
operative  risks,  and  even  in  those  too  ill  to 
undergo  general  anesthesia.  In  this  group 
of  patients,  in  whom  the  decision  is  made  to 
perform  cholecystectomy,  it  is  believed  that 
the  operation  of  partial  cholecystectomy  can 
be  performed  without  undue  risk  and  offers 
a lower  operative  mortality  and  better  long 
term  postoperative  results  than  cholecystos- 
tomy. 

Summary 

1.  The  various  technics  of  performing  par- 
tial cholecystectomy  have  been  discussed 
and  compared.  The  operative  mortality  and 
postoperative  morbidity  have  been  consid- 
ered. 

2.  The  partial  cholecystectomies  per- 
formed for  acute  cholecystitis  at  this  hospi- 
tal have  been  reviewed  and  analyzed. 

3.  The  postoperative  follow-up  study  of 
these  patients  has  been  discussed. 

4.  It  has  been  concluded  that  partial  cho- 
lecystectomy in  acute  cholecystitis  is  a val- 
uable procedure  in  selected  cases,  and  one 
which  should  replace  cholecystostomy  al- 
most altogether. 

The  author  wishes  to  express  his  appreciation  to 


Drs.  Louis  J.  Morse  and  Chester  L.  Davidson  for 
their  generous  assistance  and  guidance  during  the 
course  of  this  study  and  the  preparation  of  this 
article. 

Bibliography 

1.  Carter,  R.  F.,  et  al.:  A Comparative  Study  of 
the  Operative  Mortality  in  Various  Stages  of  Gall- 
bladder Pathology,  Am.  J.  Surg.,  44:688,  1939. 

2.  Estes,  W.  L.,  Jr.:  Partial  Cholecystectomy, 
Arch.  Surg.,  23:  119,  1931. 

3.  Estes,  W.  L.,  Jr.:  Acute  Gangrenous  Cholecys- 
titis and  the  Use  of  Partial  Cholecystectomy  in  Its 
Treatment,  Am.  J.  Surg.,  40:197,  1938. 

4.  Heuer,  G.  J.:  Factors  Leading  to  Death  in 
Operations  Upon  the  Gallbladder  and  Bile  Ducts, 
Ann.  Surg.,  99:881,  1934. 

5.  Heyd,  C.  G.,  et  al.:  Surgery  of  the  Biliary 
Tract:  A Study  of  the  Factors  in  Morbidity  and 
Mortality,  Am.  J.  Surg.,  44:679,  1939. 

6.  Hotz,  R.:  Acute  Cholecystitis  with  Discussion 
of  Factors  in  Morbidity  and  Mortality,  Am.  J. 
Surg.,  44:695,  1939. 

7.  Hotz,  R.:  Perforated  Cholecystitis,  Am.  J. 
Surg.,  44:706,  1939. 

8.  Judd,  E.,  and  Phillips,  J.  R.:  Acute  Cholecystic 
Disease,  Ann.  Surg.,  98:771,  1933. 

9.  McKenty,  J.:  Acute  Cholecystitis,  Canadian  M. 
A.  J,  33:59,  1935. 

10.  Morse,  L.  J.,  and  Barb,  J.  S.:  Modified  Chole- 
cystectomy in  Fulminating  Cholecystitis,  S.  Clin. 
North  America,  27:395,  1947. 

11.  Ritchie,  H.  P.:  A Suggestion  in  the  Technic 
of  Cholecystectomy  for  the  Complicated  Case  of 
Gallbladder  Disease,  Surgery,  1:581,  1937. 

12.  Thorek,  M.:  Electrosurgical  Obliteration  of 
the  Gallbladder  Without  Drainage,  Illinois  M.  J., 
78:211,  1940. 


March,  1953 


87 


The  author  recites  his  experiences  with  Trilene  especially  as  he  has 
used  it  in  his  obstetrical  practice. 

ANALGESIA  AND  ANESTHESIA  WITH  TRILENE 


J.  RAY  SMITH,  M.D.,  Paris,  Tenn. 

Trichlor-ethylene,  or  as  it  is  better 
known,  ‘ Trilene,”  has  been  used  for  several 
years  in  this  country,  having  been  intro- 
duced from  England,  where  it  has  been  in 
use  for  some  twelve  years.  (It  should  not 
be  confused  with  commercial  Trichlor- 
ethylene,  which  is  not  suitable  for  analgesia 
or  anesthesia.) 

Trilene  is  a clear,  volatile  liquid  with  a 
pleasant,  slightly  pungent  odor.  If  mixed 
with  pure  oxygen,  an  inflammable  mixture 
may  be  produced  at  temperatures  higher 
than  25.5  C.  (78  F.),  therefore  Trilene- 

air  mixtures  should  not  be  used  if  there  is 
any  danger  of  ignition.  Under  no  circum- 
stances should  Trilene  be  used  in  a closed 
circuit  with  soda  lime,  due  to  decomposi- 
tion and  the  formation  of  poisonous  chloro- 
acetylenes. 

Articles  in  British  and  Canadian  literature 
in  the  past  decade  describe  very  satisfactory 
results  with  Trilene. 

Elam,1  in  1942,  published  a series  of  1,000 
cases  in  which  the  anesthetic  was  used  for 
general  purposes.  Hyatt,  Elam,  and  Gard- 
ner,-’ in  1947,  reported  on  300  home  deliveries 
in  which  adequate  analgesia  was  achieved 
without  the  slightest  harm  to  mother  or 
baby.  Helliwell  and  Hutton,-  in  1948,  re- 
viewed the  use  of  Trilene  in  2,354  cases.  By 
1948,  Ostlere4  had  had  experience  with  over 
40,000  cases,  and  found  it  excellent  for  either 
major  or  minor  surgery. 

Both  from  the  literature  and  in  my  own 
experience,  there  usually  are  no  significant 
changes  in  blood  pressure,  and  there  is  less 
capillary  oozing  than  with  ether.  The  pulse 
usually  shows  bradycardia  rather  than  tach- 
ycardia, with  extra  systoles  being  fairly 
common.  Tachypnea  may  occur  at  any 
stage,  due  either  to  deepening  anesthesia,  or 
to  increased  excitability  of  the  pulmonary 
stretch  receptors.  Trilene  is  not  irritating 
and  no  troublesome  secretions  accumulate. 
Postanesthetic  vomiting  is  reported  to  be 
rare,  and  I have  not  seen  an  instance  since 
I began  using  Trilene  in  April,  1951. 


Amnesia  occurs  in  nearly  all  cases  in 
which  Trilene  is  used,  whether  alone  or  in 
combination  with  other  anesthetic  agents. 
Trilene  stands  almost  alone  in  the  field  of 
analgesia,  there  being  no  other  drug  with 
which  analgesia  can  be  produced  so  easily, 
so  quickly,  so  efficiently  and  so  cheaply, 
with  absolute  safety,  and  with  minimal  after 
effects. 

It  is  definitely  recommended  for  obstetri- 
cal analgesia,  using  the  small  compact  Cy- 
prane  inhaler,  which  provides  the  safe  Tri- 
lens-air mixture.  With  intermittent  use  of 
the  Cyprane  inhaler  during  the  first  stage  of 
labor,  pains  can  be  controlled  so  that  it  is 
seldom  necessary  to  use  any  barbiturates, 
opium  derivatives,  or  Demerol.  With  its 
use  there  are  no  depressing  effects  on  the 
baby.  Patients  have  been  enthusiastic  in  its 
use.  The  inhaler  is  prepared  for  use  by 
pouring  15  cc.  of  Trilene  into  the  cylinder 
through  the  screw  cap  opening  at  the  bot- 
tom, and  applying  the  face  mask,  after 
which  the  patient  is  asked  to  take  several 
inhalations.  The  concentration  is  then  ad- 
justed to  fit  the  particular  needs  of  the  pa- 
tient by  turning  the  collar  of  the  inhaler  to 
permit  more  or  less  air  to  flow  through  the 
air  intake  valves. 

Up  to  the  point  of  delivery,  the  Cyprane 
inhaler  is  in  the  woman’s  hands,  literally 
and  figuratively.  The  patient  is  told  to  hold 
the  inhaler  in  the  hand  which  is  more  con- 
venient; the  inhaler  is  then  strapped  to  the 
wrist  by  means  of  a plastic  or  leather  band. 
She  is  told  to  take  several  inhalations,  be- 
ing warned  about  the  peculiar  odor.  After 
the  first  few  inhalations,  the  period  of  ad- 
justment, the  patient  is  told  to  use  it  with 
her  pains;  when  she  feels  the  pain  starting, 
to  put  the  mask  over  her  face  and  inhale 
deeply;  when  the  pain  begins  to  fade,  to 
remove  the  mask.  By  such  use,  the  patient 
cannot  get  too  much  Trilene  in  three,  six  or 
more  hours  of  use.  If  enough  has  been  in- 
haled to  produce  somnolence,  the  hand  drops 
the  mask  off  the  face.  When  the  patient 
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braces  the  hand  and  arm  so  that  the  mask 
does  not  fall,  the  attending  nurse,  relative 
or  other,  can  remove  the  mask  after  several 
inhalations  have  been  taken,  or  the  contrac- 
tion is  over.  Intermittent  administration  is 
continued  with  the  pains  until  delivery  is 
imminent;  at  this  time  the  concentration  is 
increased  and  continual  administration  car- 
ried out. 

Most  all  spontaneous  deliveries  can  be 
handled  very  satisfactorily  in  this  manner, 
as  well  as  many  cases  in  which  outlet  for- 
ceps are  used.  In  my  series  of  over  90 
cases,  when  episiotomy  has  been  performed, 
it  has  been  repaired  under  the  continued 
use  of  Trilene  only.  In  instances  where  it 
is  necessary  to  change  to  some  other  anes- 
thetic agent,  it  can  be  done  very  smoothly, 
whether  it  be  to  cyclopropane,  ether  or  ni- 
trous oxide.  Restlessness  has  been  noted, 
especially  in  emotionally  unstable  patients. 
It  is  usually  due  either  to  inadequate  anal- 
gesia, or  to  the  production  of  second  stage 
anesthesia,  and  occurs  less  frequently  as  one 
becomes  more  experienced  in  its  lue.  Tri- 
lene is  satisfactory  for  almost  all  manipula- 
tions except  versions.  It  has  very  slight,  if 
any,  effect  on  the  uterine  musculature  there- 
fore, if  uterine  relaxation  is  needed,  it  is 
necessary  to  change  to  another  agent. 

Trilene  is  also  very  valuable  as  an  anal- 
gesic agent  in  many  minor  operations  and 
in  dressings.  It  is  especially  useful  in  the 
treatment  of  burns,  and  in  changing  dress- 
ings in  such  cases,  reduction  of  fractures, 
incision  and  drainage  of  abscesses,  and  in 
suturing  of  superficial  wounds.  It  has  been 
found  useful  in  pediatrics,  both  as  an  anal- 
gesic and  as  an  anesthetic.  For  instance, 
some  children  who  are  severely  upset  emo- 
tionally by  a visit  to  the  office  for  an  injec- 
tion, readily  inhale  a small  amount  of  Tri- 
lene, and  while  in  an  analgesic  state,  the 
injection  can  be  carried  out  painlessly. 

Although  dentistry  is  not  within  the 
scope  of  this  paper,  Trilene  has  a very  wide 


application  in  this  field  for  auto-administra- 
tion with  a special  type  of  apparatus. 

Trilene  has  a definite  place  in  the  field  of 
anesthesia.  There  are  several  types  of  va- 
porizers for  attachment  to  the  regular  anes- 
thetic machines,  whereby  Trilene  may  be 
used  for  induction  only,  or  as  the  anesthetic 
agent  only,  or  used  as  an  adjuvant  to  nitrous 
oxide,  oxygen,  and  carbon  dioxide,  or  ether, 
of  any  other  agent.  In  general,  its  non- 
inflammability, attendant  reduction  of  cap- 
illary oozing,  and  absence  of  post-anesthetic 
vomiting  make  it  valuable  in  major  surgery, 
— as  in  thyroid  surgery,  mastoidectomy  and 
breast  incision.  Although  Trilene  alone  will 
not  give  profound  muscular  relaxation,  it 
has  been  found  that  once  muscular  relaxa- 
tion has  been  achieved  by  the  addition  of 
ether  or  cyclopropane,  or  intravenous  bar- 
biturates, this  relaxation  can  be  maintained 
for  fairly  long  periods  of  time  by  Trilene 
alone,  after  withdrawal  of  the  more  potent 
agent. 

Trilene  gives  a very  smooth  induction  in 
a very  short  time,  after  which  it  may  be 
used  as  stated  above.  It  is  quite  useful  in 
neuro-surgical  procedures  where  a light 
level  of  anesthesia  is  useful,  having  no  ad- 
verse effect  on  blood  pressure,  offering  no 
toxic  effects,  unattended  by  anoxemia,  and 
lacking  the  explosion  hazard.  It  should 
again  be  stressed  that  Trilene  should  never 
be  used  in  a closed  circuit  with  soda  lime. 

In  my  hands  Trilene  has  been  very  satis- 
factory as  an  agent  for  analgesia  and  anes- 
thesia. 
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PREFERRED  PROCEDURES 


SURGICAL  EXCISION  OF  SMALL  SKIN  LESIONS 

DOUGLAS  H.  RIDDELL,  M.D.,  Nashville,  Tenn. 


In  considering  the  common  lesions  of  the 
skin,  that  is  those  that  are  smaller  than  two 
centimeters  in  diameter,  it  is  probably  true 
that  “taking  a biopsy”  only  is  rarely  justi- 
fied. Complete  excision  is  usually  not  more 
difficult  than  partial  removal  and  the  for- 
mer is  certainly  more  logical  from  the  sur- 
geon’s and  pathologist’s  viewpoints.  Like- 
wise, the  commonly  used  phrase  “biopsy  of 
a lymph  node”  would  be  more  correctly 
stated  as  “excision  of  lymph  node  for  diag- 
nosis,” since  seldom  does  one  take  only  a 
portion  of  a palpable  lymph  node  when  com- 
plete removal  of  the  node  is  more  easily 
accomplished  and  may  actually  be  of  more 
value.  This  same  principle  may  apply  to 
the  removal  of  discrete  skin  lesions. 

Most  of  the  small  (less  than  2.0  centime- 
ters) skin  lesions  that  one  encounters  in 
private  practice  are  treated  in  the  office.  If 
one  considers  that  benign  pigmented  nevus, 
sebaceous  cyst,  epidermoid  cyst,  capillary 
hemangioma,  sclerosing  hemangioma,  xan- 
thoma, squamous  and  basal  cell  warts,  neu- 
rofibroma, chronic  ulcer,  and  a foreign 
body  comprise  most  of  the  group  of  benign 
lesions.  Only  the  malignant  group,  which  is 
by  far  in  the  minority,  remains.  Of  the 
malignant  tumors  found  within  or  immedi- 
ately beneath  the  skin  the  epithelioma,  basal 
cell  carcinoma,  malignant  melanoma,  fibro- 
sarcoma, neurogenic  sarcoma,  metastatic 
tumors,  and  rarely  a lymphoma  are  most 
frequently  encountered. 

There  are  two  possible  aims  in  the  exci- 
sion of  small  lesions  of  the  skin.  The  first 
is  that  of  diagnosis  in  a systemic  disease 
with  cutaneous  manifestations  in  which  mi- 
croscopic confirmation  is  essential.  The  sec- 
ond aim  is  obviously  that  of  complete  irradi- 
cation  of  a localized  lesion  which  may  be 
neoplastic,  congenital,  or  infectious.  Three 
methods  of  therapy  present  themselves, 
namely:  (1)  surgical  excision,  (2)  X-ray 
therapy,  and  (3)  electrodesiccation.  The 


last  method  is  mentioned  only  to  condemn 
it. 

Of  course,  surgical  excision  must  always 
be  employed  when  a specimen  is  desired  for 
microscopic  study  in  a systemic  disease  such 
as  Boeck’s  sarcoidosis,  periarteritis  nodosa, 
lupus  erythmatosis,  leukemia  cutis  and  oth- 
ers. When  the  diagnosis  is  not  proven  and 
a skin  lesion  is  sought  for  study,  a small 
eruption  of  one  or  two  centimeters  should 
be  chosen  on  the  neck,  trunk,  or  extremity 
if  possible.  Complete  removal  with  an  ellip- 
tical incision  and  closure  of  the  defect  with 
interrupted  sutures  is  preferable.  The  pa- 
thologist may  then  determine  the  micro- 
scopic diagnosis  within  two  or  three  days. 

When  considering  the  group  of  localized 
lesions  such  as  benign  tumors,  “moles,” 
cysts,  epitheliomata,  and  suspicious  nodules 
it  is  well  known  that  the  therapy  generally 
used  is  not  uniform.  Complete  wide  surgi- 
cal excision  in  this  group  should  be  regarded 
as  simpler,  safer  and  more  logical  than  ini- 
tial X-ray  therapy  or  dessication.  A micro- 
scopic examination  should  be  carried  out  on 
any  excised  tissue. 

It  is  true  that  in  some  large  lesions  ex- 
ceeding two  centimeters  in  diameter  only  a 
biopsy  or  subtotal  excision  should  be  done 
for  a microscopic  diagnosis.  This  is  partic- 
ularly true  in  a large  epithelioma  of  the  lip 
or  face,  a “rodent  ulcer,”  or  a Marjolin’s 
ulcer  in  which  a decision  must  be  made  re- 
garding the  preference  of  X-ray  therapy 
over  excision  as  a definitive  treatment.  The 
roentgenologist  usually  must  have  a pre- 
liminary microscopic  diagnosis  to  adequate- 
ly treat  the  disease.  Nothing  is  more  dis- 
concerting than  unsuccessful  treatment  of  a 
lesion  assumed  to  be  a squamous  or  basal 
cell  carcinoma  which  does  not  respond  to 
irradiation,  only  to  find  later  that  a non- 
pigmented  malignant  melanoma  had  been 
overlooked.  The  radio-resistance  of  the 
melanotic  cell  has  been  observed  numerous 


90 


SURGICAL  EXCISION  OF  SMALL  SKIN  LESIONS— Riddell 


March,  1953 


times.  Then,  as  further  justification  for 
complete  and  wide  removal  of  the  small 
lesion,  it  may  be  said  that  nevi  are  fre- 
quently non-pigmented  and  may  be  confused 
with  other  tumors. 

Recently  in  a group  of  sixty-three  malig- 
nant melanomata  at  the  Vanderbilt  Univer- 
sity Hospital  it  was  found  that  twenty  per 
cent  were  not  pigmented  clinically.  Non- 
pigmented  moles  are  often  erroneously  diag- 
nosed clinically  as  squamous  or  basal  cell 
warts  or  sclerosing  angiomata.  The  hazard 
of  surgically  excising  only  a portion  of  a 
benign  nevus,  or  electrodesiccation  of  a ne- 
vus should  be  stressed.  In  most  of  the 
reports  concerning  malignant  melanoma, 
prominent  factors  in  the  etiology  nearly 
always  include  inadequate  removal  of  a 
“mole”  or  previous  cauterization  along  with 
other  irritants.  It  behooves  us  as  physicians 
who  intend  to  do  minor  surgery  as  part  of 
office  procedures  to  insure  wide  surgical  ex- 
cision initially  of  all  lesions  in  which  this 
possibility  exists.  This  has  become  even 
more  important  in  recent  years  when  we 
consider  the  fact  that  pathologists  are  re- 
ceiving more  benign  nevi  each  year  for 
microscopic  study.  A local  laboratory  con- 
sidered as  rather  typical  reports  a three 
hundred  per  cent  increase  in  benign  nevi 
examined  during  the  period  of  1946-50  as 
compared  to  the  previous  five  year  span  of 
1941-45.  In  addition,  the  complete  removal 
of  even  a malignant  tumor  of  the  skin  usu- 
ally assures  primary  healing  so  that  if  a 
secondary  radical  procedure  is  necessary  the 
risk  of  an  open  wound  is  not  present. 

The  technique  of  the  safe  removal  of  small 


lesions  of  the  skin  is  simple  but  exacting. 
At  least  two  injectable  local  anesthetics  are 
available.  A 0.5  per  cent  procaine  solution 
is  considered  safe  if  preceded  by  a barbitu- 
rate for  about  45  minutes.  Xylocaine*  (li- 
docaine  hydrochloride)  in  a 0.5  per  cent 
solution  has  recently  been  accepted  more 
widely  as  a safer  and  more  effective  local 
anesthetic.  In  benign  nevi  and  in  suspected 
malignant  tumors  the  anesthetic  infiltration 
of  the  tissues  should  be  directed  away  from 
the  tumor  itself  with  only  a circumscribed 
pattern  of  infiltration  together  with  some  of 
the  anesthetic  agent  injected  into  the  sub- 
cutaneous fat  beneath  the  tumor.  An  ellip- 
tical incision  is  then  made  around  the  lesion 
with  a margin  of  at  least  1.0  centimeter,  and 
enough  subcutaneous  fat  is  taken  under- 
neath to  insure  a wide  removal.  Closure 
may  be  accomplished  with  or  without  under- 
mining of  the  skin  edges  depending  on  the 
mobility  of  the  skin.  Interrupted  sutures 
of  fine  silk  or  cotton  for  the  closure  will 
usually  produce  a healed  and  inconspicuous 
wound. 

In  conclusion,  a plea  is  made  for  the  com- 
plete surgical  excision  when  there  is  an  in- 
dication for  removal  of  small  skin  lesions. 
Electrodesiccation  or  any  incomplete  exci- 
sion is  hazardous  in  some  cases  and,  further- 
more, desiccation  or  cauterization  destroys 
tissue  rather  than  preserves  it  for  micro- 
scopic study.  A uniform,  safe,  and  simple 
technique  should  be  adopted  which  insures 
adequate  removal. 
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Vanderbilt  University  Hospital* 

DR.  EDWARD  LANSCHE:  The  first  patient  to 
be  presented  fell  off  a tractor  and  was  caught  un- 
derneath a trailer  and  was  carried  about  20  feet. 
He  experienced  no  pain  but  he  found  out  after  the 
trailer  stopped  that  he  did  not  have  any  sensation 
in  his  legs.  His  friends  picked  him  up  and  he  im- 
mediately experienced  pain  in  the  low  back  which 
was  very  severe  and  extended  down  into  both  legs. 
He  was  taken  to  a hospital  where  X-ray  examina- 
tion revealed  a compression  fracture  of  the  first 
lumbar  vertebra  and  later  he  was  transferred  to 
Vanderbilt  University  Hospital.  During  the  inter- 
val he  never  lost  consciousness,  he  was  alert  and 
at  the  time  he  was  seen  here  his  vital  signs  were 
good  and  he  was  conscious.  A catheter  was  in- 
serted into  the  bladder  and  about  200  cc.  of  clear 
yellow  urine  was  removed.  Spinal  puncture  was 
done  at  the  fourth  lumbar  interspace.  Only  about 
three  drops  of  spinal  fluid  was  obtained.  There- 
fore it  was  decided  to  try  to  reduce  this  fracture 
under  anesthesia  and  this  was  attempted  and  he 
was  placed  in  a body  cast. 

Post-reduction  films  revealed  that  there  had  been 
some  alteration  in  the  compression  fracture  and 
the  alignment  had  been  improved.  In  the  next 
three  days  successive  lumbar  punctures  were  per- 
formed, indicating  there  was  still  a partial  block. 
Flaccid  paralysis  persisted  but  there  seemed  to  be 
some  improvement  of  sensation  in  the  upper  legs. 
After  he  had  been  here  three  days,  he  was  taken 
to  the  operating  room  and  lumbar  laminectomy 
was  performed,  the  dura  exposed  and  opened. 
There  was  an  hourglass  constriction  at  the  ter- 
minal part  of  the  cord  but  the  nerves  of  the  cauda 
equina  seemed  to  be  intact.  Since  then  he  has 
noticed  no  return  of  motion  or  function  of  the 
lower  extremities  and  the  sensory  level  has  re- 
mained at  the  third  lumbar  dermatome.  About  a 
week  ago  cystometrograms  were  obtained  which 
showed  that  the  bladder  was  not  flaccid  and  it  was 
decided  to  start  him  on  tidal  drainage  which  you 
see  here  now. 

The  second  patient  is  a 19  year  old  boy  who  48 
hours  prior  to  admission  was  in  an  automobile 
wreck;  he  lost  ccnsciousness  and  was  taken  to  a 
local  hospital.  At  the  hospital  it  was  noted  that 
he  could  not  move  his  lower  extremities  and  he 
had  loss  of  sensation  extending  up  to  the  mid-thigh 
areas.  X-ray  films  revealed  a fracture  dislocation 
at  the  first  lumbar  vertebra  area.  He  was  trans- 
ferred here  where  our  X-ray  examination  con- 
firmed this  finding.  He  was  taken  to  the  operating 
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room,  after  a lumbar  puncture  had  revealed  a com- 
plete block,  and  lumbar  laminectomy  was  per- 
formed. It  was  found  that  the  terminal  cord  was 
intact  but  evidences  of  compression  were  present. 
Post-operatively  he  has  done  well  except  that  the 
motor  and  sensory  function  have  not  returned. 
About  a week  ago  he  developed  a thrombophle- 
bitis of  his  left  leg  which  is  subsiding  on  conserva- 
tive therapy.  Cystometrograms  were  also  obtained 
on  this  boy  and  showed  a functioning  bladder  and 
tidal  drainage  was  started. 

DR.  CULLY  COBB:  Both  of  these  people 
represent  injuries  to  the  conus  with  a mixed 
involvement  of  the  spinal  cord  and  cauda 
equina.  The  thing  that  interested  me  about 
both  of  these  people  is  that  both  of  them 
showed  intact  nerve  fibers  in  the  cauda 
equina  in  spite  of  remarkable  dislocation  at 
the  sites  of  their  fracture  dislocations.  The 
second  patient  had  a dislocation  almost  the 
width  of  the  body  of  the  vertebra  and  yet, 
when  his  laminectomy  was  done,  the  cauda 
equina  was  still  intact.  Both  of  them  had 
pressure  spikes  in  the  course  of  their  cysto- 
metrograms. He  has  more.  I think  both  of 
them  had  some  sensation  of  fullness  in  the 
course  of  their  cystometrograms.  Do  you 
remember,  Mr.  B.,  when  they  did  that  test 
on  your  bladder,  could  you  feel  it  when  it 
filled  up? 

MR.  B.:  It  just  sort  of  hurt  a little  bit. 

DR.  COBB:  He  has  no  other  obvious  re- 
turn of  function  and  still  has  a flaccid  type 
of  weakness,  with  a lack  of  tendon  reflexes 
and  with  loss  of  sensation  below  the  second 
or  third  lumbar  dermatome.  His  fracture 
dislocation  was  at  L-l, — in  fact,  both  of  these 
patients’  injuries  were  at  that  position.  Both 
are  now  on  tidal  drainage  as  Dr.  Lansche 
said.  Mr.  S.  here  has  a more  nearly  normal 
cystometrogram.  You  could  feel  it  when 
they  did  that  bladder  test  on  you,  couldn’t 
you?  What  did  it  feel  like  to  you? 

MR.  S.:  It  felt  like  it  was  real  tight. 

DR.  JESSE  ADAMS:  The  third  case  is  a 16  year 
old  girl  who  was  first  admitted  on  10th  of  February 
last  year.  She  was  admitted  shortly  after  an  acci- 
dent in  which  she  noted  immediate  loss  of  func- 
tion of  her  legs.  On  admission  to  the  hospital  she 
was  found  to  have  a fracture  of  the  mid-thoracic 
spine  with  a sensory  level  at  D-9  and  a laminec- 
tomy was  performed  immediately.  The  dura  was 
opened  at  D-6,  7 and  8 and  no  gross  abnormality 
of  the  cord  was  found.  The  patient  however  has 
never  regained  any  motor  function  since  the  opera- 
tion but  does  have  some  sensation  in  the  extremi- 
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ties.  Since  that  time  she  has  been  troubled  with 
frequent  bed  sores  and  recurrent  cystitis.  She  was 
re-admitted  in  December  of  1952  for  an  attempt 
at  rehabilitation.  Because  of  marked  flexor  spasms 
she  had  an  anterior  rhizotomy  from  L-l  to  L-5 
bilaterally.  The  effects  of  this  operation  were  just 
as  desired  and  since  that  time  the  rehabilitation 
program  has  been  carried  forward  as  planned. 
We’ll  let  her  come  in  now  and  you  can  see  for 
yourself. 

DR.  WILLIAM  HILLMAN:  This  patient 
demonstrates  the  results  of  intensive  reha- 
bilitation and  training,  and  we  consider  that 
in  a relatively  short  period  of  time  she  has 
made  remarkable  progress  toward  making 
herself  ambulatory  and  self-sufficient.  Her 
training  has  concerned  itself  not  only  with 
the  feat  of  walking  in  braces,  which  you  are 
now  seeing,  but  she  has  been  instructed  in 
every  way  possible  to  make  her  daily  activi- 
ties independent  of  the  care  of  others.  It 
should  be  emphasized  that  this  type  of  re- 
habilitation program  is  entirely  dependent 
upon  the  coordinated  efforts  of  the  Neuro- 
surgical, Orthopedic,  Urological  and  Physi- 
cal Therapy  Services,  with  the  assistance  of 
the  Social  Service  Department  and  support- 
ed, in  this  case,  by  the  Crippled  Children’s 
Services. 

At  the  time  this  patient  was  admitted,  she 
had  such  an  extreme  degree  of  spasticity  in 
the  legs  that  any  stimulus  provoked  violent 
muscular  contractions  and  the  patient  was 
examined  in  bed  curled  up  like  a ball.  Im- 
mediately following  Dr.  Harrison’s  operation 
when  the  proper  motor  nerve  roots  were 
sectioned  within  the  spinal  canal,  it  was 
possible  to  utilize  braces  which  support  the 
legs  in  normal  positions  for  ambulation. 
There  is  now  no  significant  spasticity  and 
sensory  function  which  was  partially  pres- 
ent was  not  altered.  The  preservation  of 
sensation  was  extremely  important.  Anes- 
thetic limbs  would  be  much  harder  to  brace 
because  of  the  complications  of  pressure 
ulcerations  of  the  skin.  The  braces  you  see 
are  bilateral  long  leg  braces  with  pelvic 
band  and  back  support  combined  with  a lace 
type  corset.  At  each  of  the  joints  there  are 
appropriate  locks  or  stops.  Each  day  the 
patient  is  being  taught  new  activities  and 
she  is  now  able  to  do  all  of  these  things  you 
see  with  very  little  assistance.  A vigorous 
conditioning  program  for  the  musculature 


above  the  level  of  the  injury  must  be  fol- 
lowed as  if  she  were  training  for  a strenuous 
athletic  contest.  We  are  now  at  the  stage 
when  one  might  be  tempted  to  consider  that 
maximal  benefit  has  been  obtained,  but  the 
task  ahead  is  largely  one  of  making  these 
activities  practical  in  her  future  plans  and 
not  merely  as  “tricks”  or  demonstrations. 
The  Social  Service  Department  is  already 
anticipating  the  time  of  discharge  by  helping 
us  plan  to  teach  the  family  how  to  carry  on 
the  projected  program  and  to  make  the  nec- 
essary minor  alterations  in  the  home  to  en- 
able the  patient  to  resume  a more  active  part 
in  family  life.  In  the  near  future  a more 
definite  vocational  program  will  be  added 
to  the  full  day  the  patient  enjoys. 

DR.  WILLIAM  MEACHAM:  I think  it  is 
quite  instructive  for  all  of  us  to  see  these 
three  patients.  This  demonstration  certainly 
impresses  one  with  the  seriousness  and  de- 
bilitation caused  by  spinal  injuries.  It  goes 
without  saying  that  this  is  one  of  the  most 
dreadful  of  all  injuries,  since  the  patient  is 
left  alert  and  conscious,  to  survive  and  strug- 
gle for  years  with  this  distressing  type  of 
neurological  crippling.  Generally,  the  lower 
the  lesion  the  better  the  outlook  and  the 
converse  is  also  true,  the  higher  the  lesion 
the  worse  the  outlook  until  one  reaches  the 
fifth  cervical  area  when  it  may  become 
equivocal  as  to  whether  survival  is  possible. 
Above  the  level  of  the  fourth  segment  sur- 
vival is  almost  impossible. 

In  trying  to  determine  the  best  possible 
method  of  clinical  management  of  such  a 
problem  it  is  well  to  think  in  terms  of  his- 
tory. If,  upon  receipt  of  an  injury  to  the 
spinal  cord,  the  transverse  syndrome  devel- 
ops immediately  and  is  complete,  and  fails  to 
improve  spontaneously  within  a period  of 
twenty-four  to  forty-eight  hours  one  must 
adopt  an  extremely  pessimistic  attitude  re- 
garding the  possibility  of  any  neurological 
improvement  of  significance.  The  rarely 
seen  syndrome  known  as  concussion  of  the 
spinal  cord  would  show  definite  improve- 
ment in  that  length  of  time.  If  the  lesion  is 
immediate  and  complete,  and  there  is  an 
abnormal  bony  alignment  it  should  be  cor- 
rected. If  it  is  impossible  to  maintain  sat- 
isfactory bony  alignment  a laminectomy 
should  be  done  for  decompression  of  the 
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cord.  Many  neurosurgeons  feel  that  an  im- 
mediate decompression  should  be  done  if 
there  is  evidence  of  a spinal  block  when  the 
manometric  test  is  done.  On  the  other  hand, 
many  feel  that  laminectomy  is  not  indicated 
at  any  time  under  such  circumstances; — if 
there  is  no  block  on  spinal  manometric  test 
and  bony  alignment  is  not  abnormal.  In 
this  case,  I see  no  reason  to  anticipate  any 
possible  helpful  benefits  by  a decompressive 
laminectomy  at  the  site  of  the  injury. 

The  development  of  a slowly  increasing 
neurological  deficit  following  a spinal  cord 
injury,  or  evidence  of  a partial  injury  to  the 
spinal  cord  should  dictate  an  entirely  dif- 
ferent attitude.  Then  an  immediate  opera- 
tive procedure  should  be  carried  out  to  re- 
lieve any  compression  of  the  spinal  cord  by 
either  hemorrhage  or  continued  bony  com- 
pression. Injuries  to  the  cauda  equina  may 
be  more  amenable  to  some  recovery  of  func- 
tion than  injury  in  the  spinal  cord  itself. 
At  the  best,  however,  any  such  lesion  along 
the  spinal  canal  is  going  to  result  in  a long 
period  of  neurological  handicap,  with  a pro- 
longed, laborious  period  of  rehabilitation 
and  physiotherapy. 

It  is  my  feeling  that  the  term  partial  block 
has  little  or  no  importance  in  the  clinical 
interpretation  of  these  lesions.  Neurologi- 
cal examination  is  the  most  important  single 
contributing  factor  in  determining  the  ex- 
tent of  damage.  Certainly  it  is  safe  to  as- 
sume an  attitude  of  pessimism  regarding 
functional  recovery  in  any  individual,  who 
has  shown  an  immediate  and  complete  trans- 
verse spinal  cord  lesion  picture  whether  a 
spinal  block  or  manometric  test  is  present  or 
not.  All  too  frequently  when  an  immediate 
laminectomy  is  done  one  will  find  a swollen 
contused  spinal  cord,  or  swollen  contused 
roots  of  the  cauda  equina.  As  one  opens  the 
dura  and  thereby  decompresses  the  spinal 
canal  one  can  accomplish  nothing  further. 
In  some  cases  the  cord  substance  has  been 
changed  to  pulp  or  has  become  semi-lique- 
fied from  the  crushing  injury,  and  when  one 
opens  the  dura  semi-liquid  cord  substance 
will  issue  from  the  opening.  Such  a case 
is  perfectly  hopeless  and  the  decompression 
really  accomplishes  little  if  anything.  This 
is  not  meant  to  be  a criticism  of  decompres- 
sive laminectomy  for  such  injury,  but  is 


intended  to  emphasize  the  fact  that  it  is 
erroneous  to  assume  an  optimistic  view- 
point concerning  neurological  recovery 
when  one  finds  an  anatomically  intact  spinal 
cord  at  laminectomy.  The  permanence  of 
neurological  damage  does  not  necessarily 
coincide  with  the  appearance  of  the  spinal 
cord  as  disclosed  at  operation. 

In  the  higher  spinal  cord  injuries,  ex- 
tremely careful  attention  in  maintaining  an 
adequate  unobstructed  air-way  by  aspiration 
of  secretion,  the  prevention  of  pressure 
sores,  and  the  proper  care  of  bowel  and 
bladder  cannot  be  over-emphasized.  After 
the  acute  stage  of  the  injury  has  receded,  a 
long  period  of  restoration  of  partial  func- 
tion by  means  of  physiotherapy  and  rehabil- 
itation through  the  use  of  braces  and  other 
appliances  may  be  begun. 

DR.  BERTRAM  SPROFKIN:  There  is 
some  variation  in  the  type  of  bladder  dis- 
turbance which  follows  a spinal  cord  injury 
but,  generally  speaking,  a hypertonic  blad- 
der results  from  transverse  lesions  above  the 
level  of  the  lumbosacral  cord.  The  bladder 
capacity  is  greatly  reduced  and  very  little 
urine  can  collect  before  the  urge  to  mictu- 
rate develops.  With  scrupulous  care  to  pre- 
vent infection,  and  by  the  use  of  tidal  drain- 
age one  attempts  to  maintain  the  bladder  in 
an  optimum  condition  hoping  that  automatic 
bladder  function  will  develop. 

In  transverse  lesions  of  the  conus  medul- 
laries,  cauda  equina,  and  the  posterior  lum- 
bosacral roots  an  atonic  bladder  develops. 
The  patient  experiences  no  sensation  of  dis- 
tention and  such  a bladder  may  reach  a very 
large  size.  Due  to  relaxation  of  the  internal 
sphincter  there  may  be  severe  “overflow  in- 
continence.” This  type  of  disturbance  has 
often  been  seen  in  patients  with  tabes  dor- 
salis. 

In  cord  injuries  where  paralysis  and 
sensory  loss  are  immediate,  a manometric 
block  due  to  an  edematous  spinal  cord  does 
not  seem  to  represent  a valid  indication  for 
a “decompression.”  In  such  a case  the  ex- 
trusion of  pultaceous  spinal  cord  from  the 
dural  incision  cannot  be  of  any  benefit  to  the 
patient. 

DR.  COBB:  To  summarize  these  three 
cases,  it  may  be  said  that  the  young  woman 
is  approaching  a nearly  optimum  outcome  in 
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a cord  injury  of  the  mid-thoracic  area  with 
very  slight  return  of  spinal  cord  function 
below  the  level  of  the  injury.  She  demon- 
strates most  of  all  the  value  of  anterior  rhi- 
zotomy. This  has  enabled  her  to  overcome 
continuous  flexor  spasms  which  were  gradu- 
ally leading  to  a fixed  flexion  contracture  of 
the  lower  extremities  and  complete  depend- 
ence upon  others  for  her  care.  While  the 
tripod  gait  with  crutches  and  long  braces  is 
a poor  means  of  locomotion,  it  nevertheless 
gives  a basis  for  self-care  which  could  not 


be  achieved  otherwise.  Many  patients  go  on 
to  become  productive  as  well  as  independ- 
ent. The  two  men  represent  less  serious 
problems.  They  are  more  likely  to  have 
return  of  function  in  the  lower  extremities 
and  will  not  develop  spasticity.  There  is 
already  useful  contraction  of  the  tensor  fas- 
cia lata  and  the  psoas  muscles.  While  they 
may  require  some  bracing  of  the  lower  ex- 
tremities, walking  should  be  easier  for  them 
than  for  the  other  patient  shown. 
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I he  John  Gaston  Hospital* 

History 

This  72  year  old  unemployed,  single  colored  male 
was  admitted  to  John  Gaston  Hospital  on  August 
16,  1952,  with  complaints  of  fever  and  loss  of  ap- 
petite for  six  days. 

The  patient  was  apparently  well  until  six  days 
prior  to  admission,  when  his  sister  first  noted  that 
he  became  lethargic,  had  a high  fever  and  would 
not  eat.  He  did  not  complain  of  anything.  (He 
was  deaf  and  talked  very  little.)  These  com- 
plaints continued,  the  patient  eating  only  a little 
bread  and  coffee  daily  and  drinking  excessive 
amounts  of  water.  He  had  not  vomited  nor  had 
diarrhea;  he  continued  to  have  one  well  formed 
stool  daily. 

Shortly  before  coming  to  the  hospital  the  patient 
had  a bowel  movement  and  hemorrhoids  came 
down,  swollen  and  painful.  There  was  bleeding 
of  about  one  cup  of  bright  red  blood.  The  hemor- 
rhoids were  replaced  by  the  intern  in  the  receiving 
ward. 

The  patient  had  been  totally  deaf  since  the  age 
of  10  years.  He  was  totally  blind  in  the  left  eye, 
and  had  poor  vision  in  the  right  eye.  The  etiology 
of  these  defects  was  not  determined.  He  had  a 
slight,  dry  hacking  cough  which  was  non-produc- 
tive; this  had  begun  three  of  four  days  prior  to 
admission.  He  had  nocturia  5 to  9 times  a night. 
The  informant  knew  nothing  more  referable  to  the 
genito-urinary  tract.  The  patient  had  never  be- 
fore been  to  a physician  or  in  a hospital.  There 
was  no  familial  history  of  tuberculosis,  cancer  or 
diabetes. 

Physical  Examination:  T.  103°  F.  P.  100.  R. 
28.  BP.  110/70.  Examination  revealed  a marked- 
ly emaciated,  dehydrated,  deaf  colored  male  who 
was  conscious,  but  uncooperative.  The  head,  arms 
and  nose  showed  no  abnormalities.  The  left  pupil 
was  described  as  sclerotic;  there  was  corneal  opac- 
ity on  the  right.  Both  pupils  were  round  and  reg- 
ular, reacting  sluggishly  to  light.  The  patient 
would  not  open  his  mouth  for  examination.  The 
neck  was  supple.  The  heart  and  lungs  showed  no 
abnormalities  (the  patient  would  not  breathe  by 
mouth.)  The  abdomen  showed  no  abnormalities 
except  for  voluntary  rigidity;  the  liver  was  not 
enlarged  to  percussion.  Rectal  examination  re- 
vealed internal  and  external  thrombotic  hemor- 
rhoids, slight  swelling  in  the  peri-anal  region,  and 
slight  prolapse  of  the  rectal  mucosa.  No  lymph- 
adenopathy  was  noted.  The  extremities  showed 
no  abnormalities.  On  neurological  examination, 
the  biceps,  triceps,  and  wrist  reflexes  were  normal. 
No  abdominal  patellar,  or  Achilles  reflexes  were 
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elicited;  but  it  was  again  noted  that  the  patient  was 
uncooperative. 

Laboratory  Findings:  On  admission,  the  hema- 
tocrit was  33  vol.%  with  a buffy  coat  of  0.4  mm. 
RBC  was  3.54  million,  and  hemoglobin  10.0  Cm., 
WBC  4,900;  differential  count  neutrophil  segmen- 
ters  64%,  neutrophil  bands  2%,  lymphocytes 
32%,  monocytes  2%;  platelets  adequate.  Corrected 
sedimentation  rate  1.5  mm.  maximum  fall  per  min- 
ute. The  patient  was  unable  to  understand  in- 
structions to  void  until  two  days  after  admission, 
at  which  time  a urine  showed: — clear,  amber 
color;  pH  5.5;  sp.  gr.  QNS;  protein,  negative,  su- 
gar, negative.  Microscopic  examination  showed 
occasional  RBC  and  WBC/hpf;  many  gram  nega- 
tive rods. 

On  the  third  hospital  day  a first  dilution  PPD 
was  positive  after  48  hours  and  was  reported  as 
2 + . On  the  fourth,  fifth,  and  tenth  hospital  days 
gastric  washings  were  negative  for  acid-fast  bac- 
illi. A blood  culture  drawn  on  the  sixth  hospital 
day  was  negative  after  five  days.  Blood  aggluti- 
nations on  the  sixth  hospital  day  were  reported: 
typhoid,  complete  1:320;  proteus  X19,  tularemia, 
and  brucella  all  negative. 

Lumbar  puncture  on  the  seventh  day  revealed  a 
pressure  of  100  mm.  of  H20;  9 RBC/cmm.;  sugar 
70  mg.%;  serological  test  for  syphilis  negative. 

On  the  seventh  day  a corrected  maximal  sedi- 
mentation rate  was  1 mm. /minute.  A urine  on  the 
same  date  showed  3+  protein,  more  RBC  and 
WBC  than  previously,  and  gram  positive  cocci 
(some  in  chains)  in  addition  to  the  previously 
reported  gram  negative  bacilli.  On  the  twelfth 
day,  a WBC  was  2,000,  with  a differential  of  neu- 
trophil segmenters  58%,  neutrophil  bands  6%, 
lymphocytes  35%,  monocytes  1%;  hematocrit  of 
32  vol.%;  RBC  normocytic  and  normochromic  and 
RBC  3.18  million;  hemoglobin  10.0  Gm.;  platelets 
adequate.  On  the  same  date,  a urine  culture  was 
negative  for  enteric  pathogens  and  blood  aggluti- 
nations were  as  previously  reported.  On  the  thir- 
teenth day  the  WBC  was  $1,950. 

X-Rays  of  Chest:  Second  day:  there  is  a fine 
reticular  type  of  fibrosis,  most  likely  representing 
only  senile  interstitial  fibrosis.  Heart  normal. 
Minimal  calcification  of  aortic  arch.  Fifth  day: 
the  appearance  is  now  that  of  a diffuse  miliary  in- 
filtration. Also,  there  is  a slight  linear  infiltration 
above  the  left  first  rib.  This  should  be  considered 
tuberculosis  until  ruled  out.  Thirteenth  day: 
amount  of  density  or  infiltrate  appears  markedly 
increased;  this  is  due  largely  to  technical  factors, 
but  there  has  certainly  been  no  clearing. 

Therapy  and  Course:  The  patient  was  treated 
with  penicillin  and  supportive  therapy.  Chloro- 
mycetin was  started  on  the  thirteenth  day.  He 
spiked  a fever  to  more  than  102J  F.  daily;  there 
was  usually  elevation  in  the  late  afternoon  with 
a return  to  nearly  normal  levels  in  the  mornings. 
The  pulse  rate  was  usually  80-100  per  minute. 
He  responded  not  at  all  to  therapy  and  expired 
quietly  on  the  fifteenth  hospital  day. 
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Discussion 

DR.  FRED  E.  STRAIN:  In  discussion  of 
this  case,  it  is  necessary  to  consider  that  the 
history  may  not  be  completely  reliable.  This 
man  was  totally  deaf,  partially  blind,  and 
extremely  debilitated.  At  best,  obtaining  a 
history  under  such  circumstances  is  difficult, 
and  obtaining  a very  accurate  one  may  be 
impossible. 

His  illness  was  said  to  have  been  of  six 
days’  duration.  However,  he  was  markedly 
emaciated  and  it  is  not  likely  that  this  de- 
veloped during  six  days’  time;  it  is  possible 
that  he  had  been  sick  for  a much  longer  time 
than  the  history  indicates.  Certainly,  he  had 
a febrile  illness  and  throughout  his  course  he 
showed  a spiking  temperature  with  eleva- 
tions in  the  afternoon  and  remissions  in  the 
morning. 

I believe  that  several  possible  causes  of 
this  type  of  febrile  disease  can  be  considered 
and  ruled  out.  There  is  not  good  evidence 
that  he  had  a urinary  tract  infected  at  the 
time  of  admission.  The  history  states  that 
he  had  nocturia,  but  the  duration  of  this  is 
not  given;  it  is  further  stated  that  he  had 
been  drinking  large  quantities  of  water  dur- 
ing his  illness.  Gram  negative  rods  were 
described  in  the  urine,  but  this  was  in  a 
voided  specimen  and  the  appearance  of  bac- 
teria is  of  course  proportional  to  the  period 
of  time  a urine  specimen  stands  before  it  is 
examined.  Later  on  in  his  course,  there 
was  proteinuria,  there  was  an  increase  in 
red  and  white  blood  cells,  and  more  bacteria 
were  described.  But  by  this  time  he  had 
been  ill  for  nearly  two  weeks,  and  I believe 
that  the  diagnosis  of  urinary  tract  infection 
as  the  primary  disease  does  not  need  to  be 
further  entertained. 

Hodgkins’  disease,  which  may  be  associ- 
ated with  leukopenia  and  fever,  can  also  be 
considered  and  discarded.  There  is  no  indi- 
cation of  lymphadenopathy  involving  me- 
diastinal or  peripheral  lymph  nodes.  I be- 
lieve that  this  late  in  the  course  of  the  dis- 
ease there  should  have  been  more  positive 
evidence  of  it. 

We  have  no  information  about  this  man’s 
environment.  It  is  not  known  whether  there 
was  exposure  to  infectious  diseases,  to  ani- 
mals, or  to  insects.  Nothing  is  known  about 
the  source  of  the  milk  and  water  he  drank. 


The  agglutinations,  however,  are  of  some 
help.  After  at  least  twelve  days’  illness 
agglutinations  for  proteus,  tularemia,  and 
brucella  were  all  negative.  The  same  result 
was  reported  later  in  his  course,  after  about 
eighteen  days’  illness. 

There  was,  however,  on  two  occasions  a 
complete  agglutination  for  the  typhoid  or- 
ganism in  a dilution  of  1:320.  While  it  is 
not  impossible  that  this  was  a mere  amnestic 
reaction,  this  is  a high  dilution.  A positive 
agglutination  in  a dilution  of  1:160  would 
be  more  in  favor  of  an  amnestic  reaction. 
Again,  we  do  not  have  any  history  which 
would  be  of  help.  It  is  possible  that  he  was 
immunized  during  one  of  several  epidemics 
which  have  occurred  in  this  part  of  the 
country,  or  he  may  have  actually  had  the 
disease.  Even  though  typhoid  fever  has  be- 
come uncommon,  there  are  many  elderly 
individuals  who  have  had  it.  The  state- 
ment that  he  had  not  been  to  a hospital  nor 
seen  a physician  previously  does  not  rule  out 
an  infection  at  some  time  or  another. 

If  it  is  assumed  that  this  titer  is  unusually 
high  for  an  amnestic  reaction,  what  else 
suggests  that  he  had  typhoid  fever  when  he 
was  admitted  to  this  hospital?  A blood  cul- 
ture on  the  sixth  hospital  day  was  negative 
and  a urine  culture  on  the  twelfth  hospital 
day  was  negative  for  enteric  pathogens. 
These  do  not  rule  it  out.  The  type  of  tem- 
perature elevation  is  not  incompatible  with 
typhoid  fever.  Furthermore,  it  is  noted  in 
the  abstract  that  with  fever  of  more  than 
102  F.  he  showed  a pulse  rate  between  80 
and  100.  This  is  a rather  low  rate,  though 
of  course  elderly  individuals  may  show  an 
atypical  response  to  infection  and  to  fever. 
He  showed  a progressive  leukopenia.  When 
he  was  admitted,  his  total  white  count  was 
4,900.  By  the  twelfth  hospital  day,  it  had 
fallen  to  2,000;  and  by  the  thirteenth  day,  it 
was  1,950.  He  did  not  show  a monocytosis, 
in  fact  there  was  a slight  shift  to  the  left  in 
his  differential  count  late  in  the  course  of 
the  disease.  However,  the  tendency  toward 
equal  distribution  of  neutrophils,  lympho- 
cytes, and  monocytes  is  not  necessary  for  the 
diagnosis  of  typhoid  fever,  the  differential 
count  here  is  not  incompatible  with  this 
diagnosis. 

During  his  hospital  course  no  rose  spots 
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were  seen.  The  appearance  of  these  in  a 
colored  individual,  however,  is  extremely 
difficult  to  detect.  It  is  said  that  before  ad- 
mission he  was  lethargic,  but  it  is  not  said 
whether  he  was  in  coma  during  his  hospital 
stay.  There  is  a type  of  unconsciousness, 
incidentally,  which  is  common  in  typhoid 
fever  and  which  physicians  who  were  in 
practice  some  years  ago  are  familiar.  This 
is  the  so-called  coma  vigil;  the  patient  lies 
in  coma  for  long  periods  with  his  eyes  wide 
open.  These  individuals  may  recover  from 
the  disease,  but  become  blind  because  of 
damage  to  the  corneae  due  to  long  exposure. 
Nothing  is  said  about  a palpable  spleen,  but 
it  is  said  that  he  was  uncooperative  and  that 
there  was  voluntary  rigidity  of  the  abdomen. 
Under  these  circumstances,  a spleen  might 
be  very  difficult  to  outline  even  if  it  were 
enlarged. 

What  is  the  evidence  of  military  tubercu- 
losis in  this  case?  Returning  to  the  blood 
count,  a slight  shift  to  the  left  can  occur  in 
severe  infections.  The  positive  tuberculin 
alone  is  not  highly  significant.  He  had  a 
cough,  but  it  was  non-productive  and  pre- 
sumably for  this  reason  gastric  washings 
were  done.  All  three  of  these  showed  no 
acid-fast  bacilli.  However,  there  is  reported 
in  the  abstract  X-ray  evidence  of  pulmonary 
infiltration,  and  I should  like  to  see  the  ac- 
tual pictures. 

Looking  at  these  films  now,  for  the  first 
time,  I am  much  more  inclined  to  favor  a 
diagnosis  of  miliary  tuberculosis  than  I was 
on  the  basis  of  the  other  findings.  There 
is  the  statement  in  the  abstract  that  in  the 
last  film  the  density  appeared  markedly  in- 
creased but  that  technical  factors  were  in- 
volved. On  finding  this  statement  and 
knowing  that  this  patient  was  so  uncooper- 
ative, I was  prepared  to  see  some  poor  films. 
I am  surprised  that  these  show  the  process 
so  well.  There  is  definitely  a diffuse  miliary 
infiltration  and  it  can  be  followed  in  this 
series  of  films. 

Nothing  among  the  physical  and  labora- 
tory findings  rules  out  miliary  tuberculosis 
and  the  X-ray  evidence  is  strongly  sugges- 
tive of  it.  I am  making  my  original  and 
final  diagnosis  of  typhoid  fever  with  the 
reservation  that  miliary  tuberculosis  is  very 
likely.  I should  later  like  to  hear  some  com- 


ment on  these  chest  films  by  the  radiologist. 

Clinical  Diagnosis:  Typhoid  fever. 

DR.  LEON  McVAY:  Dr.  Brinkley,  will 
you  comment  on  these  films? 

DR.  AVERY  BRINKLEY:  On  August  17, 
the  impression  is  that  of  an  essentially  neg- 
ative chest  film.  However,  in  the  next  film 
of  August  20,  there  is  some  linear  density  in 
the  left  apex  within  the  circle  of  the  first 
rib;  and  there  is  a definite  miliary  infiltra- 
tion throughout  both  lungs.  A recheck  on 
August  28  shows  increased  prominence  of 
this  miliary  infiltration.  While  there  is  the 
possibility  of  typhoid  fever  or  some  other 
bacterial  infection,  this  infiltration  is  most 
characteristic  of  miliary  tuberculosis.  I 
might  add  that  to  be  seen  on  X-ray,  a lesion 
needs  to  be  about  3 millimeters  in  diameter, 
or  more.  Therefore  at  the  time  the  first  of 
these  films  was  made,  this  man  could  have 
had  a widely  disseminated  miliary  infiltra- 
tion, but  one  consisting  of  very  small  lesions 
which  were  therefore  not  visible.  Certainly 
these  films  show  a rapidly  progressing  dis- 
ease. 

DR.  HELEN  PRIETO:  This  is  a case  of 
miliary  tuberculosis.  At  the  time  of  post- 
mortem examination,  performed  three  and 
one-half  hours  after  death,  there  was  evi- 
dence of  dehydration  and  emaciation.  This 
man  weighed  only  97  pounds. 

As  might  be  expected  from  the  chest  films, 
the  most  striking  and  most  significant  find- 
ings were  in  the  lungs.  Both  were  quite 
heavy,  weighing  on  the  left  1,030  grams  and 
on  the  right  900  grams.  Of  course  these 
weights  are  more  than  twice  the  normal. 
Both  lungs  were  almost  filled  by  innumer- 
able tiny  greyish  white  nodules,  showing  a 
diffuse  distribution.  Most  of  these  were 
not  more  than  one  millimeter  in  diameter, 
though  in  the  left  upper  lobe  some  were 
slightly  larger  and  more  definitely  caseous. 
There  was  no  cavitation  at  all.  The  hilar 
lymph  nodes  showed  no  involvement  on 
gross  examination.  No  calcified  nodule 
could  be  identified  anywhere  in  the  lungs, 
nor  in  any  of  the  tracheo-bronchial  or 
broncho-pulmonary  nodes.  In  the  lower 
lobes  of  both  lungs  a few  antemortem 
thrombi  were  identified  in  small  intrinsic 
pulmonary  arteries.  There  were  no  in- 
farcts. Smears  and  cultures  from  the  lungs 
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have  shown  acid-fast  bacilli,  which  have  also 
been  demonstrated  in  sectioned  material. 

Scattered  irregularly  throughout  the  liver 
were  nodules  identical  with  those  seen  in  the 
lungs.  In  the  kidneys  there  were  numerous 
similar  lesions.  On  gross  examination,  the 
spleen  showed  marked  softening  with  oblit- 
eration of  the  usual  structure;  tubercles 
could  not  be  definitely  identified  here. 

On  microscopic  examination  there  is  evi- 
dence of  even  more  extensive  dissemination 
than  indicated  by  the  gross  findings.  All 
sections  of  both  lungs  show  literally  hun- 
dreds of  tubercles.  Most  of  these  are 
small,  with  caseous  centers  and  a narrow 
peripheral  zone  of  epithelioid  cells  and  small 
round  cells.  There  are  occasional,  but  by 
no  means  numerous,  multinucleated  giant 
cells  of  the  Langhans  type.  There  is  exten- 
sive destruction  of  alveolar  walls,  but  there 
is  little  fibrosis  and  most  tubercles  seem  to 
be  in  a fairly  early  stage  of  formation. 
Those  alveoli  not  directly  involved  bv  tu- 
bercles contain  large  numbers  of  macro- 
phages and  large  quantities  of  edema  'luid. 
In  some  there  are  numerous  polymorpho- 
nuclear neutrophils  and  bits  of  cellular  de- 
bris. Virtually  all  of  the  bronchi  and  bron- 
chioles are  filled  by  exudate  composed  of 
leukocytes  and  mucoid  material.  Tubercles 
are  not  identified,  however,  in  most  of  the 
bronchial  walls. 

There  are  tubercles  disseminated  widely 
throughout  the  liver,  and  there  is  involve- 
ment of  the  kidneys  to  a less  marked  degree. 
In  these  organs  the  lesions  resemble  those  in 
the  lungs. 

Numerous  other  tissues  have  shown  in- 
volvement microscopically.  These  include 
spleen,  bone  marrow,  pancreas,  epicardium, 
and  suprarenal  gland,  in  order  of  severity. 
In  the  spleen  very  little  intact  pulp  can  be 
recognized;  there  is  some  focal  reticulo- 
endothelial hyperplasia.  The  bone  marrow 
is  rather  extensively  replaced  by  tubercles. 
Only  occasional  lesions  are  found  in  the 
pancreas,  epicardium  and  suprarenal  gland. 

These  findings  fit  the  clinical  history  very 
well  in  most  respects.  It  is  surprising  that 
with  such  a severe  exudative  reaction  in  the 
lungs  and  in  the  bronchi  that  this  man  did 
not  cough  up  any  sputum;  on  the  other  hand, 
his  age  and  his  debilitation  may  account  for 


the  non-productivity.  The  degree  of  bone 
marrow  involvement  could  have  been  suffi- 
ciently severe  to  account  for  his  leukopenia 
and  for  his  less  marked  anemia;  there  is 
extensive  replacement  of  erythropoietic  and 
myelopoietic  elements  and  very  few  of  these 
cells  can  be  identified.  The  lesions  in  the 
pancreas,  epicardium,  and  suprarenal  gland 
are  of  interest  only  as  incidental  findings 
and  as  indications  of  the  wide  dissemination 
of  the  disease.  None  of  these  is  directly  cor- 
related with  the  clinical  history. 

It  should  be  mentioned  that  there  was  no 
pericarditis  and  that  the  gastro-intestinal 
tract  showed  no  abnormalities.  Sections  of 
several  lymph  nodes  show  no  involvement, 
but  had  every  available  node  been  sectioned 
some  would  have  almost  certainly  contained 
lesions. 

Since,  after  repeated  search,  no  single 
primary  focus  of  infection  has  been  found,  it 
is  suggested  that  this  is  a first  infection 
developing  at  one  extreme  of  life  and  run- 
ning a fulminating  course.  This  elderly  in- 
dividual developed  the  same  type  of  disease 
seen  in  early  youth,  followed  the  same  type 
of  clinical  course,  and  at  autopsy  presented 
the  typical  findings  of  an  overwhelming  in- 
fection by  tubercle  bacilli. 

There  are  no  anatomical  findings  to  ac- 
count for  the  positive  typhoid  agglutina- 
tions. The  nervous  system  showed  no 
abnormalities. 

Pathological  Diagnosis:  Miliary  tubercu- 
losis of  lungs,  liver,  spleen,  and  bone  mar- 
row, severe;  and  of  epicardium,  kidneys,  and 
right  suprarenal  gland.  Tuberculous  pneu- 
monia, bilateral.  Acute  purulent  bronchitis, 
bilateral.  Edema  of  lungs,  marked.  Throm- 
bi in  intrinsic  pulmonary  arteries  in  lower 
lobes  of  lungs,  organizing. 

DR.  McVAY:  I should  like  to  ask  whether 
this  patient  might  have  been  a typhoid  car- 
rier. Were  there  any  findings  in  the  gall- 
bladder to  suggest  this?  What  did  the  gall- 
bladder look  like? 

DR.  PRIETO:  There  were  no  findings  to 
suggest  a carrier  state.  Sections  of  gall- 
bladder show  a thin  wall.  The  mucosa  is 
completely  autolyzed  and  the  denuded  sur- 
face deeply  bile-stained.  This  is  the  normal 
post-mortem  appearance,  since  with  normal 
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function  autolysis  by  bile  proceeds  at  a very 
rapid  rate. 

DR.  McVAY:  Were  blood  cultures  and 
stool  cultures  for  typhoid  bacilli  done  post- 
mortem? 

DR.  PRIETO:  They  were  and  they  were 
negative.  A blood  culture  showed  no 
growth  of  any  kind. 

DR.  STRAIN:  According  to  the  informa- 


tion in  the  chart  of  this  patient,  the  typhoid 
agglutination  in  question  was  the  O or  so- 
matic antigen  type.  The  disease  itself  is 
supposed  to  increase  the  O titer.  Since  no  H 
agglutination  is  available,  it  is  rot  possible 
to  compare  these.  This  does,  however,  sug- 
gest that  the  1:320  titer  in  this  man  is  the 
result  of  the  actual  disease  at  some  time  in 
his  life. 


Heart  Disease  and  Pregnancy,  H.  Rosenthal  and 

J.  O’Leary,  Ain.  J.  Surg.,  82:72,  1952. 

The  incidence  of  heart  disease  in  pregnancy  is 
generally  believed  to  be  between  1 and  2.5  per 
cent.  The  importance  of  this  complication  is 
obvious  when  we  remember  that  it  exceeds  in  fre- 
quency placenta  previa,  ablatio,  rupture  of  the 
uterus,  eclampsia  and  postpartum  hemorrhage. 

Rheumatic  heart  disease  is  by  far  the  more 
common  type,  being  responsible  for  90  to  95% 
of  all  cases. 

The  most  important  factor  in  prognosis  is  the 
functional  capacity  of  the  heart.  The  following 
functional  capacity  classification  of  the  New  York 
Heart  Association  is  recommended: 

Class  I,  patients  with  cardiac  disease  and  no 
limitation  of  physical  activity. 

Class  II,  patients  with  cardiac  disease  and  slight 
limitation  of  physical  activity. 

Class  III,  patients  with  cardiac  disease  and 
marked  limitation  of  physical  activity. 

Class  IV,  patients  with  cardiac  disease  who 
are  unable  to  carry  on  any  physical  activity  with- 
out discomfort;  symptoms  of  cardiac  insufficiency 
are  present  even  at  rest. 

It  is  obvious  that  good  management  of  these 
patients  demands  the  closest  cooperation  of  cardi- 
ologist and  obstetrician. 

The  biggest  problem  in  obstetric  cardiology  is 
the  prevention  of  congestive  heart  failure,  which 
tends  to  occur  between  the  fourth  and  eighth 
months.  If  cardiac  failure  has  occurred  in  the 
early  months  of  pregnancy,  it  will  recur  in  the 
latter  months  when  the  strain  is  greater  unless 
adequate  steps  are  taken  to  prevent  it. 

A large  series  of  cases  have  now  been  compiled 
proving  that  congestive  heart  failure  with  its  ac- 
companying high  mortality  can  be  markedly  re- 
duced by  the  single  factor  of  good  prenatal  care. 
The  minimum  standard  of  prenatal  care  for  preg- 
nancy associated  with  heart  disease  is  as  follows: 

1.  Weight  gain  is  not  to  exceed  20  pounds. 

2.  Sodium  intake  should  be  restricted  through- 
out pregnancy. 

3.  Definite  daily  rest  periods  should  be  out- 
lined. 

4.  Housework  and  all  other  physical  activity 
should  be  restricted. 

5.  There  should  be  prevention  of  anemia. 


6 The  occurrence  of  a simple  cold  or  other  in- 
fection demands  complete  rest. 

7.  Class  I and  II  patients  must  be  seen  at  inter- 
vals of  two  weeks  even  in  the  early  months  of 
pregnancy.  Attention  should  be  directed  to  an 
evaluation  of  cardiac  reserve  as  evidenced  by 
undue  fatigue,  lassitude,  increasing  dyspnea  on 
exertion,  elevation  of  pulse  rate,  unexplained  ex- 
cessive weight  gain  or  edema,  or  cough.  As  the 
load  of  pregnancy  increases,  patients  in  Class  I 
and  II  may  shift  into  the  less  favorable  classes. 

8.  All  Class  III  and  IV  patients  are  to  be 
placed  at  bed  rest  from  the  12th  week  of  their 
pregnancy  until  delivery. 

9.  Any  patient  who  gives  a history  of  previous 
decompensation  is  to  be  considered  Class  III  or 
IV  regardless  of  functional  capacity  at  the  time 
first  seen. 

Rheumatic  heart  disease,  regardless  of  its  sever- 
ity, is  never  an  indication  for  cesarean  section. 
It  has  been  definitely  established  that  cesarean 
section  leads  to  higher  mortality  rate  than  vaginal 
delivery.  All  of  the  factors  responsible  for  acute 
congestive  failure  following  major  surgical  pro- 
cedures are  not  as  yet  understood:  perhaps  some 
may  be  endocrine  in  origin  with  the  adrenal  gland 
playing  a major  role. 

Heart  failure  rarely  complicates  labor  if  preg- 
nancy has  been  well  borne. 

Cesarean  section  should  be  reserved  for  those 
cases  which  have  an  obstetric  indication  for  the 
operation.  Among  those  indications  it  would  seem 
wise  to  include  also  patients  whose  physical  find- 
ings indicate  a long,  hard  labor. 

The  use  of  digitalis  should  be  reserved  for  cases 
which  have  evidence  of  decompensation.  So- 
called  prophylactic  digitalization  is  not  indicated. 
All  Class  III  and  IV  cardiac  patients  should  be 
digitalized  throughout  pregnancy.  Some  Class  II 
patients  may  benefit  by  digitalization. 

Pituitrin  has  a vasoconstrictor  and  hypertensive 
effect  and  should  be  avoided  in  the  management 
of  the  third  stage  of  labor.  Ergot  preparations, 
especially  if  given  intravenously,  have  a similar 
effect  and  are  contraindicated.  If  general  anes- 
thesia is  avoided,  oxytocics  will  rarely  be  needed. 
When  indicated  they  should  be  used  intramuscu- 
larly. 

The  choice  of  anesthesia  requires  careful  de- 
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liberation.  Epidural  and  caudal  anesthesia  have 
distinct  advantages  and  are  particularly  suited  to 
the  cardiac  patient  since  they  obliterate  the  bear- 
ing down  reflex  and  give  adequate  anesthesia  for 
forceps  delivery. 

Cardiac  decompensation  during  labor  is  the  re- 
sult of  either  inadequate  observation,  lack  of  co- 
operation or  an  acute  infection.  Of  these  three 
there  can  be  little  doubt  that  inadequate  observa- 
tion is  the  controllable  factor  responsible  for  the 
great  majority  of  deaths. 

The  importance  of  upper  respiratory  infections 
as  causative  factor  in  the  production  of  cardiac 
decompensation  cannot  be  overemphasized  and 
they  should  be  treated  promptly  and  vigorously. 

The  development  of  toxemia  in  the  pregnant 
cardiac  patient  may  be  the  precipitating  factor  in 
the  initiation  of  congestive  heart  failure.  Treat- 
ment consists  of  immediate  hospitalization  even 
for  the  mildest  cases.  Improvement  should  be 
prompt,  or  else  induction  of  labor  is  indicated. 

Congenital  heart  disease  is  the  second  most 
common  form  of  heart  disease  associated  with 


pregnancy.  Its  incidence,  however,  is  only  1.5%. 
There  is  no  reason  for  believing  that  pregnancy 
can  permanently  affect  congenital  heart  disease. 
The  risk  of  congestive  failure  is  the  same  as  in 
other  forms  of  heart  disease.  Toxemia  is  perhaps 
even  more  serious  than  in  the  rheumatic  cardiac 
patients.  The  hypertension  associated  with  tox- 
emia may  make  itself  felt  directly  upon  the 
pulmonary  circulation  through  the  congenital 
defect.  The  same  contraindications  to  cesarean 
section  are  present  in  congenital  heart  disease  as 
in  the  rheumatic  type. 

Opinions  have  conflicted  in  the  past  as  to  the 
harmful  effects  of  too  much  childbearing  upon  the 
already  damaged  heart.  Authorities  now  agree 
that  parity  alone  has  no  influence  upon  the  life 
expectancy  of  the  woman  with  heart  disease. 

Age  is  a most  important  consideration  in  these 
patients.  The  older  the  patient,  whether  pregnant 
or  not,  the  more  likely  the  possibility  of  cardiac- 
breakdown.  (Abstracted  by  Milton  Smith  Lewis,. 
M.D.,  Nashville,  Tennessee.) 
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A MESSAGE  OF  APPRECIATION 


Any  man  is  justi- 
fiably proud  of  the 
privilege  of  being 
President  of  his 
State  Medical  Asso- 
ciation. I am  espe- 
cially proud  of  the 
honor  accorded  me 
during  the  past  year 
because  of  the  men 
who  make  up  the 
Tennessee  State  Medical  Association  and 
the  things  they  are  doing. 

I wonder  if  all  our  members  realize  that 
our  Association  is  being  watched  by  others 
throughout  this  Nation.  That  is  because 
the  TSMA  is  pioneering  in  several  fields  of 
medical  care. 

The  Tennessee  Plan  of  Voluntary  Health 
Insurance  has  survived  its  labor  pains  and 
has  passed  through  infancy.  With  almost 
half  a million  Tennesseans  covered  under 
this  Plan,  it  is  being  copied  by  a number  of 
other  state  medical  associations. 

Three  new  types  of  postgraduate  courses 
were  pioneered  during  the  past  year  by  a 
large  segment  of  our  membership — the  gen- 
eral practitioners. 

Our  Public  Service  Committee,  composed 
of  sixteen  leaders  of  organized  medicine,  is 
plowing  new  ground  in  its  effort  to  establish 
a medical  care  program  for  the  indigent 
which  would  be  the  only  one  of  its  type  in 
the  country.  This  proposed  program  is  at- 
tracting the  attention  of  medical  leaders 
throughout  the  Nation.  Copies  of  the  Indi- 
gent Hospitalization  Study  and  the  proposed 
Act  have  been  requested  by  the  American 
Hospital  Association,  the  American  Public 
Welfare  Association,  the  AMA,  medical  li- 
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braries  of  a dozen  great  universities  and 
numerous  state  medical  associations. 

President  Eisenhower  himself  has  said 
that  the  answer  to  socialized  medicine  is 
“locally  administered  medical  care  programs 
for  the  indigent.”  The  Tennessee  program 
will  provide  exactly  such  a benefit  for  suf- 
fering humanity. 

In  relinquishing  the  Presidency  to  Dr. 
A.  M.  Patterson,  I want  to  record  my  deepest 
appreciation  for  the  support  given  to  the 
things  I have  tried  to  do  in  the  past  eleven 
months.  I also  want  to  pay  tribute  to  the 
excellent  work  done  by  many  of  the  com- 
mittees of  the  Association. 

The  Legislative  and  Public  Policy  Com- 
mittee is  now  in  the  midst  of  its  work  of 
guiding  bills  through  the  General  Assembly. 

The  Public  Service  Committee,  besides  its 
work  on  the  indigent  bill  for  the  past  two 
years,  turned  in  an  excellent  job  of  obtain- 
ing registration  and  voting  of  doctors  and 
their  families  last  fall. 

A superb  piece  of  work  is  being  done  now 
by  the  Council  on  Health  and  Medical  Care 
of  the  Tennessee  Medical  Foundation  in  its 
efforts  to  extend  services  to  medically  iso- 
lated areas  of  the  State. 

The  Prepayment  Insurance  Committee 
should  take  a bow  for  nursing  The  Tennes- 
see Plan  through  its  adolescent  stage. 

Space  will  not  permit  the  award  of  bou- 
quets to  all  the  committees  who  deserve  it. 

To  the  membership  of  the  Association  I 
express  my  heartfelt  appreciation  with 
those  three  words  which  have  no  real  sub- 
stitute in  flowery  language — I thank  you. 
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THE  SCIENTIFIC  PROGRAM  OF 
THE  1953  ANNUAL  SESSION 

In  this  issue  appears  the  scientific  program 
of  the  one  hundred  and  eighteenth  Annual 
Session  of  the  Tennessee  State  Medical  As- 
sociation. 

As  in  the  past  two  years,  about  two-thirds 
of  the  subjects  to  be  presented  at  the  Scien- 
tific Session  have  been  selected  by  the  non- 
urban  component  societies.  The  symposia 
have  been  chosen  by  members  of  the  Com- 
mittee on  Scientific  Work  and  the  remainder 
of  the  papers  have  been  picked  from  those 
offered  by  members  of  the  Association. 

The  Scientific  Sessions  of  the  State  Asso- 
ciation have  been  limited  to  three  forenoons. 
This  permits  of  the  trial  of  an  innovation  in 
the  Scientific  Program  for  1953.  The  Com- 
mittee on  Scientific  Work  offered  to  the 
Board  of  Trustees  a suggestion  that  the  aft- 
ernoons at  the  Annual  Session  be  left  free 
for  the  scientific  programs  of  special  socie- 
ties. The  Board  decided  to  introduce  this 
feature  this  year. 

The  purpose  of  this  innovation  is  three- 
fold. (1)  To  change  Monday  to  a full  day 


of  scientific  work  beginning  in  1954.  (The 
disadvantages  of  the  present  schedule  are: 
(a)  some  of  those  attending  the  meetings  of 
the  special  societies  never  remain  for  the 
meeting  of  the  Association,  (b)  general  prac- 
tioners  have  not  been  able  to  take  advantage 
of  the  specialists’  programs,  and  (c)  the 
meeting  of  the  House  of  Delegates  has  pre- 
vented members  belonging  to  the  special 
societies  from  attending  their  meetings.) 
(2)  To  make  available  to  the  general  practi- 
tioners the  meetings  of  the  special  societies, 
giving  them  the  opportunity  to  hear  their 
member  and  guest  speakers.  (3)  To  provide 
the  speciahst  groups  with  an  opportunity  to 
make  a valuable  contribution  to  the  Tennes- 
see State  Medical  Association  as  a whole. 

For  this  year’s  session  the  following  spe- 
cial groups  have  scheduled  afternoon  meet- 
ings:—College  of  Surgeons,  Tennessee  Dia- 
betes Association,  Tennessee  Academy  of 
General  Practice,  Tennessee  Radiological 
Society  and  the  College  of  Chest  Physicians. 
In  1954  the  Tennessee  Society  of  Patholo- 
gists will  have  an  afternoon  meeting,  and  it 
is  hoped  that  the  Tennessee  Academy  of 
Ophthalmology  and  Otolaryngology,  the 
Tennessee  Pediatric  Society  and  the  Tennes- 
see Orthopedic  Society  will  alter  their  By- 
laws to  permit  them  to  join  in  this  new  type 
of  program. 

Since  the  By-laws  of  the  State  Association 
could  not  be  revised  before  the  coming  An- 
nual Session,  the  meeting  this  year  will  ex- 
tend through  Thursday.  In  1954  it  is  antici- 
pated the  Session  again  will  extend  only 
from  Monday  through  Wednesday. 

In  the  opinion  of  the  Committee  on  Scien- 
tific Work  and  the  Board  of  Trustees  this 
type  of  program  will  offer  a much  broader 
educational  experience  to  the  members  of 
the  Tennessee  State  Medical  Association. 
At  the  same  time  it  will  tend  to  fuse  mem- 
bers having  divergent  interests  into  a unified 
fraternity  able  to  present  a solid  front  in 
meeting  the  problems  of  a changing  society. 

R.  H.  K. 

4c 

THE  DOCTOR'S  PART  IN  FEDERAL 
AND  STATE  ASSISTANCE  PROGRAMS 

No  matter  how  much  the  taxpayer  may 
rail  against  the  trend  toward  socialism,  Fed- 
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eral  and  State  assistance  programs  are  here 
to  stay,  and  it  is  doubtful  that  anyone, 
thinking  coolly  about  these  matters,  would 
eliminate  them.  After  all  the  poor  have 
always  been  with  us  and  have  been  cared 
for  at  least  to  some  extent  by  private  philan- 
thropy if  not  by  taxation. 

However,  the  taxpayer  has  a right  to  de- 
mand that  only  the  deserving  poor  be  aided. 
This  may  turn  in  many  instances  on  the 
acts  of  members  of  the  medical  profession. 

Following  these  editorial  pages  is  a report 
by  the  State  Advisory  Committee  to  the  Aid 
to  Dependent  Children  program.  Your  Ed- 
itor, as  Chairman  of  this  Committee,  has 
invited  this  report  as  an  object  lesson  to  the 
profession. 

That  the  Tennessee  Department  of  Public 
Welfare  was  forward  looking  is  shown  by  its 
action  as  the  first  in  the  Country  to  request 
aid  from  the  medical  profession  in  reviewing 
disabilities  for  ADC  beneficiaries.  Since  the 
employment  of  a Medical  Review  Board, 
through  the  cooperation  of  organized  medi- 
cine, there  has  been  a saving  since  Septem- 
ber, 1950,  of  $3,189,852.00  annually  (a  total 
of  over  $6,000,000.00)  in  only  this  one  branch 
of  Public  Welfare, — Aid  to  Dependent  Chil- 
dren. A saving  of  $510,376.00  to  the  tax- 
payers of  Tennessee  for  one  year,  and  a sav- 
ing to  the  counties  of  $127,594.00  annually. 
The  remainder  is  a saving  in  Federal  funds. 

We  as  doctors  may  ask,  other  than  a tax 
burden,  of  what  interest  are  these  facts  to 
us!  The  answer  lies  in  this  statement,— we 
as  a profession  are  an  essential  participant 
in  this  program.  No  child  profits  by  an 
A.D.C.  grant  for  disability  of  a parent  except 
by  the  certification  of  a physician  in  the 
home  community . If  a recipient  of  a grant 
is  undeserving  of  it,  we  as  doctors  are  ac- 
cessories to  the  fact.  Thus  it  behooves  us 
to  look  carefully  into  the  “backache”  before 
certifying  to  a disability  which  may  cost  the 
taxpayer  thousands  of  dollars.  We  should 
stop  and  think  before  certifying  diabetes 
mellitus  as  a disability.  Not  only  is  diabetes 
a non-disabling  disease  but  the  patient’s 
health  may  actually  be  harmed  in  interdict- 
ing activity  and  thereby  raising  his  insulin 
requirements.  Not  only  should  the  doctor 
hesitate  in  certifying  to  disability  on  the 
grounds  of  a hernia,  but  he  should  use  all 


his  persuasive  powers  in  getting  the  man  to 
apply  for  Vocational  Rehabilitation,  and 
thereby  a herniorrhaphy,  so  that  he  may 
become  economically  independent  as  soon 
as  possible. 

Members  of  the  profession  are  cooperat- 
ing, and  should  continue  to  do  so,  in  exam- 
ining parents  on  disability  when  requested 
to  do  so  by  the  Medical  Review  Board. 

The  report  indicates  also  that  more  of  the 
recipients  could  be  rehabilitated  if  facilities 
for  the  treatment  of  the  medically  indigent 
were  available.  Here  is  another  strong  ar- 
gument for  the  bill  for  the  Hospitalization 
of  the  Indigent.  With  such  a lever  the  fam- 
ily doctor  could  well  say  to  the  father  having 
a hernia  and  applying  for  an  A.D.C.  grant, — 
“I’ll  put  you  in  the  hospital,  repair  your  her- 
nia, and  then  you  can  get  back  to  work  for 
your  youngsters.” 

Every  physician  should  have  a clear  un- 
derstanding of  his  responsibility  in  social 
legislation,  and  a realization  that  much  of  it, 
the  good  and  the  abuse,  rests  on  his  shoul- 
ders. 

R.  H.  K. 

* 

TO  SET  THE  RECORD  STRAIGHT 

Presumably  a letter  was  sent  to  the  Com- 
ponent Medical  Societies  over  the  signature 
of  the  Blount  County  Medical  Society  and 
dated  November  8,  1952.  This  letter  had  to 
do  with  the  proposed  bill  for  the  hospitali- 
zation of  the  indigent. 

The  final  paragraph  stated,  “So  that  the 
question  may  receive  full  study  by  the  en- 
tire membership  of  the  Tennessee  State 
Medical  Association  this  letter  is  being  sub- 
mitted to  the  Editor  of  the  Journal  and  its 
early  publication  requested.” 

On  February  4 the  Editor  received  this 
letter  with  a covering  letter  by  the  Secre- 
tary of  the  Blount  County  Medical  Society 
which  was  dated  January  29.  1953.  (It  had 
been  addressed  to  the  office  of  the  Executive 
Secretary  and  had  to  be  forwarded  to  the 
office  of  the  Editor.)  The  letter  stated,  “It 
was  our  intention  to  mail  you  a copy  of 
Blount  County  Medical  Society’s  letter.  . . . 
Enclosed  you  will  find  a copy  of  our  let- 
ter. . . .” 

Your  Editor  wishes  it  clearly  understood 
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that  as  long  as  he  is  Editor  of  the  Journal 
he  recognizes  the  right  of  any  group  within 
the  Association  to  openly  express  its  opinion 
and  to  publicize  it.  From  the  dates  men- 
tioned it  is  obvious  that  the  letter  was  not 
suppressed.  By  the  time  it  was  first  seen 
by  your  Editor  the  February  issue  of  the 
Journal  was  in  galley  proof.  Furthermore, 
its  publication  in  the  March  issue  would  be 
pointless  since  at  the  called  meeting  of  the 
House  of  Delegates  the  pros  and  cons  of  the 
bill  had  been  discussed  freely. 

R.  H.  K. 


THE  AID  TO  DEPENDENT  CHILDREN 
PROGRAM 

A Report  by  the  State  Advisory  Committee 

Most  physicians  fail  to  realize  the  impor- 
tant role  the  medical  profession  plays  in  the 
administration  of  Federal  and  State  assist- 
ance programs.  If  recently  proposed  legis- 
lation giving  assistance  to  the  totally  and 
permanently  disabled  becomes  effective, 
thorough  physical  examinations  will  become 
most  important  in  the  proper  allocation  of 
vast  sums  of  tax  money.  This  report  pro- 
poses to  familiarize  the  medical  profession 
with:  (1)  the  purpose  of  the  public  assistance 
programs;  (2)  the  problems  of  administra- 
tion as  they  concern  the  doctor;  (3)  what  is 
being  done  about  the  problems;  (4)  the  im- 
portance of  adequate  examinations. 

The  Federal  Social  Security  Act  passed  in 
1935  provides  for  matching  funds  to  the 
states  for  public  assistance  to:  (1)  needy 
persons  over  65  years  of  age;  (2)  the  needy 
blind;  (3)  needy  children  who  are  deprived 
of  parental  support  by  reason  of  death,  ab- 
sence from  the  home,  or  the  physical  or 
mental  disability  of  the  parent.  The  latter 
is  known  as  the  Aid  to  Dependent  Children 
(ADC)  Act.  Tennessee  passed  legislation  in 
1937  to  participate  in  these  programs;  the 
Tennessee  Department  of  Public  Welfare 
has  administered  assistance  to  these  three 
groups  of  needy  people. 

The  present  day  ADC  program  had  its 
beginning  in  the  mothers  aid  program  of 
1910  (and  not  during  the  New  Deal).  In 


that  year  Illinois  passed  a bill  to  give  public 
assistance  to  widows  with  children.  By  1935 
when  the  Social  Security  Act  was  enacted 
all  but  two  states  in  the  Union  had  passed 
similar  legislation.  This  early  program  was 
based  on  the  thought  expressed  in  the  White 
House  Conference  on  Child  Welfare  in  1909, 
— that  children  should  not  be  removed  from 
their  home  by  reason  of  poverty  only.  The 
concept  of  the  preservation  of  the  home  for 
the  child  remains  the  basic  principal  of  the 
ADC  program.  Further  there  is  the  belief 
that  all  children  should  have  the  benefit  of 
education  as  is  reflected  in  our  compulsory 
education  and  child  labor  laws.  If  all  chil- 
dren are  to  remain  in  school  until  the  age 
of  17  years  as  required  by  law,  there  must 
be  some  public  provision  for  needy  children. 

The  ADC  program  provides  assistance  for 
the  child  (not  the  parent)  in  the  sum  of 
$24.00  per  month  for  the  first  child  and  $15.00 
for  each  succeeding  child.  The  average 
monthly  payment  per  family  in  Tennessee 
is  $49.38.  The  money  for  the  grant  is  pro- 
vided by  the  Federal,  State  and  County  gov- 
ernments in  the  approximate  ratios  of  80 
per  cent,  16  per  cent  and  4 per  cent  respec- 
tively. Children  under  18  years  of  age  are 
eligible  for  the  program;  those  between  the 
ages  of  16  and  18  years  do  not  qualify  for 
aid  unless  they  are  attending  school. 

In  this  report  we  are  concerned  primarily 
with  the  part  of  the  ADC  program  in  which 
the  child  is  deprived  of  parental  support  by 
reason  of  physical  or  mental  disability.  Ob- 
viously, this  is  one  of  the  most  difficult  parts 
of  the  assistance  program  to  administer  and 
the  area  in  which  most  help  is  needed  from 
the  medical  profession.  Although  the  ADC 
program  has  been  administered  in  Tennessee 
since  1937  without  any  change  in  the  legal 
provisions  relating  to  deprivation  of  paren- 
tal support  by  reason  of  disability,  there 
have  been  some  substantial  changes  in  the 
administration  of  this  part  of  the  program 
during  the  past  three  years.  These  devel- 
opments have  contributed  to  sounder  admin- 
istration of  the  program  and  should  be  un- 
derstood by  the  physicians  in  the  State. 

In  June,  1950,  the  Department  made  pro- 
vision for  more  complete  medical  examina- 
tions in  order  to  determine  disability  under 
ADC.  (It  adopted  the  fee  scale  used  by  the 
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Division  of  Vocational  Rehabilitation,  which 
had  been  approved  by  the  state  medical  ad- 
visory committees  for  that  agency.)  Since 
then  the  Department  has  been  able  to  obtain 
the  examinations  necessary  to  establish  dis- 
ability as  long  as  hospitalization  is  not  re- 
quired. Unfortunately  no  funds  are  avail- 
able for  treatment  after  the  diagnosis  is 
made. 

August,  1951,  the  position  of  Medical  Con- 
sultant was  set  up  in  the  Department  and 
the  part  time  services  of  an  internist  were 
secured.  This  was  an  important  step  as  it 
was  the  first  time  that  any  medical  person 
had  been  a member  of  the  Department’s  staff 
to  assist  in  the  administration  of  the  ADC 
program. 

In  September,  1951,  the  Department  began 
a review  of  medical  reports  for  determina- 
tion of  disability  for  ADC.  This  was  initi- 
ated without  adequate  medical  personnel  to 
review  all  cases.  However,  it  was  felt  that 
intelligent  planning  could  not  be  done  for 
this  group  of  cases  without  an  analysis  of  the 
problems  involved,  including  the  number  of 
cases  needing  review,  their  distribution  over 
the  State  and  the  medical  problems  in- 
volved. 

At  the  same  time  the  Commissioner  of 
Public  Welfare  formed  a State  Advisory 
Committee  to  study  the  problem  and  to 
make  recommendations  to  the  Department. 
The  Tennessee  State  Medical  Association 
was  asked  to  appoint  representatives  to 
serve  on  the  Committee.  Three  physicians 
were  appointed  by  the  State  Medical  Asso- 
ciation, one  of  whom  serves  as  chairman  of 
the  Committee.  In  addition  to  the  medical 
personnel  on  the  Committee,  a representa- 
tive from  the  Vocational  Rehabilitation  Di- 
vision, and  Employment  Security  were  asked 
to  serve  on  the  Committee.  This  committee 
was  established  to  advise  the  Department  on 
certain  basic  problems  as, — (1 ) how  to  deter- 
mine disability  for  the  ADC  program,  (2) 
how  to  work  most  effectively  towards  re- 
habilitation and  re-employment  of  the  dis- 
abled ADC  parent. 

The  Committee  met  first  in  April,  1952. 
The  members  of  the  Committee  agreed  that 
some  type  of  medical  review  board  for  deter- 
mination of  disability  for  the  Department  is 
essential  for  sound  administration  of  the 


ADC  program.  After  careful  consideration 
of  whether  review  boards  should  be  on  a 
county,  regional  or  state  level,  the  Commit- 
tee recommended  the  establishment  of  a 
state  medical  review  board.  Because  of  the 
number  of  cases  needing  review  and  the 
medical  problems  involved,  the  Committee 
recommended  that  the  Department  secure 
the  services  of  two  internists,  one  orthope- 
dic and  one  general  surgeon,  each  for  one- 
half  day  a week,  to  constitute  the  review 
board.  The  recommendations  of  the  Com- 
mittee were  accepted  by  the  Commissioner 
of  Public  Welfare  and  the  medical  review 
board  started  to  function  in  August,  1952. 
(The  medical  personnel  on  the  board  were 
appointed  by  the  Commissioner  from  a list 
of  physicians  provided  by  the  Nashville 
Academy  of  Medicine  and  the  Davidson 
County  Medical  Society.) 

Since  the  beginning  of  the  Social  Security 
program  in  1937,  reports  on  examination  of 
the  eye  for  Aid  to  the  Blind  have  been  re- 
viewed by  an  ophthalmologist  who  is  given 
the  responsibility  of  determining  blindness 
for  the  Department.  The  criteria  for  visual 
acuity  are  more  exact  than  those  for  disa- 
bility for  ADC.  Since  the  problem  of  deter- 
mining disability  for  ADC  is  more  complex 
and  difficult  than  for  blindness,  the  Depart- 
ment needed  even  more  medical  aid  in  this 
responsibility. 

Tennessee  is  the  first  state  to  establish  a 
state  Medical  Review  Board  for  the  deter- 
mination of  disability  for  ADC.  Therefore, 
the  Department  of  Public  Welfare  with  the 
help  of  its  Advisory  Committee  has  done 
constructive  pioneering  in  the  field  of  the 
administration  of  public  assistance.  The 
goal  continues  to  be  one  of  trying  to  improve 
the  administration  of  this  portion  of  the  as- 
sistance program. 

Since  August,  1952,  all  decisions  regarding 
disability  for  ADC  have  been  made  by  the 
Medical  Review  Board.  During  August, 
September  and  October,  1952,  the  average 
number  of  cases  reviewed  per  month  was 
548,  with  57  per  cent  being  approved  for  dis- 
ability. During  November  and  December, 
1952,  and  January,  1953  there  was  an  aver- 
age of  416  cases  reviewed  per  month  with  an 
approval  rate  of  68  per  cent.  Does  the  appre- 
ciable reduction  of  applications  with  a sig- 
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nificant  rise  in  approval  mean  that  the  De- 
partment is  having  to  process  fewer  ineligi- 
ble applicants?  If  this  interpretation  is 
sound,  it  is  a welcome  trend,  since  the  ad- 
ministrative expense  in  processing  an  in- 
eligible applicant  is  as  great  as  for  one  who 
is  found  to  be  eligible. 

It  is  impossible  to  conclude  how  the 
change  in  administration  concerning  the  es- 
tablishment of  disability  has  effected  the 
ADC  case-load.  Certain  information,  how- 
ever, is  strongly  indicative  of  its  effect  on 
the  case-load.  A study  of  closed  cases  in 
September,  1950,  shows  that  48  per  cent  of 
the  families  receiving  ADC  at  that  time 
were  eligible  because  of  the  disability  of  the 
parent.  During  the  fiscal  year  July,  1951, 
to  July,  1952,  35.3  per  cent  of  the  ADC  ap- 
plications were  approved  for  assistance  on 
the  basis  of  disability  of  the  parent.  Accord- 
ing to  these  statistics  we  have  had  an  appre- 
ciable drop  in  the  percentage  of  cases  where 
deprivation  of  parental  support  is  caused  by 
disability. 


The  ADC  case-load  reached  its  highest 
point  in  number  of  families  and  expendi- 
tures in  September,  1950,  with  25,902  fami- 
lies receiving  ADC  at  the  cost  of  $1,238,112.- 
00  per  month.  Since  that  time  the  case-load 
and  expenditures  have  declined  almost  un- 
interruptedly, and  in  October,  1952,  had 
dropped  to  19,693  families  with  a total 
monthly  expenditure  of  $972,291.00.  This  is 
a monthly  decrease  in  expenditures  of  $265,- 
821.00  or  $3,189,852.00  annually  (see  Figs.  1 
and  2). 

Not  all  of  the  recipients  of  ADC  due  to 
disability  are  long  term  recipients.  An  idea 
of  the  nature  of  the  illnesses  carried  on  the 
program  is  provided  by  the  accompanying 
table.  (Table  I.)  A few  of  these  parents 
will  be  removed  from  this  group  by  death- 
others  have  short  term  illnesses  that  are 
self-limited.  Those  of  the  second  largest 
group  (tuberculosis)  receive  free  therapy, 
and  many  of  these  are  rehabilitated.  How- 
ever, it  appears  that  tuberculosis  is  still  one 
of  our  major  causes  of  dependency.  Of 


TENNESSEE’S  ADC  CASELOAD 


Families  july  1950 -January  1953 


Fig.  1.  This  shows  the  decrease  in  case-load  carrie’  by  the  Aid  to  Dependent  Children  Program  since 
the  utilization  of  medical  advice  and  special  examinations  was  instituted  by  the  Department  of  Public 
Welfare.  (Courtesy.  Department  of  Public  Welfare.) 
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Table  I 

Causes  of  Disability  of  Fathers  Whose  Families 
Were  Approved  for  Aid  to  Dependent  Children 
Grants — Tennessee  Department  of  Public  Welfare. 
Diagnosis  for  the  Period  August , 1952,  Through 
January,  1953 

Total 

Number  PerCent 
Disability  of  Fathers  of  Total* 


Toim 

1,783 

100 

Heart 

284 

15.9 

Tuberculosis 

256 

14.4 

Fracture 

127 

7.1 

Arthritic 

123 

6.9 

Mental  Disability 

116 

6.5 

Senility 

105 

5.8 

Other  chest  conditions 

95 

5.3 

Peptic  ulcer  (complicated  only) 

46 

2.6 

Malignancies 

40 

2.2 

Ruptured  disc 

39 

2.2 

Blind 

39 

2.2 

Epilepsy 

27 

1.5 

Amputations 

22 

1.2 

Cerebral  accidents 

19 

1.1 

Others! 

445 

24.1 

Source:  Records  of  Medical  Review  Board,  Ten- 
nessee Department  of  Public  Welfare. 

^Percentages  rounded  to  nearest  tenth. 
fNone  of  the  disabilities  included  in  this  group 
are  as  great  in  number  as  any  one  of  the  above. 


2,889  cases  reviewed  by  the  Board  from 
August  1,  1952,  through  January,  1953,  sur- 
gical or  medical  treatment  was  suggested  for 
480  or  16  per  cent.  Treatment  was  provided 
by  Vocational  Rehabilitation  in  many  cases, 
but  this  Agency  is  unable  to  care  for  all  the 
medically  indigent,  physically  disabled  pop- 
ulation with  its  present  appropriation.  Dur- 
ing the  past  year  about  300  recipients  of 
ADC  were  rehabilitated  into  gainful  em- 
ployment. Probably  many  more  of  these 
could  be  removed  from  the  rolls  of  the  ADC 
if  facilities  for  treatment  were  made  more 
available  to  the  medically  indigent. 

The  ADC  program  can  be  and  has  been 
improved  by  more  thorough  examinations 
with  accurate  reporting  of  objective  find- 
ings. The  central  Review  Board  has  a defi- 
nite advantage  over  a local  review  in  that 
it  can  render  more  equitable  decisions 
throughout  the  state.  However,  the  Board 
must  rely  on  the  information  recorded  by 
examining  physicians.  The  cooperation  of 
the  doctors  over  the  state  in  performing  the 
requested  examinations  has  been  excellent. 


TENNESSEE'S  ADC  PAYMENTS 


-Fig.  2.  This  shows  the  decreasing  expenditures.  (Courtesy,  Department  of  Public  Welfare.) 
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The  Department  of  Public  Welfare  hopes 
that  it  is  moving  towards  its  goal  of  granting 
assistance  to  all  those,  and  only  those,  needy 
children  who  are  deprived  of  parental  sup- 
port because  of  disability. 


SC  IENTIFIC  PROGRAM 
GENERAL  SESSIONS 
BALLROOM,  PEABODY  HOTEL 
TUESDAY,  APRIL  14,  1953 

9:25-9:50 

Pulmonary  Emphysema,  Chronic  Bronchitis  and 
Bronchiectasis 

Dr.  Foster  Hampton,  Jr.,  Chattanooga 
Discussor:  Dr.  William  E.  Denman,  Memphis 

9:50-10:15 

The  Treatment  of  Discoid  Lupus  Erythematosus 

Dr.  Robert  N.  Buchanan,  Jr.,  Nashville 
Discussor:  Dr.  Emmett  R.  Hall,  Memphis 

Exhibits  10:15-10:45 

10:45-12:00 

Symposium — Disturbances  in  Electrolytes 

Moderator — Dr.  James  D.  Hardy,  Memphis 

Fluid  Balance  Problems  in  Internal  Medicine 

Dr.  Leland  Johnston,  Jackson 

Fluid  Balance  Problems  in  Children 

Dr.  Robert  Bowman,  Johnson  City 

WEDNESDAY,  APRIL  15,  1953 

9:00-9:25 

*The  Diagnosis  and  Treatment  of  Patent  Ductus 
Arteriosus 

Dr.  William  K.  Swann,  Jr.,  and  Dr.  Thomas  L. 

Lomasney,  Knoxville 
Discussor:  Dr.  Charles  B.  Olim,  Memphis 

9:25-9:50 

Anxiety  States 

Dr.  Frank  Luton,  Nashville 
Discussor:  Dr.  Carrol  Turner,  Memphis 

9:50-10:15 

The  Uses  and  Abuses  of  Injectables  in  Office  Prac- 
tice 

Dr.  W.  W.  Taylor,  Memphis 

Discussor:  Dr.  Charles  V.  Dowling,  Memphis 

Exhibits  10:15-10:45 

10:45-11:10 

Vagotomy  and  Antral  Resection  in  the  Treatment 
of  Duodenal  Ulcer 

Dr.  J.  Lynwood  Herrington,  Jr.,  and 
Dr.  Leonard  W.  Edwards,  Nashville 
Discussor:  Dr.  James  Kirtley,  Nashville 

11:10-11:35 

Management  of  Headaches 

Dr.  Edward  P.  Cutter,  Clarksville 
Discussor:  Dr.  Frederic  E.  Cowden,  Nashville 


11:35-12:00 

Present  Day  Treatment  of  Hemorrhagic  Diseases 

Dr.  L.  W.  Diggs,  Memphis 

Discussor:  Dr.  Phil  B.  Bleecker,  Memphis 

THURSDAY,  APRIL  16,  1953 

9:00-9:25 

Indications  for  Cesarean  Section 

Dr.  Roy  A.  Douglas,  Jr.,  Jackson 
Discussor:  Dr.  W.  O.  Tirrill,  Nashville 

9:25-9:50 

The  Medical  Evaluation  of  the  Surgical  Patient 

Dr.  J.  Pervis  Milnor,  Memphis 
Discussor:  To  be  announced 

9:50-10:15 

Ringworm  of  the  Scalp 

Dr.  J.  W.  Baird,  Memphis 

Discussor:  Dr.  Robert  L.  Patterson,  Chatta- 
nooga 

Exhibits:  10:15-10:45 

10:45-12:00 

Symposium — Geriatric  Care 

Dr.  B.  F.  Byrd,  Jr.,  Moderator,  Nashville 

Management  of  Some  Medical  Conditions  Associ- 
ated with  Aging 

Dr.  Frederic  E.  Cowden,  Nashville 

Dermatologic  Problems  in  Geriatric  Patients 

Dr.  Robert  C.  Thompson,  Chattanooga 

Psychiatric  Aspects  of  Geriatric  Care 

Dr.  Wade  H.  Boswell,  Knoxville 

Management  of  the  Aged  Surgical  Patient 

Dr.  B.  F.  Byrd,  Jr.,  Nashville 


* 


AMERICAN  COLLEGE  OF  SURGEONS 
TENNESSEE  CHAPTER 
ANNUAL  MEETING  IN  CONJUNCTION 
WITH  THE  TENNESSEE  STATE 
MEDICAL  ASSOCIATION 
TUESDAY,  APRIL  14.  1953 
2:00  to  5:00  P.M. 

Auditorium,  Institute  of  Pathology 
The  University  of  Tennessee 
858  Madison  Avenue 
Dr.  R.  L.  Sanders,  President, 

Presiding 
2:00  P.M. 

Introduction,  Dr.  R.  L.  Sanders 
Welcome  to  the  University  and 
Comments  on  Clinical  Research 
Program 

Dr.  Harwell  Wilson  (2  minutes). 
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Symposium  on  Burns 

Dr.  Wm.  Milton  Adams,  Moderator 

1.  Is  Present  Fluid  Therapy  Rational? 

Dr.  William  A.  Neely  (7%  minutes) 

2.  Demonstration  of  Experimental  Equipment 

Dr.  Frank  C.  Wilson,  Jr.  (7%  minutes) 

3.  A Restatement  of  Some  Physiological  Problems 
in  Burns 

Dr.  James  D.  Hardy  (10  minutes) 

4.  Open  Method  Treatment  of  Burns 

Dr.  Leigh  K.  Haynes  (10  minutes) 

5.  Closed  Method  Treatment  of  Burns 

Dr.  McCarthy  DeMere 

6.  Late  Treatment  of  Burns 

Dr.  Lorenzo  H.  Adams  (10  minutes) 

3:20  to  3:30  P.M. 

Intermission 
3:30  P.M. 

1.  Acute  Surgical  Conditions  in  Infants  a. id  Young 
Children 

Dr.  C.  E.  Gillespie  (10  minutes) 

2.  Congenital  Heart  Disease  with  Cyanosis:  Its 
Relationship  to  Fetal  Deformity 

Dr.  C.  B.  Olim  (10  minutes) 

3 Massive  Liver  Tumors — Surgical  Treatment 

Dr.  Harwell  Wilson  (10  minutes) 

4.  Tendon  Injuries  of  the  Hand 

Dr.  Malcolm  Aste  (10  minutes) 

5 Errors  Associated  with  Intramedullary  Fixation 
of  Fractures  of  the  Femur 

Dr.  Hugh  Smith  (10  minutes) 

6.  Treatment-Management  of  Surgical  Injuries  of 
the  LTreter 

Dr.  T.  D.  Moore  (10  minutes) 

WEDNESDAY,  APRIL  15,  1953 
Grand  Ballroom 
Peabody  Hotel 

1:30  P.M. 

1.  Post-Phlebitic  Leg 

Dr.  Rudolph  Matas  Landry,  Chattanooga, 
Tenn.  (20  minutes) 

2.  Surgery  of  the  Diaphragm 

Dr.  David  H.  Waterman,  Knoxville,  Tenn.  (20 
minutes) 

3.  Pancreatitis 

Dr.  William  Shingleton,  Duke  University, 
Durham,  N.  C.  (30  minutes) 

4.  Surgical  Conditions  of  Thyroid 

Dr.  David  Henry  Poer,  Atlanta,  Ga.  (30  min- 
utes 

5.  The  Management  of  Cervical  Spine  Injuries 

Dr.  J.  William  Hillman,  Vanderbilt  University, 
Nashville,  Tenn.  (30  minutes) 

6.  The  College:  Its  Past,  Present  and  Future 

Dr.  Paul  R.  Hawley,  Chicago,  111.  (30  minutes) 

7.  Business  Meeting — Election  of  Officers 


TENNESSEE  ACADEMY  OE 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
LOUIS  XVI  ROOM,  PEABODY  HOTEL 
MONDAY,  APRIL  13 

A Case  Report  on  Diabetic  Glaucoma  Treated  by 
Cydo-Electrolysis 

Dr.  Richard  A.  Miller,  Memphis,  Tenn. 

Case  Report  on  Epithelial  Down-Growth  Following 
Cataract  Operation 

Dr.  J.  B.  Cross,  Memphis,  Tenn. 

Surgical  Treatment  of  Intractable  Vertigo  of  Laby- 
rinthine Origin 

Dr.  W.  G.  Kennon,  Jr.,  Nashville,  Tenn. 
Discussed  by  Dr.  Sam  Sanders,  Memphis,  Tenn. 

Treatment  of  Advanced  Cancer  of  Hypopharynx, 
Larynx  and  Cervical  Esophagus 

Dr.  Edwin  W.  Cocke,  Memphis,  Tenn. 

Discussed  by  Dr.  Ralph  R.  Braund,  Memphis, 
Tenn. 

Recognition  of  Lesions  of  the  Optic  Chiasm:  Report 
cf  Cases 

Henry  Carroll  Smith,  Nashville,  Tenn. 
Discussed  by  Dr.  John  L.  Montgomery,  Knox- 
ville, Tenn. 

Case  Report  on  Allergy 

Dr.  Sam  H.  Sanders,  Memphis,  Tenn. 

Some  Simple  Surgical  Procedures  on  the  Eyelids 

Dr.  Philip  M.  Lewis,  Memphis,  Tenn. 

Case  Report  on  Mixed  Tumor  of  Hypopharynx 
with  Malignant  Changes  and  Distant  Metastasis 

Dr.  Herbert  Duncan,  Nashville,  Tenn. 

Operative  Treatment  of  Suppuration  of  the  Hypo- 
tympanic  and  Eustach'an  Tube  Regions 

Dr.  Likely  W.  Simpson,  Memph:s,  Tenn. 

* 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

MONDAY,  APRIL  13 

4:00-6:00  P.M. 

Fellowship  Hours — GP  Hospitality  Room 
Third  Floor,  Peabody 
7:00  P.M. 

Annual  Banquet — Ballroom,  Peabody 
Business  Session 
Installation  of  Officers 

Wednesday,  April  15 

Scientific  Forum 
Dr.  C.  B.  Roberts,  Presiding 
2:00  P.M. 

Georgian  Room — Peabody 

Allergies 

Dr.  Oscar  Hansen-Pf.uss,  Duke  University 
School  of  Medicine 

The  Diagnosis  and  Treatment  cf  Hyperthyroidism 

Dr.  Robert  Salassa,  Mayo  Clinic 


SCIENTIFIC  PROGRAM 


March,  1953 


I 10 


TENNESSEE  STATE  PEDIATRIC 
SOCIETY 

LE  BONHEUR  CHILDREN’S  HOSPITAL 
APRIL  13,  1953 


TENNESSEE  DIABETES  ASSOCIATION 
FIFTH  ANNUAL  MEETING 
WEDNESDAY,  APRIL  15 
LOUIS  XVI  ROOM,  PEABODY  HOTEL 


8:30 

9:15 

10:30 

10:45 

12:00 

1:15 


1:45 


2:15 

2:30 

2:45 


3:15 


A.M.  Registration 
A.M.  Case  Presentations* 

A.M.  Intermission 
A.M.  Case  Presentations* 

M.  Luncheon  — Le  Bonheur  Children’s 
Hospital 

P.M.  Respiratory  Distress  in  the  Newborn. 
The  Hyaline  Membrane  Syndrome  and 
Its  Differential  Diagnosis  and  Treat- 
ment 

Dr.  Stewart  Clifford,  Brookline, 
Mass. 

P.M.  Normal  and  Pathological  Histology  of 
the  Fetal  and  Newborn  Lung 

Dr.  Edith  Potter,  Chicago,  111. 

P.M.  Discussion 
P.M.  Intermission 

P.M.  The  Prevention  of  Infection  in  Prema- 
turely Born  Infants 
Dr.  Stewart  Clifford 
P.M.  Importance  of  Post-Mortem  Examina- 
tion in  Determining  the  Cause  of  Death 
in  the  Newborn 
Dr.  Edith  Potter 


3:45  P.M.  Discussion. 

*Business  meeting  to  follow  scientific  session. 

The  following  conditions  selected  from  the  rec- 
ords of  Memphis  pediatricians  and  hospitals  will 
be  presented  in  the  form  of  case  presentation  dur- 
ing the  forenoon  session  on  a strict  time  schedule — 
time  permitting,  discussion  will  be  allowed  on: 


1.  Adreno-genital  Syndrome,  made  and  female, 
being  treated  with  cortisone. 


2.  Galactosemia. 

3.  Hyperthyroidism  in  the  newborn  period. 

4.  Ovarian  Agenesis. 

5.  Pyocyaneus  sepsis. 

6.  Six  attacks  of  purulent  meningitis  in  8 year  old 
boy. 


7.  Tuberculous  meningitis  cured  with  streptomy- 
cin. 


8.  Idiopathic  lipemia. 

9.  Eosinophilic  granuloma. 

10.  Laurence-Moon-Biedel  Syndrome. 

11.  Gargoylism. 

12.  Tracheo-esophageal  fistula  in  a 12  year  old 
male. 

13.  Hernias  in  infancy. 

14.  Annular  pancreas. 


* 

TENNESSEE  RADIOLOGICAL  SOCIETY 

CADET  ROOM,  PEABODY  HOTEL 
TUESDAY,  APRIL  14,  1953 
LUNCHEON,  12:30  P.M. 

High  Voltage  Radiography  in  the  Diagnosis  of 
Colonic  Polypi 

Cesare  Gianturco,  M.D.,  Urbana,  111. 

Late  Radiation  SequelEae 

Milton  Adams,  M.D.,  Memphis,  Tenn. 

Film  Reading  Session 


12:00  M.  Luncheon  (by  reservation) 

Open  to  General  Assembly 
Guest  Speaker — Nutrition;  Squibb  Re- 
search Institute 

2:00  P.M. — Case  Presentation — Dwarfism  Associ- 
ated with  Hypothyroidism  and  Diabe- 
tes 

Iris  A.  Pearce,  M.D.,  Memphis 
Discussion — Jean  Hawkes,  M.D.,  In- 
structor in  Medicine,  University  of 
Tennessee  College  of  Medicine 
2:20  P.M.  Hormonal  Control  of  Lipid  Metabol- 
ism 

Donald  B.  Zilersmit,  Ph.D.,  Associate 
Professor  of  Physiology,  University 
of  Tennessee  College  of  Medicine 

10  Minute  Recess 

3:00  P.M.  The  First  Annual  Camp  for  Diabetic 
Children  in  Tennessee 
Albert  S.  Easley,  M.D.,  Chattanooga 
3:30  P.M.  A Simplified  Diet  Formula  for  Dia- 
betics 

Philip  C.  Thomas,  M.D.,  Knoxville 
4:00  P.M.  Insulin  Lipodystrophy  — Case  Report 

(slides) 

Alfred  P.  Kraus,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  University  of 
Tennessee  College  of  Medicine 
4:30  P.M.  Business  Meeting  and  Election  of  Of- 
ficers. Members  only. 

* 

TENNESSEE  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 
MAIN  BALLROOM— PEABODY 
THURSDAY,  APRIL  16 

Organizational  meeting  for  the  Tennessee  Chap- 
ter will  be  held  at  12  noon — Luncheon. 

AFTERNOON  SESSION 
Resection  for  Pulmonary  Tuberculosis 

1)  Walter  Diveley,  M.D.,  2)  Douglas  H.  Rid- 
dell, M.D.,  and  3)  Rollin  A.  Daniel,  Jr.,  M.D., 
Nashville,  Tenn. 

Application  of  Enzymes  and  Detergents  to  Chest 
Diseases 

1)  Duane  Carr,  M.D.,  2)  S.  F.  Robbins,  M.D., 
and  3)  E.  F.  Skinner,  M.D.,  Memphis,  Tenn. 

Bronchiogenic  Carcinoma.  Common  Diagnostic 
Pitfalls  and  Their  Consequences 

1)  William  K.  Rogers,  M.D.,  and  2)  David  H. 
Waterman,  M.D.,  Knoxville,  Tenn. 

Drug  Therapy  in  Pulmonary  Tuberculosis 

Thomas  B.  Haltom,  M.D.,  Thayer  VA  Hospital, 
Nashville,  Tenn. 


+ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 
MONDAY,  APRIL  13 

Registration,  Peabody  Hotel,  12:00  Noon-5:00  P.M. 
Board  Dinner,  Pompeiian  Room,  Peabody  Hotel, 
6:30  P.M. 
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TUESDAY,  APRIL  14 

Registration  (continued),  Peabody  Hotel,  9:00- 
10:00  A.M. 

General  Session,  Louis  XVI  Room,  Peabody  Hotel, 
10:00-12:30  P.M. 

Luncheon,  Georgian  Room,  Peabody  Hotel,  12:30 
P.M. 

Installation  Dinner,  Georgian  Room,  Peabody  Ho- 
tel, 6:00  P.M. 

TSMA  Open  Meeting  (President’s  Night),  Ball- 
room, 8:00  P.M. 

WEDNESDAY,  APRIL  15 

Post  Board  Meeting,  Pompeiian  Room,  Peabody 
Hotel,  10:00  A.M. 

TSMA  Open  Meeting  (Fun  Night),  Ballroom,  6:30 
P.M. 


* 


SPECIAL  MEETINGS  AND 
ANNOUNCEMENTS 

PUBLIC  HEALTH  COUNCIL 

The  Public  Health  Council  will  meet  at  the 
Tuberculosis  Hospital  at  10:30  A.M.,  Tuesday, 
April  14.  Luncheon  following. 

COMMITTEE  ON  POSTGRADUATE 
INSTRUCTION 

The  Committee  will  have  a luncheon  meeting  in 
Room  306,  Peabody  Hotel,  at  noon  on  Monday, 
April  13. 

PUBLIC  SERVICE  COMMITTEE 

The  Committee  will  have  a luncheon  meeting  in 
Room  306  on  Wednesday,  April  15,  at  noon. 

PEDIATRIC  SOCIETY  BUFFET  SUPPER 

The  Memphis  Pediatric  Society  will  entertain 
all  out-of-town  pediatricians  and  their  wives  at  a 
cocktail  party  and  buffet  supper  on  Sunday,  April 
12,  5:30  to  7:30  P.M.,  at  the  University  Club. 

PRESIDENT’S  NIGHT 

Tuesday,  April  14,  8:00  P.M.,  Ballroom, 
Peabody  Hotel 

FUN  NIGHT 

Wednesday,  April  15,  6:30  P.M.,  Ballroom, 
Peabody  Hotel 


Dr.  G.  Edward  Campbell,  EENT  specialist 
of  Johnson  City,  died  January  18,  1953,  at 
Memorial  Hospital  following  a heart  attack. 


Dr.  James  Davis  Smith,  Franklin,  died  of 
a heart  attack  on  February  5,  1953.  Aged 


Dr.  Cecil  H.  Brown 

Whereas,  on  February  6,  1953,  Dr.  Cecil  H. 
Brown  passed  away  at  his  home  in  Jackson,  Ten- 
nessee, at  the  age  of  44. 

Whereas,  he  was  born  in  Meridian,  Mississippi, 
October  10,  1908,  and  graduated  from  Washington 
University  Medical  School  in  St.  Louis,  Missouri, 
in  1936,  and  received  his  intern  and  resident  train- 
ing at  the  City  Hospital  of  St.  Louis. 

Whereas,  he  entered  medical  practice  with  his 
father.  Dr.  R.  S.  Brown,  in  1938  in  Jackson,  Ten- 
nessee, until  his  entry  into  the  United  States  Army 
in  1941  and  after  his  return  from  the  Army  in 
1946. 

Whereas,  he  faithfully  served  his  country  in  the 
capacity  of  medical  officer  for  five  years,  serving 
two  distinct  periods  of  two  years  each  in  overseas 
operations  in  the  South  Pacific  Theatre.  He  re- 
ceived the  Bronze  Star  Medal  for  meritorious 
achievement  during  his  last  period  of  overseas 
duty. 

Whereas,  he  was  a faithful  and  devoted  member 
of  the  First  Baptist  Church  of  Jackson,  Tennessee, 
and  was  quite  active  in  his  Sunday  School  class. 

Whereas,  he  was  a member  of  the  American 
Medical  Association,  Tennessee  State  Medical  As- 
sociation, Consolidated  Medical  Assembly  of  West 
Tennessee  and  West  Tennessee  Medical  and  Sur- 
gical Society.  He  was  a local  surgeon  for  the 
Illinois  Central  Railroad. 

Whereas,  he  was  a member  of  the  Staff  of  the 
Jackson-Madison  County  General  Hospital  and 
served  in  various  capacities  in  the  organization  of 
that  hospital.  He  was  recently  elected  the  Assist- 
ant to  the  Chief  of  Staff  and  the  Chief  of  the 
Medical  section  of  that  hospital. 

Whereas,  he  has  manifested  a keen  interest  in 
the  medical  profession  and  a love  of  his  fellow 
man  and  his  memory  will  always  linger  in  the 
hearts  of  his  friends  and  fellow  physicians  of  West 
Tennessee;  now  therefore,  be  it 

Resolved,  that  the  members  of  the  Consolidated 
Medical  Assembly  of  West  Tennessee  hereby  ex- 
press its  deep  regret  and  sorrow  in  the  loss  of  this 
young  physician  and  that  a copy  of  these  Resolu- 
tions be  sent  to  the  State  Medical  Journal  and  one 
filed  as  a permanent  record  of  cur  organization. 

G.  B.  Wyatt,  Chairman 
Resolutions  Committee 
J.  C.  Pearce 
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PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga  and  Hamilton  County 
Medical  Societies 

From  the  Hamilton  County  Herald,  January  16,  1953 

Dr.  Stephenson  Holds  Mirror  Up  to  Medics 

Local  physicians  are  still  talking  about  . . . the 
paper  read  by  Dr.  W.  G.  Stephenson  when  he  as- 
sumed the  presidency  of  the  local  Medical  Society 
last  week. 

The  pait  in  which  the  public  would  be  most 
interested  follows: 

No  profession  advocates  a higher  ethical  and 
professional  ideal,  and  no  profession  more  gener- 
ally practices  its  high  standards,  than  does  the 
medical  profession.  No  group  so  resents  the  neces- 
sity for  entering  the  public  forum  to  debate  . . . 
proposals  put  forward  by  starry-eyed  idealists  or 
self-seeking  politicians.  . . . The  medical  profession 
has  a public  duty,  and  an  obligation  to  make  its 
voice  heard  in  those  matters  concerning  which  it 
is  best  informed  and  most  qualified  to  speak. 

Even  in  the  midst  of  the  battle  to  protect  the 
health  of  the  people  . . . there  are  problems  within 
the  profession.  . . . The  medical  profession  knows, 
and  the  public  suspects,  that  all  is  not  in  perfect 
order  within  our  house. 

We  expect  and  we  deserve  the  confidence  and 
support  of  the  public.  In  the  main  we  have  been 
given  that  support  and  confidence,  but  in  a degree 
less  marked  than  in  previous  years.  The  public  has 
questions  which  we  do  not  always  answer  satis- 
factorily. They  see  sore  spots  which  the  medical 
profession  makes  little  effort  to  heal,  and  a large 
proportion  of  the  lay  public  therefore  questions 
the  sincerity  of  our  convictions.  What  are  the 
problems,  the  sore  spots  which  need  consideration, 
and  prompt  and  effective  action?  . . . 

We  are  accused  of  a certain  failure  to  take  a 
personal  interest  in  the  patient  and  his  family.  . . . 
The  sick  person  cares  little  about  rare  or  unusual 
diagnosis,  or  highly  technical  procedures  used  in 
effecting  a recovery.  . . . But  a kindly  word  dropped 
here  and  there  to  the  patient  or  the  family  will 
work  wonders  and  pay  rich  dividends  in  trust  and 
confidence.  . . . The  most  frequent  failures  of  mem- 
bers of  the  profession  are  in  the  realm  of  the  per- 
sonal rather  than  professional  dereliction. 

Some  of  our  lay  friends  accuse  us  of  having  a 
professional  false  pride.  They  protest  that  we 
will  not  explain  in  lay  language  what  we  are  doing, 
what  medicine  we  are  using,  and  what  it  may  be 
expected  to  accomplish.  . . . They  lose  confidence 
in  the  doctor  who  feels  it  beneath  his  dignity  to 
examine  school  children  or  make  a talk  before  the 
P.T.A.  . . . This  group  also  fails  to  vote  on  grounds 
that  “politics  is  a dirty  business.”  But,  they  are 


loudly  vocal  concerning  anything  that  meets  with 
their  disapproval.  . . . 

There  is  a tremendous  emotional  impact  to  ill- 
ness. Anxiety  and  fright  combine  to  produce  a 
willingness  to  try  any  measures,  regardless  of  ex- 
pense. . . . Too  frequently  has  the  medical  profes- 
sion been  guilty  of  charging  disproportionately  for 
new  and  novel  measures.  Too  often  have  a few 
doctors  based  their  fees  on  “What  the  traffic  will 
bear,”  rather  than  on  honest  appraisal  based  on 
services  and  need.  The  practice  of  medicine 
should  not  produce  wealth.  . . . 

The  Public  Service  Committee  of  our  State  Asso- 
ciation has  asked  that  we  devote  one  or  two  meet- 
ings each  year  to  medical  ethics.  . . . The  principles 
as  embodied  in  the  Hippocratic  Oath  . . . are 
designed  primarily  to  prevent  harm  to  the  pa- 
tient. . . . 

Ours  is  a profession  of  service,  by  its  very  na- 
ture. Our  services  are  available  to  all  who  need 
them  regardless  of  race,  color,  creed  or  financial 
status.  The  medical  profession  also  is  a vocation, 
a means  of  earning  a living.  ...  A great  teacher 
once  defined  the  profession  as  “an  organized  calling 
in  which  men  pursued  a learned  art  and  are 
united  in  the  pursuit  of  it  is  a public  service — no 
less  a public  service  because  they  make  a liveli- 
hood.” 

We  are  members  of  a noble  profession.  . . . Our 
ideals  are  exalted.  Our  ethical  standards  are 
above  reproach.  We  deservedly  are  entrusted  with 
the  most  intimate  secrets  of  our  patients.  We  are 
given  confidence  in  matters  of  life  and  death.  . . . 
But  confidence  and  trust  impose  tremendous  re- 
sponsibilities. . . . The  body  of  knowledge  encom- 
passing the  practice  of  medicine  has  grown  far 
beycnd  the  capacity  of  any  one  man  to  assimilate 
or  to  utilize.  It  . . . has  made  specialization  neces- 
sary. . . . 

The  medical  profession,  and  organized  medi- 
cine in  particular,  must  as;ume  two  responsibili- 
ties. First,  the  individual  practitioner  must  be 
constantly  alert,  and  everlastingly  conscientious, 
to  assure  that  his  patients  are  receiving  from  him 
good,  efficient,  scientific,  sympathetic  and  ethical 
care.  And  second,  that  the  medical  profession 
provides  a guarantee  to  the  lay  public  that  mem- 
bers of  our  profession  protected  by  the  cloak  of 
membership  in  medieal  organizations,  be  likewise 
efficient,  capable,  honest  and  ethical.  It  takes 
courage  to  discipline  or  to  expel  an  incompetent 
or  dishonest  member  of  our  profession,  but  the 
public  has  a right  to  expect  of  us  that  sort  of  cour- 
age, and  we  of  the  medical  profession  have  no 
right  to  expect  the  confidence  and  trust  of  the 
public  unless  we  are  willing  to  face  courageously 
that  challenge. 

Ours  is  a great  profession,  which  demands  of 
each  of  us  great  accomplishments.  Not  the  least 
of  those  demarids  is  self-criticism,  honest  evalua- 
tion, and  the  courage  to  purge  our  profession  of 
cur  faults  and  our  weaknesses. 
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Nashville  Academy  of  Medicine 

Dr.  Richard  L.  Varco,  professor  of  surgery 
at  University  of  Minnesota  School  of  Medi- 
cine, was  the  guest  speaker  at  the  February 
10  meeting  of  the  Academy.  Dr.  Varco’s 
subject  was  “The  Surgeon’s  Role  in  Dis- 
eases involving  the  Biliary  Tract — Some 
Glimpses  of  the  Problems  Involved.” 

* 

At  the  February  24  meeting,  Dr.  James  D. 
Schuler  read  a paper  on  “Cervical  Block  for 
Dislocated  Shoulder,”  and  Dr.  John  R.  Glo- 
ver, Jr.,  presented  a paper  on  “A  Newer 
Type  of  Intramedullary  Fixations  for  Frac- 
tures Into  and  Near  Joints.” 

+ 

The  Academy  has  instituted  a feature 
newspaper  column  which  appears  every  Sat- 
urday in  the  Nashville  Banner.  The  column 
entitled  “M.  D.  (My  Doctor)”  is  designed  to 
assist  the  public  on  health  and  medical  prob- 
lems and  invited  inquiries  from  the  public 
which  are  answered  in  the  column  by  a com- 
mittee of  members  of  the  Academy. 

+ 

Giles  County  Medical  Society 

Dr.  J.  U.  Speer  was  re-elected  President  of 
the  Society  and  Dr.  W.  K.  Owen  was  re- 
elected Secretary  at  an  organizational  meet- 
ing held  last  month. 

* 

Consolidated  Medical  Assembly 

Sixty  members  of  the  Assembly  heard  Dr. 
Alys  Lipscomb  and  Dr.  Malcolm  Steven- 
son address  the  Assembly  at  its  regular 
monthly  dinner  meeting  in  Jackson  on 
February  3.  Dr.  Lipscomb’s  subject  was 
“Treatment  of  Thyroid  Disease  with  Radio- 
active Iodine.”  Dr.  Stevenson’s  subject  was 
the  “Treatment  of  Pancreatitis."  The  pa- 
pers were  discussed  by  Dr.  Cecil  Brown  and 
Dr.  Baker  Hubbard  respectively. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  had  as  its  guests  at  the  Feb- 
ruary 12  meeting  Dr.  Daugh  W.  Smith. 
Nashville,  President  of  the  State  Associa- 
tion, Mr.  V.  O.  Foster,  Executive  Secretary, 


and  Ed  Bridges,  Public  Service  Director,  and 
Jack  Ballentine,  Executive  Secretary  of  the 
Nashville  Academy  of  Medicine. 

Mr.  Ballentine  read  a paper  on  “What  an 
Executive  Secretary  for  a Local  Medical  So- 
ciety Can  Do.”  He  reviewed  his  work  and 
the  accomplishments  of  the  Nashville  Acad- 
emy under  their  present  organizational 
scheme.  Dr.  Smith  brought  greetings  from 
the  State  Association. 

The  scientific  program,  which  followed  the 
guest  speakers,  included  a paper  by  Dr.  C.  R. 
Kiefer,  Jr.,  on  “Psychiatry  and  Everyday 
Medical  Practice”;  a film  on  “Chattanooga’s 
Cerebral  Palsy  Program”;  and  a discussion 
of  “The  Exceptional  Child”  by  Dr.  Augustus 
McCravey. 

The  Society  is  currently  sponsoring  a se- 
ries of  symposia  on  Heart  Disease  in  coop- 
eration with  the  Chattanooga  Area  Heart 
Association. 

* 

Roane  County  Medical  Society 

Dr.  R.  B.  Robins,  Camden,  Ark.,  President 
of  the  American  Academy  of  General  Prac- 
tice, addressed  the  Society  in  its  February 
meeting. 

4c 

Knoxville  Academy  of  Medicine 

At  the  February  3 meeting,  Dr.  G.  Turner 
Howard  discussed  “The  Surgical  Repair  and 
Rehabilitation  of  Cleft  Palate  and  Harelip 
Patients.”  The  paper  was  discussed  by  Dr. 
J.  B.  Ely. 

* 

The  February  17  meeting  was  held  in  the 
Academy’s  auditorium  and  a film  on  the  his- 
tory, production,  pharmacology  and  clinical 
effects  of  Digoxin  was  shown. 

The  Academy  is  now  awarding  attractive 
membership)  certificates  to  its  members. 
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Admiral  Boone  Deplores  "Segment  of 
Medicine"  Opposed  to  VA 

Vice-Admiral  Joel  T.  Boone,  medical  chief  of 
the  Veterans  Administration,  is  convinced  that 
a segment  of  medicine  is  so  determined  to  elimi- 
nate non-service-connected  disability  care  that  it 
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would,  in  the  process,  destroy  the  entire  VA  medi- 
cal program.  In  testimony  before  the  House  Vet- 
erans Affairs  Committee,  Admiral  Boone  declared 
“we  were  able  to  defeat”  in  the  AMA  House  of 
Delegates  last  December  a resolution  which  he 
claimed  would  have  “destroyed  our  program.” 
He  added  that  it  was  “inconceivable  that  anyone, 
in  or  out  of  the  profession,”  would  take  such 
steps.  The  resolution  obviously  was  that  pro- 
posed by  the  Special  Committee  on  Federal  Medi- 
cal Services;  it  included  a proposal  that  non- 
service disabilities  be  limited  to  care  for  tubercu- 
losis and  psychiatric  and  neurological  disorders. 
Admiral  Boone  stated  there  was  “not  much  differ- 
ence” between  non-service  and  service-connected 
disabilities.  (From  AMA  Washington  Letter  No. 
6.) 

* 


Defense  Department  Proposes 
Regroupings  in  Doctor  Draft 

Defense  Department’s  proposals  for  amending 
and  extending  the  Doctor  Draft  law  were  dis- 
closed yesterday  at  a Pentagon  meeting  attended 
by  representatives  of  the  AMA  and  eight  other 
professional  associations.  In  brief,  the  main  pro- 
visions include  the  following: 

1.  All  registrants  except  those  in  the  present 
Priorities  I and  II  to  be  divided  into  two  groups. 
First  to  be  taken,  those  with  no  military  service, 
who  would  be  inducted  by  age,  with  the  youngest 
going  first.  Next , those  who  have  had  active  duty, 
with  those  having  the  leact  active  duty  inducted 
first.  (Those  remaining  in  the  present  Priorities 
I and  II  to  be  called  immediately  on  expiration  of 
deferrals.) 

2.  Maximum  age  for  inductions  would  be  main- 
tained at  51.  (A  lower  maximum  had  been  dis- 
cussed informally.) 

3.  Men  called  to  duty  as  reservists  would  be 
commissioned  in  grades  “commensurate  with  pro- 
fessional education,  experience  or  ability”;  in 
other  words,  current  arbitrary  limitations  on  num- 
bers of  higher  commissions  would  be  waived  in 
case  of  medical  officers. 

4.  Other  provisions — law  to  expire  July  1,  1955; 
National  and  State  Advisory  Committees  contin- 
ued and  strengthened;  World  War  II  service  with 
co-belligerents  recognized  for  purposes  of  Doctor 
Draft;  $100  special  pay  not  disturbed.  Reserve 
commissions  would  terminate  upon  completion  of 
stipulated  active  service.  (From  AMA  Washing- 
ton Letter  No.  7.) 


MEDICAL  NEWS 


IN  TENNESSEE 


University  of  Tennessee 
College  of  Medicine 

Dr.  James  A.  Taylor,  senior  psychiatrist 
at  Kennedy  Veterans  Hospital,  will  join  the 


staff  of  the  University  of  Tennessee  College 
of  Medicine  March  first  as  assistant  profes- 
sor of  Psychiatry  and  Neurology  and  Clinical 
Director  at  the  Gailor  Psychiatric  Hospital. 
He  is  a graduate  of  Vanderbilt  University 
School  of  Medicine. 

* 

The  Postgraduate  Department  offered  a 
three-day  program  in  obstetrics  and  gyne- 
cology for  midsouth  physicians  March  11, 
12  and  13,  under  the  direction  of  Dr.  Frank 
Whitacre,  chief  of  the  Division  of  Obstetrics 
and  Gynecology.  It  included  lectures  and 
demonstrations  by  members  of  the  staff  of 
the  division,  aided  by  members  of  other  de- 
partments within  the  University. 

* 

Vanderbilt  University 
School  of  Medicine 

New  Lab  Building  Slated  at  VU;  $350,000  Unit 
Possible  Through  Gift  Made  by  Dr.  Light's  Father 

Construction  of  a two-story  laboratory 
building  for  surgical  research  will  begin  this 
spring. 

The  new  building,  which  will  cost  approx- 
imately $350,000  including  equipment,  will 
be  made  possible  through  a gift  from  Dr.  S. 
Rudolph  Light  of  Kalamazoo,  Mich.  Dr. 
Light  is  the  father  of  Dr.  Rudolph  A.  Light, 
associate  professor  of  surgery  in  the  Van- 
derbilt School  of  Medicine. 

The  new  structure  will  be  approximately 
20,000  square  feet  in  area  and  will  be  erected 
between  the  two  northwest  wings  of  the 
Vanderbilt  Hospital-Medical  School,  form- 
ing a junction  at  one  end  to  the  University’s 
new  Graduate  Sciences  Laboratory  Building, 
now  under  construction.  The  building,  to  be 
known  as  the  “S.  Rudolph  Light  Laboratory 
for  Surgical  Research,”  will  house  experi- 
mental laboratories  for  advanced  study  and 
research  in  surgery.  In  addition  there  will 
be  laboratories  for  the  teaching  of  surgery 
and  for  special  studies. 


Dr.  Howell  H.  Sherrod,  Johnson  City,  has  been 
recently  certified  by  the  American  Board  of  Or- 
thopedic Surgery. 

Dr.  John  B.  Steele,  Chattanooga,  is  reported 
much  improved  following  a recent  illness. 
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Dr.  Paul  D.  Richards,  Knoxville,  has  returned 
to  the  Children’s  Clinic  for  pediatric  practice  after 
two  years  of  military  service. 

Dr.  Don  Cates,  Newport,  is  now  associated  with 
the  Valentine-Shults  Clinic  there. 

Dr.  James  W.  Tenpenny,  native  of  Murfreesboro, 
has  joined  the  surgical  staff  of  Campbell’s  Clinic, 
Memphis. 

Dr.  W.  E.  Denman,  director  of  the  State  Tuber- 
culosis Hospital,  Nashville,  has  resigned  effective 
April  1.  Dr.  E.  F.  Harriman  will  succeed  him  as 
director. 

Dr.  William  S.  Dew,  native  of  Athens,  has 
opened  his  office  at  303  College  Street,  Maryville. 
He  formerly  practiced  in  Chattanooga,  and  has 
recently  completed  two  years  of  military  service 

Dr.  J.  Owsley  Manier,  Nashville,  a Past-Presi- 
dent of  this  Association,  suffered  a stroke  in  late 
January.  He  has  been  removed  from  the  hospital 
to  his  home  and  is  improving  slightly. 

Dr.  Peter  W.  Koenig  opened  offices  in  Waynes- 
boro last  month  on  Hill  Street. 

Dr.  John  Lesher,  Knoxville,  is  the  new  President 
of  Deane  Hill  Country  Club.  Dr.  J.  P.  Cullum  is 
Vice-President  and  Chairman  of  the  Board. 

Drs.  Louis  A.  Killeffer  and  Stratton  Jones  held 
open  house  in  their  new  clinic  in  Harriman  last 
month. 

Dr.  James  A.  Loveless,  Gallatin,  held  dedication 
services  and  open  house  at  his  new  hospital  and 
medical  center  last  month. 

Dr.  C.  B.  Witt,  native  of  Knoxville,  was  expected 
to  become  associated  with  Dr.  Roy  R.  Bowes  in 
Goodlettsville  in  February. 

Dr.  R.  L.  Whittaker,  another  native  Knoxvillian, 
has  opened  his  office  at  Doctor’s  Clinic  in  Good- 
lettsville. 

Dr.  Samuel  L.  Watlley,  Memphis,  retired  recently 
as  director  of  the  communicable  disease  control 
unit  of  the  Shelby  County  Public  Health  Depart- 
ment. His  work  was  cited  in  an  editorial  in  the 
Commercial  Appeal  on  January  24th. 

Dr.  Thomas  E.  Miller,  79,  Ripley,  has  a record 
of  4,200  deliveries — more  babies  than  his  town 
has  people.  He’s  still  in  active  practice. 

Dr.  L.  S.  Nease,  Newport,  was  installed  as  Pres- 
ident of  the  Mid-South  Postgraduate  Assembly 
during  its  meeting  in  Memphis  last  month.  Dr. 
N.  L.  Hyatt,  Covington,  was  named  Vice-President 
for  Tennessee. 

Dr.  Clarence  H.  Farrar,  Manchester,  has  re- 
turned from  a two-year  military  service  in  Korea, 
and  is  reassociated  with  his  father  at  the  Farrar 
Clinic. 

Dr.  Ralph  Jones,  Eagleville,  is  expected  to  be- 
come the  director  of  a clinic  for  the  practice  of 
medicine  in  Eagleville  soon.  The  clinic  building 
is  being  built  by  the  residents  of  the  community. 

Dr.  John  L.  Shek,  of  the  Chattanooga  State  Tu- 


berculosis Hospital,  is  now  a diplomate  of  the 
American  Board  of  Surgery. 

Dr.  Roberta  Shepard  has  opened  offices  for  the 
practice  of  internal  medicine  at  5402  Kingston 
Pike,  Knoxville. 

Dr.  B.  L.  Holladay,  Huntingdon,  has  been  named 
the  1952  winner  of  “Young  Man  of  the  Year”  by 
Huntingdon  Jaycees. 

Dr.  Charles  W.  Hawkins,  Chattanooga,  an- 
nounces the  opening  of  his  offices  in  the  Profes- 
sional Building  for  the  practice  of  urology. 
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Cardiac  Therapy.  By  Harold  J.  Stewart, 

M.D.  New  York:  Paul  B.  Hoeber,  Inc., 

1952.  622  pages.  Price  $10.00. 

This  book  is  a valuable  reference  book  by 
an  experienced  clinician  and  teacher.  The 
major  theme  is  that  of  the  title, — the  treat- 
ment of  the  patient  having  heart  disease. 
Pathologic  physiology  is  introduced  when- 
ever needed  to  explain  the  rationale  of  ther- 
apy. 

The  first  chapters  are  given  over  to  gen- 
eral subjects  which  are  related  commonly 
to  the  several  specific  types  of  heart  disease 
to  be  considered  later  in  the  book.  The  first 
chapter  then,  on  congestive  failure,  is  im- 
portant and  considers  the  disturbed  physi- 
ology and  the  resultant  objectives  in  treat- 
ment. These  include  discussions  of  rest, 
sodium  restriction,  fluids  and  drugs, — digi- 
talis, diuretics,  oxygen,  sedatives,  etc.  The 
special  features  such  as  pulmonary  edema 
and  nocturnal  dyspnea  receive  considera- 
tion. 

Following  this  basic  chapter  are  others  on 
mercurial  diuretics,  digitalis  and  anticoagu- 
lant drugs.  The  indications  and  therapeutic 
and  toxic  effects  of  various  preparations  are 
considered  in  detail.  The  fifth  chapter  is  an 
excellent  one  on  the  management  of  the 
cardiac  irregularities. 

The  remaining  chapters  take  up  individ- 
ually the  specific  forms  of  heart  disease, — 
congenital,  rheumatic,  syphilitic,  hyperten- 
sive, arteriosclerotic,  coronary  diseases  with 
angina,  myocardial  infarction,  and  less  com- 
mon ones  such  as  heart  disease  of  myxe- 
dema, beri-beri,  pulmonary  disease,  etc. 
Chapters  are  devoted  to  diseases  of  the  me- 
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diastium,  pericardium,  bacterial  endocardi- 
tis, effort  syndrome  and  others.  Considera- 
tion of  heart  disease  in  the  aged  and  in  preg- 
nancy are  valuable  chapters.  Two  chapters 
are  devoted  to  surgery  and  heart  disease.  A 
chapter  covers  what  to  tell  patients  who 
have  heart  disease  and  another  the  subject 
of  diet  in  heart  disease. 

In  the  opinion  of  the  reviewer  this  book 
will  be  most  helpful  to  the  physician  need- 
ing to  ti'eat  the  cardiac  patient.  The  simple 
and  clear-cut  presentation  of  the  material  is 
a big  asset  to  the  family  physician  who  man- 
ages the  treatment  and  life  of  most  patients 
having  heart  disease.  This  work  is  warmly 
recommended  for  the  doctor  who  needs  a 
recent  reference  volume  on  this  subject. 

R.  H.  K. 


PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Location  Wanted 

A 29  year  old  physician,  single,  Methodist, 
degree  U.  T.,  1946,  1 year  rotating  internship, 
15  months  general  practice,  now  flight  surgeon 
USAF  will  be  discharged  December,  ’52.  Prefers 
20,000-up  city.  Would  consider  institutional  prac- 
tice but  prefers  association  with  another  M.D. 
Available  January  1,  1953.  LW-15 

* 

A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 
Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

4c 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
partnership.  Available  January  1,  1953. 

LW-17 


A 28  year  old  physician,  married,  three  chil- 
dren, Episcopalian,  degree  Vanderbilt,  1952.  Ro- 
tating internship,  Saginaw  General  Hospital.  32 
months  service.  Priority  IV,  wishes  General  Prac- 
tice in  a small  community  within  referring  dis- 
tance of  Nashville.  LW-18 


A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 
tunity to  establish  solo  practice.  Available  July 
1,  1953. 

LW-24 


A 29  year  old  physician,  married,  Methodist, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4b  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 

LW-25 


A 33  year  old  physician,  married,  Protestant, 
now  in  surgery  residency,  formerly  in  general 
practice,  military  priority  4,  with  two  years  mili- 
tary service  U.S.  Army,  desires  location  in  town 
from  25,000  to  200,000.  Would  consider  associate 
or  assistant  relationship,  clinic  group  and  part- 
time  industrial  practices.  Available  June  30,  1953. 

LW-26 


Two  U.  T.  ’52  graduates  desire  location  to  es- 
tablish partnership  clinic.  Both  World  War  II 
veterans,  married,  and  serving  internships.  Avail- 
ab'e  September  1. 

LW-27 


A 29  year  old,  married  physician,  protestant, 
degree  Temple,  1952,  interning  at  Frankford  Hos- 
pital, Philadelphia,  desires  location  for  general 
practice  on  an  assistant  or  associate  basis.  Now 
in  Reserve  Air  MC;  28  months  military  service. 
Available  July  1. 

LW-28 


A 58  year  old  physician,  Board  certified  in 
Surgery  and  Gynecology,  degree  Harvard  in  1924, 
single  and  protestant,  desires  to  re-locate.  World 
War  I veteran. 

LW-29 


Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953. 

LW-30 
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Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 

LW-31 


Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine. 

PW-22 


Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. 

LW-32 


Physician  Wanted 


A middle  Tennessee  general  practitioner  is  going 
into  military  service  about  January  1,  1953.  His 
$10,000  worth  of  equipment  can  be  bought  at  a 
reasonable  price.  Practice  is  grossing  two  to  three 
thousand  dollars  a month.  Various  financial  ar- 
rangements possible.  Desires  physician  to  take 
over  practice  while  in  service. 

PW-16 


East  Tennessee  urban  general  practitioner  leav- 
ing for  Armed  Services.  Would  like  someone  to 
take  his  general  practice  for  two  years.  Office, 
well  equipped  including  x-ray,  is  located  in  the 
suburbs  of  an  East  Tennessee  city;  Air  condi- 
tioned, electrically  heated.  Various  financial  ar- 
rangements possible. 

PW-17 


A Tennessee  Red  Cross  local  chapter  desires 
services  of  full  time  physician  to  direct  collection 
of  blood  with  the  bloodmobile  of  the  Red  Cross 
Service. 

PW-18 

* 

Western  State  Hospital  is  in  need  of  resident 
and  staff  physicians.  Anyone  interested  may  make 
inquiry  of  the  Superintendent. 

♦ 

A 47  year  old  physician  in  an  East  Tennessee 
town  desires  a replacement  because  of  pending 
military  service.  The  physician  has  practiced 
general  medicine  and  surgery  at  this  location  for 
20  years  and  for  the  past  10  years  has  owned 
and  operated  a 25  bed  hospital  valued  at  $75,- 
000.00.  Practice  embraces  entire  county  of  22,000 
population  and  adjoining  sections  of  neighboring 
counties. 

PW-20 


A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible. 

PW-23 


WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238, 
Gatlinburg,  Tennessee. 

PW-24 


Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 


South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 


A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW-28 


Middle  Tennessee  town  on  U.  S.  Highway  70,  55 
miles  from  Nashville  in  trade  area  of  5,000,  needs 
General  Practitioner.  Community  preparing  to 
build  and  equip  necessary  clinic  facilities.  Agri- 
culture and  dairy  center.  Strong  community  in- 
terest in  securing  physician. 

PW-29 


A physician  in  a Southern  Middle  Tennessee 
town  in  a community  of  12,000  people  desires  re- 
placement because  of  pending  military  service. 
Operating  capital  and  experience  for  operating  a 
25  bed  clinic  hospital  required.  Located  in  a high- 
ly industrialized  section  enjoying  a good  economy. 

PW-21 


A new  Clinic  in  extreme  Northwestern  section 
of  Tennessee  desires  a full-time  Urologist,  a Pedi- 
atrician, and  an  Internist.  Present  group  consists 
of  five  doctors.  Population,  10,000,  medical  service 
area,  75,000. 


PW-30 
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A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  and  teacher 
of  Internal  Medicine. 


Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology. 

PW-32 


* 


Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center. 


Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 


* 


V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request. 


ANNOUNCEMENTS 


Southwest  Allergy  Forum 

The  forum  will  meet  at  the  Hotel  Muehlebaeh, 
Kansas  City,  on  June  14,  15,  16.  Write  Fredric 
Speer,  M.D.,  Secretary-Treasurer,  2601  Parallel 
Avenue,  Kansas  City  4,  for  further  information. 


Newell  Hospital,  Inc-Surgical  Residencies 

The  Newel  Hospital,  Chattanooga,  has  opening 
for  surgical  residencies  beginning  July  1,  1953. 
Approved  for  one  year  training  in  general  sur- 
gery. Salary  $400.00  per  month. 

* 

Meharry  Announces  Hale-McMillan 
Lecture 

The  Hale-McMillan  Lecture  will  be  given  at 
Meharry  on  April  2,  1953,  at  8:00  P.M.  Dr.  Alex- 
ander Brunschwig,  Professor  of  Clinical  Surgery 
of  Cornell  University,  will  be  the  essayist.  His 
subject  is  “Cancer  of  the  Uterine  Cervix — The 
Surgical  Point  of  View.” 

* 

Seventh  Annual  Rocky  Mountain  Cancer 
Conference 

The  Conference  will  be  held  in  Denver  on  July 
8,  9.  No  registration  fee.  Write  Mr.  Harvey  Seth- 
man,  Executive  Secretary,  Colorado  State  Medical 
Society,  835  Republic  Building,  Denver,  for  further 
information. 

* 

Southeastern  Allergy  Association 

The  Association  will  meet  in  Nashville  at  the 
Andrew  Jackson  Hotel  on  May  15,  16,  1953.  Fur- 
ther information  can  be  secured  from  Katharine 
Bay  Maclnnis,  M.D.,  Secretary,  1515  Bull  Street, 
Columbia  1,  S.  C. 

* 

American  College  of  Allergists 

Graduate  course  in  Allergy,  sponsored  by  the 
College,  will  be  held  at  the  Conrad  Hilton  Hotel, 
Chicago,  on  April  24-29,  1953. 


GleaMtietu 


ON  THE  KRATZVrLI.F.  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness.  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Golumbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
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J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
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James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
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Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 
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R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 
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W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 
Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D..  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 
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W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 
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Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
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C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 
L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 

J.  B.  Naive,  M.D.,  Knoxville 
W.  C.  Chaney,  Memphis 
Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
Physical  Therapy 

S.  Ben  Fowler,  Nashville 
George  W.  Shelton,  Chattanooga 
Marcus  Stewart,  Memphis 
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W K Owen.  Pulaski,  Sec. 
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Pres. 

Sec. 

Jackson 

L.  R.  Anderson,  Gainesboro,  Pres. 
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Knox 
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Pres. 
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Lauderdale 

Pres. 

Sec. 
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Pres. 

Sec. 
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Pres. 

Sec. 

Maury 
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Sec. 

McMinn 

Charles  T.  Carroll,  Athens,  Pres. 
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Monroe 

Pres. 

Sec. 

Montgomery 

V.  H.  Griffin.  Clarksville.  Pres. 
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Sec. 
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Pres. 
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Overton 

Pres. 

Sec. 

Putnam 

K L.  Haile.  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec. 

Roane 
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Pres. 
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Milford  Thompson,  Oneida,  Sec. 
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Memphis,  Sec. 

Robert  C.  Bird,  1363  Union,  Exec. 
Sec. 

Smith 

Robert  E.  Key.  Carthage,  Pres. 
David  Gordon  Petty,  Carthage,  Sec. 
Sullivan -Johnson 

Thomas  H.  Kuhnert,  Bristol,  Va., 
Pres. 

Julian  Williams,  Kingsport,  Sec. 
Sumner 

J.  W.  Osborne,  Gallatin.  Pres. 

W.  B.  Farris,  Gallatin,  Sec. 

Tipton 

Pres. 

H.  Stirl  Rule,  Covington,  Sec. 
Washington-Carter-Unicoi 
Earl  Peterson,  Erwin,  Pres. 

John  M.  Wilson,  207  E.  Watauga 
Ave.,  Johnson  City,  Sec. 

Weakley 

R.  W.  Brandon,  Martin,  Pres. 

G.  S.  Plog.  Martin,  Sec. 
White-Warren-Van  Buren 
John  T.  Mason,  McMinnville,  Pres. 
Hoyt  C.  Harris,  McMinnville.  Sec. 
Williamson 

Harry  Gufi'ee.  Franklin.  Pres. 
Adolphus  Bray,  Franklin,  Sec. 

Wilson 

J.  H.  Tilley,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec. 
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THE  TASK  AHEAD* 

A.  M.  PATTERSON,  M.D.,  Chattanooga,  Tenn. 

First,  I wish  to  express  to  this  Association 
my  profound  gratitude  for  the  honor  and 
privilege  you  have  bestowed  upon  me,  and 
second,  to  accept  the  commensurate  obliga- 
tion and  responsibility  that  this  great  honor 
entails.  It  is  with  a sense  of  great  humility 
that  I assume  my  duties  as  your  Presi- 
dent, and  I shall  at  all  times  dedicate  my 
best  efforts  to  the  end  that  the  task  ahead 
shall  in  a measure  be  done. 

The  task  ahead  is  no  small  one,  and  one 
member  or  even  a small  group  of  members 
cannot  do  the  job.  It  will  take  the  combined 
efforts  of  an  alert  and  determined  member- 
ship of  this  Association,  working  not  only 
together  but  each  individual  member  as- 
suming his  part  of  the  responsibility.  As 
your  President,  I shall  depend  on  this  loyal 
support  of  the  membership,  and  shall  draw 
freely  upon  the  abundance  of  wisdom  and 
devotion  that  our  leaders  have  shown. 

For  proper  perspective  and  background, 
let  us  first  look  backward  and  review  a few 
of  the  highlights  of  this  great  Association, 
now  in  the  123rd  year  of  service  to  our  peo- 
ple. That  group  of  47  doctors  who  met  in 
Nashville  in  1830  were  faced  with  problems 
as  great  as  ours  today.  It  is  significant  that 
in  the  constitution  then  adopted  the  purpose 
of  the  Association  was  to  improve  the  quali- 
ty of  medical  practice  and  to  protect  the  peo- 
ple from  the  abuses  of  quackery.  I shall  not 
take  time  to  go  into  detail  about  the  long 
and,  often  bitter,  struggles  that  were  neces- 
sary not  only  to  keep  this  Association  ac- 
tive but  also  to  attain  their  objectives.  Suf- 
fice it  to  say  that  what  we  are  today  has 
evolved  from  the  perpetuation  of  the  insight 
and  fortitude  of  those  pioneers.  Could  those 
hardy  souls  of  1830  look  down  upon  us  and 
observe  the  accomplishments  which  have 

^Presidential  Address  read  before  the  Tennessee 
State  Medical  Association,  Memphis,  April  14,  1953. 


been  obtained,  they  would  feel  that  the 
seeds  of  their  ideals  had  fallen  in  rich  soil 
and  had  produced  in  abundance.  They 
would  observe  that  the  scope  of  medical 
knowledge  and  the  service  rendered  to  our 
people  has  kept  pace  with  the  ever-acceler- 
ating advance  of  our  civilization.  They 
would  see  favorable  legislation  that  has 
been  obtained  to  accomplish  many  of  the 
objectives,  which  to  many  of  them  seemed 
unattainable.  Instead  of  a hostile  state 
government  they  would  see  much  coopera- 
tion from  the  State  government;  instead  of 
skepticism  they  would  see  a responsive  and 
trusting  public. 

Yes,  much  has  been  done.  Time  limits  us 
to  mention  only  a few  of  our  accomplish- 
ments. Noteworthy  is  the  fine  support  we 
are  receiving  from  our  State  Public  Health 
Department,  and  the  enthusiasm  this  Asso- 
ciation is  manifesting  to  promote  public 
health.  Our  progress  along  the  line  of  post- 
graduate education  for  our  membership  is 
especially  commendable.  In  line  with  our 
postgraduate  work,  due  recognition  must  be 
given  to  the  quality  of  our  State  Journal 
and  the  splendid  work  of  our  Secretary  and 
his  Editorial  Board.  The  character  of  our 
programs  has  steadily  improved,  and  the 
tone  and  grace  of  our  meetings  are  on  high 
level,  the  latter  being  in  no  small  measure 
due  to  the  support  and  inspiration  given  by 
the  Woman’s  Auxiliary.  To  the  ladies  may 
we  express  our  deepest  appreciation.  God 
Bless  the  Ladies!  More  power  to  them.  Our 
Executive  Secretary  and  his  loyal  staff  are 
now  an  essential  and  integral  part  of  our 
organization  and  deserve  our  heartiest  com- 
mendation. Our  program  of  Public  Service 
should  be  emphasized;  and  we  should  ask 
that  the  enthusiasm  which  has  marked  its 
beginning  be  expressed  in  vigorous  support 
of  all  ten  of  its  objectives — objectives  so 
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diligently  and  ably  formulated  by  a loyal, 
devoted  committee  and  so  effectively  imple- 
mented by  our  Director  of  Public  Service. 

Our  Tennessee  Medical  Foundation  is  our 
most  recent  movement.  It  is  constructive 
and  progressive,  and  as  it  sets  its  program 
to  work  let  us  look  forward  to  its  active 
support  from  our  entire  membership.  These 
are  a few  of  our  accomplishments  to  which 
we  point  with  pride,  and  from  which  we  re- 
ceive encouragement  and  inspiration  to  car- 
ry on,  not  with  complacency,  but  with  re- 
newed vigor. 

To  grasp  the  scope  of  the  task  that  now 
lies  ahead,  let  us  review  briefly  our  last  two 
decades.  During  this  time  our  profession 
has  in  a manner  been  thrown  off  balance. 
The  great  depression,  the  devastating  World 
War,  and  the  social,  economic,  political  and 
spiritual  upheavals  that  have  accompanied 
and  followed  these  catastrophes  have  pro- 
duced movements  that  only  the  historians 
in  the  distant  future  can  evaluate.  In  the 
vanguard  of  one  of  these  movements,  social- 
ized medicine  raised  its  ugly  head.  So  ab- 
horrent was  this  to  the  traditions  and  ideals 
of  our  profession  that  we  were  thrown  on 
the  defensive.  This  had  two  effects.  First, 
it  gave  the  profession  a rallying  point  and 
perhaps  afforded  an  opportunity  for  our 
Association  to  become  more  closely  organ- 
ized, and  for  our  members  to  be  more  con- 
scious of  the  importance  of  group  action. 
Second,  it  caused  the  profession  to  divert 
much  of  its  energy  towards  defeating  this 
movement,  thereby  losing  much  of  our  con- 
structive force.  Now  we  are  beginning  to 
see  light  ahead.  An  aroused  public  has 
spoken,  and  we  see  signs  now  that  more  and 
more  people  are  realizing  more  clearly  that 
the  problems  of  medical  care  can  be  solved 
within  the  limits  of  private  enterprise  and 
at  local  levels.  More  and  more  people  are 
becoming  aware  of  the  creeping  trend  of 
socialism.  This  is  our  real  defense  rather 
than  any  political  influence  our  Association 
can  exert  as  a body.  Our  Association  has 
always  been  non-political,  and  may  it  ever 
be  so.  This,  however,  does  not  mean  that 
the  physician  should  not  be  an  alert  and 
active  citizen  in  all  political  matters.  As  a 
citizen  he  should  always  exercise  his  pre- 
rogative as  a voter,  and  always  be  ready  to 


furnish  information  and  guidance  to  his 
patients  on  questions  which  his  professional 
knowledge  qualifies  him  to  do. 

This  brings  us  up  to  the  Task  Ahead, 
namely,  regaining  the  lost  ground  and  at  the 
same  time  pursuing  the  purposes  of  the  con- 
stitution of  this  Association.  In  a few  words, 
this  can  be  resolved  into  two  propositions: 
First,  to  improving  the  quality  of  our  medi- 
cal care,  and  second,  seeing  to  it  that  we  as 
physicians  individually  and  as  an  Associa- 
tion collectively  take  our  proper  places  in  a 
society  that  is  becoming  progressively  more 
complex. 

The  quality  of  medical  practice  is  an  ab- 
stract phrase  that  has  been  bandied  about 
until  it  has  become  a platitude.  To  have 
meaning  there  must  be  first  a basis  for  com- 
parison; then  there  must  be  standards  set 
up  to  measure  progress  or  regression.  Let 
us  give  this  some  thought.  The  practice  of 
medicine  basically  is  an  art.  The  content  of 
medicine  is  a workable  admixture  of  the 
pertinent  sciences  and  the  humanities. 
Without  the  content,  practice  is  impossible; 
without  the  art,  the  sciences  and  humanities 
become  impotent.  This  has  been  expressed 
many  times  by  the  concept  that  the  sciences 
are  the  handmaidens  of  the  arts.  Longfel- 
low’s beautiful  figure  of  the  bow,  the  bow 
string,  and  the  arrow  conveys  the  same  idea. 
Within  the  last  two  decades  medical  science 
and  techniques  have  advanced  so  rapidly 
that  it  challenges  the  comprehension  to  re- 
view them,  and  by  the  same  token  it  stag- 
gers the  imagination  to  think  of  what  the 
future  will  bring.  This  is  having  its  effects 
both  in  medical  education  and  on  the  prac- 
tice of  medicine.  Our  medical  schools  and 
hospitals  are  being  overloaded  to  teach  our 
young  men  this  ever  increasing  amount  of 
scientific  learning;  less  and  less  time  is  be- 
ing devoted  to  the  arts  and  humanities.  In 
the  profession  it  has  accelerated  the  tend- 
ency toward  more  specialization,  which  has 
also  given  impetus  to  this  drift  away  from 
the  arts  and  the  humanities.  Are  we,  there- 
fore, becoming  clinical  scientists  rather  than 
scientific  clinicians?  Has  our  diversion 
against  socialized  medicine  aided  and  abet- 
ted this  trend  through  our  neglect? 

Whatever  the  answer  to  these  questions, 
the  solutions  of  the  problems  rest  with  the 
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profession;  and  our  Association  can  do  much 
to  restore  the  proper  balance.  The  younger 
members  can  contribute  their  recently  ac- 
quired scientific  knowledge.  Our  older 
members,  who  have  been  so  busy  on  the 
so-called  firing  line  that  they  have  not  had 
the  time  nor  the  opportunity  to  keep  abreast 
of  the  scientific  progress,  can  contribute 
much  knowledge  and  wisdom  about  the 
practice  of  medicine  and  its  ethics.  The 
proper  exchange  of  these  can  be  brought 
about  only  by  association  of  these  groups, 
and  in  no  way  can  this  be  effected  more 
readily  than  through  active  participation  of 
all  members  in  the  meetings  of  our  compo- 
nent societies. 

Toward  this  end  our  State  Association 
should  use  every  means  available  to  foster 
more  and  better  meetings  in  our  component 
societies  and  to  encourage  the  formation  of 
new  component  societies.  Our  State  Jour- 
nal is  another  medium  through  which  this 
can  be  done,  if  only  members  will  first  read 
the  Journal;  then  perhaps  contribute  per- 
tinent ideas  to  the  Editor  for  publication. 
The  General  Practitioner  movement  is  a 
move  in  this  direction,  and  should  be  en- 
couraged as  much  as  it  is  possible  by  our 
Association.  Another  factor  in  promoting 
this  effort  towards  better  practice  is  strong 
support  of  our  Postgraduate  Instruction 
Courses. 

These  Postgraduate  Courses  deserve  our 
special  consideration.  Whether  they  be  in 
the  present  form  or  modified  to  suit  chang- 
ing condition  is  immaterial.  The  purpose 
of  the  plan  contributes  to  our  aim  and  to  the 
Task  Ahead.  Not  only  do  these  courses  help 
the  physician  to  keep  himself  informed 
about  the  advances  in  the  field  of  medicine, 
but  they  also  serve  to  bring  the  physicians 
together  and  thereby  promote  more  active 
component  societies.  This,  in  turn,  strength- 
ens our  State  Association.  The  work  of  the 
Field  Director,  by  bringing  him  into  per- 
sonal contact  with  the  physicians  throughout 
the  State,  has  had  a unifying  influence  on 
the  profession.  To  those  agencies  which 
have  made  it  possible  to  initiate  and  main- 
tain these  courses  we  owe  a debt  of  undying 
gratitude — The  Commonwealth  Foundation, 
our  State  Department  of  Public  Health  and 
our  Medical  Schools.  Our  heartiest  com- 


mendation should  go  to  our  Committees  on 
Postgraduate  Instruction  for  the  devotion 
they  have  shown  and  the  sacrifice  they  have 
made  in  carrying  on  this  work.  Let  us  hope 
that  we  can  receive  benefits  from  these 
courses  in  like  measure  to  the  efforts  this 
Committee  is  making  and  to  the  aid  we  are 
receiving.  The  benefits  are  within  our 
grasp  if  we  as  individual  members  and  as 
component  societies  put  forth  the  effort  and 
the  interest  that  such  a program  deserves. 

After  the  quality  of  the  practice  has  been 
maintained  and  kept  improving,  the  next 
consideration  is  how  can  it  be  used  to  best 
advantage?  This  brings  us  to  our  Public 
Service  Program.  We  are  all  familiar  with 
our  Ten  Point  Program  of  Public  Service, 
and  I shall  take  time  only  to  say  that  much 
progress  has  been  made,  and  much  good  is 
being  accomplished.  Our  Public  Service 
Committee  under  the  leadership  of  its  dis- 
tinguished Chairman  and  implemented  by 
our  Public  Service  Director  has  done  a mon- 
umental piece  of  work.  This  is  not  only 
reflected  by  results  within  our  own  State, 
but  is  being  studied  by  the  Medical  Associa- 
tions in  many  other  States.  Let  us  maintain 
this  work  at  a State  level  at  all  costs,  and 
let  us  encourage,  in  the  component  societies 
at  local  levels,  public  service  programs  to 
fill  local  needs.  Not  only  that,  but  let  us 
emphasize  public  service  also  at  the  indi- 
vidual physician’s  level. 

It  is  this  which  deserves  special  emphasis. 
Public  service  begins  with  the  physician 
himself,  and  medical  care  to  the  patient  is 
our  first  aim.  Let  us  hope  that  this  can  be 
furnished  in  the  best  traditions  of  our  pro- 
fession, the  interests  of  the  patient  as  an 
individual  being  placed  first,  all  taints  of 
commercialism  and  exploitation  being  strict- 
ly guarded  against.  The  collective  regard 
for  our  profession  is  based  on  these  con- 
cepts; shady  practices,  such  as  overcharging, 
insincerity  and  neglect  can  be  blots  on  the 
good  name  of  medicine.  Let  me  emphasize 
that  from  the  individual  physician  upward 
and  from  this  Association  downward,  we  be 
ever  vigilant  in  keeping  ourselves  as  well 
as  our  house  clean.  In  this  way  we  can  best 
serve  our  people  and  be  true  and  loyal  to 
our  rich  heritage  and  face  courageously  the 
Task  Ahead. 
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In  conclusion:  Let  us  bear  in  mind  the 
rich  heritage  that  our  predecessors  have  left 
for  us  in  this  Association. 

Let  us  be  diligent  toward  the  Task  Ahead: 

1.  To  improve  the  quality  of  medical  care. 

2.  To  improve  the  doctor-patient  relation- 
ship. 


3.  To  encourage  the  physician  to  assume 
his  duties  as  a citizen  in  his  community,  and 
to  foster  in  our  component  societies  and  in 
our  Association  more  and  more  civic  con- 
sciousness. 

4.  In  short,  let  us  be  vigilant  in  adhering 
to  those  things  that  lend  to  the  dedication  of 
a noble  profession. 


Prophylaxis  of  Recurrences  of  Rheumatic  Fever 
with  Penicillin  Given  Orally,  Kolin,  K.  H.,  Mil- 
zer,  A.,  and  McLean,  H.,  J.A.M.A.,  151:347,  1953. 

The  purpose  of  this  study  was  to  use  penicillin 
prophylactically  over  a period  of  time  with  the 
idea  of  preventing  recurrences  of  rheumatic  fever 
and  its  sequelae,  rheumatic  carditis.  They  studied 
three  groups  of  children,  one  of  which  was  a 
treated  group,  taking  penicillin  prophylaxis  four 
times  a day  for  seven  consecutive  days  of  the  first 
school  week  of  every  month  from  October  through 
June.  The  procedure  was  to  give  two  penicillin 
tablets,  100,000  units  each,  four  times  a day;  mak- 
ing a total  of  800,000  units  of  penicillin  daily,  taken 
by  mouth.  There  were  two  untreated  control 
groups,  comprised  of  children  with  a history  of 
rheumatic  fever  in  the  past,  and  each  going  to  the 
same  school  which  the  treated  children  attended, 
or  to  other  schools  in  the  same  city. 

During  the  course  of  the  study,  which  extended 
over  a period  of  five  years,  nose  and  throat  cultures 
were  taken  and  examined  for  the  presence  of  beta 
hemolytic  streptococci.  The  positive  cultures  were 
typed,  and  a rather  wide  variety  of  types  were 
found  in  their  positive  cultures.  For  the  last  two 
years,  47.8%  to  65.8%  of  the  strains  failed  to  type 
with  the  antiserum  available. 

The  procedure  outlined  above  was  effective  in 
reducing  the  number  of  recurrences  of  acute  rheu- 
matic fever  for  three  consecutive  seasons. 


The  authors  state  that  rheumatic  children  should 
receive  penicillin  prophylaxis  during  puberty  if 
possible,  and  if  they  are  exposed  to  concentrated 
streptococcal  infection,  they  should  be  treated  for 
a longer  period  of  time.  They  feel  that  the  use 
of  sulfa  drugs  for  the  same  purpose  is  of  little 
value,  because  it  is  known  that  in  some  instances 
sulfonamides  fast  strains  of  steptococci  have  been 
demonstrated,  and  that  in  some  instances,  they  feel 
that  the  sulfonamides  may  actually  be  “rheumato- 
genic.”  They  also  warn  against  the  use  of  peni- 
cillin troches  for  this  purpose,  since  the  amount  of 
penicillin  absorbed  is  totally  inadequate,  and  also 
that  sensitization  of  mucous  membranes  occurs 
frequently  following  this  procedure.  They  found 
that  in  Chicago,  approximately  50%  of  the  recur- 
rences of  rheumatic  fever  developed  in  February 
and  March;  for  this  reason,  they  state  that  when 
streptococcal  infection  is  present  in  a high  per- 
centage of  the  population,  the  individuals  who 
have  had  rheumatic  fever  should  be  treated  with 
a course  of  penicillin  twice  a month  during  the 
season  of  the  highest  streptococcal  prevalence. 

An  interesting  observation  was  made,  that  chil- 
dren who  had  had  rheumatic  fever  and  in  whom 
the  tonsils  had  not  been  removed,  penicillin  proph- 
ylaxis was  not  as  effective  as  in  children  who  had 
had  tonsillectomy.  (Abstracted  for  the  Middle 
Tennessee  Heart  Association  by  Alvin  E.  Keller, 
M.D.,  Nashville.) 
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"SHALL  WE  COAST  NOW— OR  FORGE  AHEAD?"* 


DAUGH  W.  SMITH,  M.D.,  Nashville,  Tenn. 

Have  you  ever  re-read  one  of  your  old 
letters,  or  one  of  your  old  speeches,  a year 
or  two  after  it  was  written?  Sometimes 
you  find  in  them  statements  you  wish  you 
had  not  made.  But  you  also  find  statements 
you  are  glad  you  made.  They  have  stood 
the  test  of  time  and  still  ring  true.  We  all 
have  had  both  experiences. 

About  a year  ago  tonight,  many  of  you 
kindly  listened  to  my  inaugural  address. 
The  record  of  cold  print  shows  that  I said 
that  a false  screen,  or  artificial  barrier,  had 
been  erected  between  organized  medicine 
and  organized  labor.  That  statement  has 
been  proven  to  be  true.  It  has  been  proved 
at  least  to  me,  in  face-to-face  talks  with 
labor  leaders  of  Tennessee  concerning  the 
medical  care  problems  of  the  American 
Worker. 

We  have  had  a number  of  meetings  with 
organized  labor.  In  every  one  of  our  meet- 
ings, labor  representatives  expressed  pleas- 
ure and  delight  that  representatives  of 
organized  medicine  would  take  the  initiative 
and  sit  down  with  labor  in  a sincere  effort 
to  solve  the  worker’s  problems.  They  were 
interested  primarily  in  his  Number  1 prob- 
lem, financial  protection  against  unforeseen 
illness  or  injury.  We  found  the  labor  lead- 
ers highly  capable,  reasonable,  and  intensely 
interested  in  the  subject  of  health  and  medi- 
cal care.  There  was  “give-and-take”  in  the 
talks,  and  I firmly  believe  that  each  side 
now  understands  the  problems  of  the  other 
much  better  than  ever  before.  The  absence 
of  friendly  discussions  had  caused  serious 
misunderstandings  on  both  sides. 

There  is  no  lack  of  understanding  between 
the  workingman  and  his  individual  physi- 
cian. There  is  misunderstanding  between 
certain  leaders  on  both  sides.  These  leaders, 
I contend,  are  misleading  their  trusting  fol- 
lowers. It  is  time  that  sober-thinking  lead- 
ers of  both  groups  step  in  and  rip  aside  the 
false  screen  that  has  been  woven  by  the 
prejudice.  This  we  have  been  trying  to  do. 

*Address  of  the  retiring  President,  read  before 
the  Tennessee  State  Medical  Association,  Mem- 
phis, April  14,  1953. 


Time  alone  will  tell  whether  we  have  suc- 
ceeded to  any  degree. 

For  too  long  medicine  has  waged  a nega- 
tive campaign.  Too  many  so-called  spokes- 
men for  the  profession  have  climbed  on  a 
soapbox  and  loudly  condemned  “Socialized 
Medicine”  without  offering  one  thing  in  the 
way  of  a positive  program  of  services  to  the 
people.  I can  assure  you  that  the  people 
will  listen  to  NO  MORE  talk  about  Social- 
ized Medicine.  They  don't  want  Socialized 
Medicine,  but  they  DO  want  something  bet- 
ter than  they  have  now.  They  want  a more 
adequate  voluntary  health  insurance  pro- 
gram, with  more  doctors  participating,  and 
less  restricting  clauses  in  the  contract;  they 
want  a decent  plan  for  the  medically  indi- 
gent; they  want  hospital  costs  that  are  based 
on  a realistic  budget;  they  want  a fee  sched- 
ule that  does  not  vary  from  the  sublime  to 
the  ridiculous;  and  they  DEMAND  a return 
to  the  sympathetic  doctor-patient  relation- 
ship. 

In  the  past  ten  years,  organized  medicine 
has  been  the  target  of  criticism,  on  the  part 
of  the  public  and  the  government.  Perhaps 
that  has  been  a wholesome  thing,  because  it 
has  aroused  many  state  and  local  societies 
to  take  action  on  the  public  relations  front. 
In  the  “dear,  dead  past,”  medicine  has  been 
guilty  of  failing  to  tell  its  story,  guilty  of 
failing  to  tell  the  public  of  what  it  has  done, 
what  it  is  doing  now,  and  what  it  plans  to 
do  in  the  future. 

The  medical  profession  generally  believed 
that  the  Truman  administration  was  de- 
termined to  Socialize  it.  Now  that  there 
has  been  a change  in  the  political  philosophy 
of  the  National  administration,  I am  afraid 
we  are  inclined  to  just  coast  and  listen  to  the 
Song  of  the  Siren  which  lulls  us  into  a false 
sense  of  security.  Nothing  could  be  more 
fatal.  Nothing  could  get  us  into  deeper 
water. 

The  new  philosophy  in  government  which 
has  come  into  being  does  not  alter  the  med- 
ical economic  problems  or  our  responsibili- 
ties to  the  American  public.  There  ai’e  those 
who  deny  that  medical  economic  problems 
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exist.  Simple  denial  does  not  disprove  the 
fact  of  their  existence.  They  do  exist  and 
always  will.  It  is  our  responsibility  to  as- 
sist in  solving  them. 

For  example,  it  is  up  to  us  to  provide 
medical  services  for  the  truly  medically 
indigent.  We  have  a plan  which  will  solve 
this  problem,  the  “Hospital  Service  Act  for 
the  Indigent”  which  has  been  proposed  to 
the  Governor  and  introduced  or  passed  by 
the  legislature. 

Insurance  is  one  of  the  oldest  institutions 
in  our  American  economic  life.  It  has  been 
proven  to  be  economically  sound.  There  is 
sufficient  evidence  at  present  to  prove  be- 
yond any  doubt  that  our  medical  economic 
problems  can  be  solved  by  the  proper  ap- 
plication of  the  principle  of  insurance  to 
these  problems.  The  principle  of  insurance 
can  be  applied  by  voluntary  action — com- 
pulsory insurance  as  has  often  been  pro- 
posed is  not  insurance  as  we  know  it.  We 
stand  for  the  real  thing,  without  compul- 
sions. In  the  words  of  President  Eisen- 
hower, the  American  people  just  don’t  like 
the  word  “Compulsory”  and  all  that  it 
means. 

Yet,  there  are  those  in  the  medical  pro- 
fession— right  here  in  Tennessee  who  are 
not  willing  to  co-operate  in  the  voluntary 
way.  There  are  even  those  who  go  so  far 
as  to  charge  their  usual  fees  in  excess  of  the 
individual’s  insurance  benefits.  Such  a 
practitioner  should  be  condemned  by  any 
man’s  own  sense  of  moral  justice.  Indi- 
viduals guilty  of  such  tactics  should  be 
made  known  to  both  the  profession  and  the 
public. 

I have  found,  without  exception,  a keen 


desire  on  the  part  of  organized  labor  to 
solve  their  problems  through  voluntary 
health  insurance.  And  a spirit  of  coopera- 
tion in  extending  such  a program.  I must 
admit  they  have  some  reservations  about 
the  success  of  such  a program.  This  is  due 
in  part  to  the  lack  of  cooperation  on  the 
part  of  some  elements  in  organized  medi- 
cine. 

There  is  another  phase  of  medical  eco- 
nomics which  should  give  every  member  of 
this  association  deep  concern,  namely,  the 
cost  of  hospital  bills  and  surgical  fees  for 
unnecessary  surgery.  I would  be  the  first 
to  say  it  is  not  always  done  for  the  sake  of 
a fee.  And  too,  I believe  the  volume  of  so- 
called  unnecessary  surgery  done  in  Tennes- 
see is  as  small  as  would  be  found  in  any 
state.  Yet,  this  type  of  surgery  should  be 
reduced  to  a minimum.  I hope  to  see  our 
association  sponsor  the  necessary  legislation 
to  make  it  mandatory  for  every  hospital  to 
have  complete  pathological  reports  on  all 
tissues  removed  before  a license  can  be  re- 
newed. We  must  do  our  own  policing  or  the 
public  will  do  it  for  us. 

If  I were  asked  what  I see  in  the  future 
for  organized  medicine,  I would  Have  to  say 
that  compulsory  health  insurance  is  inevita- 
ble within  the  next  decade  UNLESS  the  pro- 
fession exerts  a more  suicere  and  concerted 
effort  to  solve  the  problems  of  medical  care 
costs  than  it  has  in  the  immediate  past. 

Will  the  sons  of  medicine  inherit  a pro- 
fession with  the  ideals  and  philosophy  you 
and  I know,  Or  a profession  with  a philoso- 
phy which  has  its  origin  in  a government 
bureau?  It  is  our  responsibility  to  supply 
the  answers. 
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Modern  surgery  represents  continued  extension  of  physiologic  prin- 
ciples and  knowledge  in  the  operating  room. 

PHYSIOLOGY  IN  THE  DAILY  PRACTICE  OF  SURGERY* 


JAMES  M.  HARDY, t M.D.,  Memphis,  Term. 

Although  all  organs  of  the  body  are  now 
accessible  to  surgical  attack,  no  one  will  ar- 
gue that  all  surgical  problems  have  been 
solved.  It  is  to  some  of  the  physiologic  prob- 
lems encountered  in  surgical  practice  that 
this  discussion  will  be  directed.  Problems 
of  both  practical  and  theoretical  interest 
will  be  included,  but  particular  emphasis 
will  be  placed  upon  unsolved  problems  that 
are  of  immediate  practical  importance  in 
surgery.  During  the  first  few  minutes  I 
will  outline  some  of  the  work  which  we 
have  been  doing  regarding  the  physiologic 
response  of  the  patient  to  major  operations 
in  general,  and  thereafter  I shall  consider 
certain  problems  associated  with  specific 
operative  procedures. 

The  General  Physiologic  Response  to  Operation 

The  work  of  Cannon,  Cuthbertson,  Selye, 
and  others  has  given  us  some  conception  of 
the  characteristic  pattern  of  physiologic  re- 
sponse to  operation.  This  pattern  of  me- 
tabolic activity  is  often  referred  to  as  the 
alarm  response.  While  this  response  is  an 
extremely  complicated  and  integrated  one, 
the  following  simplified  outline  of  the  series 
of  processes  which  may  occur  has  proved 
useful:  Even  as  the  anesthesia  is  started, 
epinephrine  is  promptly  released  by  the 
patient’s  adrenal  medullae.  In  addition  to 
producing  the  well  known  sympathomimetic 
effects,  this  epinephrine  stimulates  the  an- 
terior pituitary  to  release  increased  amounts 
of  adreno-corticotrophic  hormone  (ACTH) 
and,  very  likely,  of  thyroid  stimulating  hor- 
mone (TSH)  into  the  blood  stream.  These 
two  hormones  in  turn  stimulate  their  re- 
spective organs  to  the  greater  activity 
which  is  required  by  the  stress  imposed  in 
the  form  of  the  surgical  operation.  The 


*From  the  Department  of  Surgery  and  Surgical 
Laboratories,  Medical  College  of  The  University  of 
Tennessee,  Memphis,  Tenn. 

fAn  address  given  before  the  Birmingham  Sur- 
gical Society,  November  22,  1952. 


precise  role  of  the  thyroid  in  the  postopera- 
tive stress  picture  has  yet  to  be  elucidated, 
but  various  types  of  evidence  indicate  that 
thyroid  activity  is  increased.  So  far  as  is 
known,  the  thyroid  exerts  its  metabolic  role 
solely  through  the  physiologic  properties  of 
thyroxine.  The  role  of  the  adrenal  cortex 
has  been  subjected  to  intensive  studies  in 
the  past  few  years,  and  the  body  processes 
influenced  by  adrenal  hormones  have  been 
found  to  be  many  and  varied.  Here  we  will 
merely  list  a few:  fluid  and  electrolyte  me- 
tabolism; protein,  carbohydrate  and  (?)  fat 
metabolism;  antibody  titers  and  immuno- 
logic response  to  infection;  and  the  activity 
of  various  organs,  including  the  thyroid. 
This  brief  resume  of  some  aspects  of  the 
alarm  response  which  attends  major  opera- 
tions is  in  no  sense  a complete  one  and  is 
presented  only  to  bring  your  attention  again 
to  a field  of  investigation  in  which  most  of 
you  have  long  been  interested. 

Thermal  Burns 

Drs.  Frank  C.  Wilson,  Jr.,  William  A. 
Neely  and  I are  studying  certain  aspects  of 
hemodynamics  and  fluid  metabolism  in 
burns  under  an  Army  contract.  One  of  the 
patients  in  these  studies  died  on  the  thirty- 
ninth  day  following  a severe  thermal  burn. 
The  cause  of  his  death  was  not  certain  but 
this  was  the  course. 

The  patient  had  been  carried  successfully 
through  the  shock  period  immediately  following 
the  burn.  (This  is  true  of  more  and  more  burned 
patients  these  days.)  He  had  passed  into  the  so- 
called  stage  of  toxemia  though  never  entirely  out 
of  it.  His  sensorium  was  never  clear  from  the 
time  he  was  admitted  to  the  hospital  until  the  time 
he  died.  It  was  as  if  he  might  have  had  multiple 
scattered  petechial  cerebral  hemorrhages  or  throm- 
boses, and  his  demeanor  was  suggestive  of  that  of 
a senile  person.  A continued  high  fever  which 
never  really  responded  satisfactorily  to  multiple 
antibiotic  therapy  was  another  complicating  fac- 
tor. He  definitely  had  a severe  infection  of  the 
burn  wound,  and  during  one  chill  hemolytic  staph- 
ylococcus aureas  was  cultured  from  his  blood 
stream.  He  was  tube  fed  but  nutrition  was  not 
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nearly  as  satisfactory  as  it  might  have  been  had 
not  marked  abdominal  distention  interfered  re- 
peatedly with  the  feeding  program.  Finally,  he 
was  never  judged  to  be  in  a clinical  condition 
which  would  permit  adequate  debridement  and 
skin  grafting.  An  attempt  was  made  two  days 
before  his  death  to  give  him  a minimal  general 
anesthesia  for  this  purpose,  but  he  went  into 
shock  and  it  was  feared  that  he  would  die  then. 
(Depleted  patients  tolerate  anesthesia  poorly.) 

The  therapeutic  requirements  presented 
by  such  a patient  include  the  following:  (1) 
He  must  be  supported  through  the  shock 
period.  This  therapy  is  increasingly  effec- 
tive. (2)  Infection  must  be  controlled. 
Much  remains  to  be  done  here.  (3)  Meas- 
ures must  be  taken  which  will  permit  early 
skin  grafting.  This  still  remains  a great 
problem.  The  burned  patient  cannot  spare 
the  skin  early  and,  in  the  colored  race  at 
least,  it  is  difficult  to  get  donors  for  homo- 
grafts. Even  if  one  could  get  homografts, 
we  still  do  not  know  how  to  make  them 
take  and  stick. 

The  Exploitation  of  Thyroid  Physiology  in  the 

Diagnosis  and  Treatment  of  Thyroid  Disease 

The  first  case  is  that  of  a patient  who  had 
an  intrathoracic  goiter  the  size  of  a child’s 
head  which  was  compressing  the  trachea. 
It  was  important  to  learn  whether  this  goiter 
was  toxic  since  the  patient  had  certain 
symptoms  which  suggested  this.  The  BMR 
was  unreliable  because  of  compression  of 
the  trachea  resulting  in  dyspnea.  The  ra- 
dioiodine uptake  was  measured,  but  the 
count  was  judged  to  be  unreliable  because 
of  the  anatomic  location  of  the  goiter  (in  the 
thorax).  The  decision  concerning  toxicity 
was  finally  made  by  measuring  the  protein 
bound  iodine  content  of  the  patient’s  serum 
which  represents  the  level  of  circulating 
thyroxine  and  related  compounds.  This  was 
elevated  and  the  patient  improved  markedly 
on  propyl-thiouracil  therapy.  The  goiter 
was  then  removed  by  thoracotomy. 

The  second  patient  presented  a somewhat 
different  problem,  but  again  one  in  whom 
the  physiologic  processes  of  thyroid  func- 
tion were  utilized  in  therapy.  A grapefruit- 
sized goiter  was  malignant  and  there  were 
distant  metastases.  In  order  further  to  stim- 
ulate the  metastases  to  take  up  radioiodine 
administered  in  therapeutic  doses  all  the 
cervical  thyroid  was  resected.  This  diverted 


the  entire  output  of  the  pituitary’s  thyroid 
stimulating  hormone  (TSH)  to  stimulating 
the  metastases  to  greater  activity.  The  pa- 
tient was  then  improved  following  radioio- 
dine therapy.  On  the  whole,  however,  this 
method  of  internal  irradiation  for  distant 
thyroid  metastases  has  not  been  strikingly 
successful.  Yet,  it  is  of  value  in  some  pa- 
tients, and  it  should  certainly  be  tried  in 
the  presence  of  widespread  metastases,  par- 
ticularly as  there  is  frequently  no  effective 
treatment  to  offer  in  its  place.  Of  course, 
solitary  metastasis  can  be  treated  with  ex- 
ternal roentgen  therapy. 

Functioning  Adrenocortical  Tumors 

Physiologic  problems  are  encountered  in 
the  management  of  functioning  adrenocoi'ti- 
cal  tumors.  A housewife,  before  resection 
of  a functioning  adrenal  rest  of  the  ovary, 
showed  masculine  facial  features,  a beard 
and  the  tendency  to  baldness.  After  opera- 
tion these  characteristics  disappeared.  She 
had  a bass  voice  which  did  not  fully  revert 
to  the  feminine  type,  but  the  voice  changes 
are  less  likely  to  revert  entirely  to  normal, 
following  removal  of  these  tumors  than  are 
other  changes. 

In  contradistinction  to  the  adrenogenital 
syndrome  exhibited  by  the  housewife  de- 
scribed above,  and  produced  by  an  excessive 
secretion  of  androgens  (excreted  as  17-Keto- 
steroids),  is  the  case  of  a two  year  old  boy 
showing  the  changes  grouped  under  Cush- 
ing’s syndrome  and  produced  by  the  exces- 
sive seci’etion  of  corticoids  as  the  result  of 
adrenocortical  hypertrophy.  He  had  a 
moon-face  and  truncal  obesity;  he  had  hy- 
pertension and  an  abnormal  glucose  toler- 
ance curve.  Six  months  following  the  si- 
multaneous resection  of  four-fifths  of  each 
adrenal  gland  he  appeared  to  be  a normal 
child  in  every  respect. 

The  feminizing  effect  of  a carcinoma  of 
the  adrenal  gland  in  a middle  aged  male  is 
manifested  by  the  marked  development  of 
the  breast. 

We  have  recently  resected  a masculinizing 
carcinoma  of  the  right  adrenal  gland  in  a 
twenty-six  year  old  female.  At  operation 
the  kidney  was  displaced  downward  and  the 
liver  displaced  so  far  medially  that  the  gall- 
bladder was  in  the  left  upper  quadrant. 
Following  removal  of  a tumor  17  x 15  cm.  in 
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size,  there  was  immediate  and  sustained 
fever  which  hovered  around  104  F.,  in 

spite  of  continuous  sponging  and  lasted  for 
forty-eight  hours.  Such  a febrile  response 
is  extremely  common  following  bilateral 
adrenalectomy.  I do  not  know  what  the 
etiology  of  this  fever  is,  other  than  that  it 
results  from  an  inadequate  supply  of  corti- 
cal hormones.  This  patient  suddenly  began 
to  sweat  copiously  at  the  end  of  forty-eight 
hours,  and  shortly  thereafter  her  tempera- 
ture began  to  fall  and  afterwards  remained 
essentially  normal.  As  suggested  by  Thorn 
and  his  associates,  we  had  administered 
ACTH  before  operation  in  an  effort  to  satu- 
rate the  tissues  with  the  11-oxysteroids  (cor- 
ticoids)  by  making  use  of  the  secretory  ca- 
pacity of  the  functioning  carcinoma.  How- 
ever, the  secretion  of  those  steroids  which 
are  important  in  preventing  crisis  (the  cor- 
ticoids)  was  little  affected  by  the  preopera- 
tive administration  of  ACTH.  Following 
operation,  the  increased  level  of  corticoid 
excretion  fell  to  normal  (5  to  8 mg.  24  hours 
in  our  laboratory),  but  the  level  rose  again 
upon  recurrence  of  the  tumor  with  hepatic 
metastases.  While  the  corticoid  excretion 
before  operation  was  approximately  five 
times  the  normal  excretion  and  though  the 
excretion  of  corticoids  was  not  particularly 
affected  by  the  administration  of  ACTH,  the 
excretion  of  17-ketosteroids  was  approxi- 
mately twenty-eight  times  the  normal  level 
of  10  mg.  24  hours.  Adrenal  crisis  usually 
occurs  in  the  first  forty-eight  hours  follow- 
ing resection  of  the  functioning  adrenal  tu- 
mor, if  it  is  to  occur  at  all.  It  is  during  this 
period  that  the  saturated  tissues  are  giving 
up  their  stores  of  the  steroids,  and  by  the 
end  of  forty-eight  hours  this  has  been  ac- 
complished. The  only  other  point  to  be 
mentioned  here  is  that,  as  noted  above,  the 
determination  of  corticoids  and  17-ketoste- 
roids  four  months  later  indicated  a recur- 
rence of  the  tumor,  and  shortly  thereafter 
this  was  clinically  apparent  in  the  form  of 
hepatic  enlargement  and  obstruction  of  the 
portal  vein. 

In  contradistinction  to  most  functioning 
tumors  of  the  other  endocrine  organs,  func- 
tioning tumors  of  the  adrenal  cortex  are 
quite  likely  to  be  malignant,  and  when  these 
tumors  are  malignant  the  prognosis  is  poor. 


We  would  prefer  to  use  in  the  future  a 
thoraco-abdominal  incision  for  large  adrenal 
tumors  as  in  this  case  so  that  the  numerous 
and  rather  dense  adhesions  to  the  diaphragm 
could  be  approached  under  more  direct  vi- 
sion. Venous  oozing  from  the  diaphragmat- 
ic attachments  was  excessive  and  difficult 
to  control  in  this  patient  in  whom  we  used 
a right  subcostal  incision  extending  well 
into  the  flank. 

A-V  Fistula  and  Endocarditis:  A Stress 
Relationship? 

Next  I would  like  to  call  your  attention 
to  a recent  finding  that  the  preparation  of 
large  bilateral  arterio-venous  fistulas  in  dogs 
may  be  followed  by  the  development  of  en- 
docarditis in  a considerable  number  of  these 
animals.  We  performed  bilateral  femoral 
arterio-venous  fistulas  in  six  dogs  approxi- 
mately one  year  ago  and  they  are  still  alive 
and  well.  However,  in  New  Orleans  at  a 
recent  meeting  of  the  American  Physiologi- 
cal Society  one  of  the  original  workers  in 
this  field  told  us  that  probably  our  fistulas 
were  not  large  enough  to  produce  endocar- 
ditis. We  returned  to  Memphis  and  per- 
formed bilateral  iliac  fistulas  in  two  dogs. 
The  fistulas  promptly  clotted  and  closed  in 
one  dog,  but  those  in  the  other  dog  remained 
open,  and  five  weeks  later  he  died  in  heart 
failure.  Autopsy  showed  a marked  endo- 
carditis affecting  the  heart  valves.  This  con- 
cept— that  an  excessive  work  load  increases 
the  susceptibility  of  the  heart  to  attack  by 
pathogenic  organisms — seems  to  us  to  be  a 
far  reaching  one.  For  example,  patients 
with  a patent  ductus  arteriosus  have  long 
been  known  to  be  good  candidates  for  endo- 
carditis. In  another  direction,  as  regards 
the  concept  of  a stress-susceptibility  rela- 
tionship, we  have  all  noted  that  when  we 
become  excessively  tired  we  are  likely  to 
end  up  with  a cold  or  with  a streptococcic 
pharyngitis.  This  concept  of  stress  and  sus- 
ceptibility would  appear  to  be  a useful  one, 
regardless  of  its  ultimate  validity. 

Bacteria  and  Liver  Oxygenation 

The  next  slide  continues  in  the  vascular 
field  and  it  refers,  of  course,  to  the  fact 
demonstrated  by  Markowitz  that  while  liga- 
tion of  the  hepatic  artery  in  dogs  normally 
results  in  a prodigious  multiplication  of  an- 
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aerobic  bacteria  in  the  liver  leading  to  death, 
this  fatal  termination  can  be  prevented  in  a 
considerable  number  of  animals  if  they  are 
merely  given  penicillin.  In  other  words, 
these  anaerobic  organisms  are  normally 
present  in  the  liver  but  are  suppressed  by 
the  oxygenation  of  the  liver  bed  by  the 
blood  from  the  hepatic  artery.  Penicillin 
suppresses  in  another  way  the  growth  of 
these  organisms  which  would  otherwise  oc- 
cur following  ligation  of  the  hepatic  artery. 
I leave  to  your  imagination  the  pathways 
for  investigation  and  treatment  which  are 
illuminated  by  this  single  and  completely 
unanticipated  finding. 

Causes  of  Death  Following  High 
Esophagogastric  Anastomoses 

The  mortality  attending  the  resection  of 
high  esophageal  lesions  is  frequently  exces- 
sive for  an  operation  that  is  usually  only 
palliative.  Disregarding  those  deaths  which 
occur  due  to  leakage  at  the  site  of  the  anas- 
tomosis, many  other  deaths  occur  following 
the  development  of  cardiac  arrhythmias 
and  resulting  heart  failure.  It  should  be 
possible  to  reduce  the  mortality  from  these 
arrhythmias.  A number  of  recent  papers 
attest  to  the  interest  of  thoracic  surgeons  in 
the  newer  methods  of  controlling  cardiac- 
arrhythmias  and  we  note  at  this  time  the 
importance  of  such  work  to  the  surgeon 
who  is  resecting  high  esophageal  lesions. 

Wanted:  A Satisfactory  (Physiologic)  Operation 
for  Achalasia 

Another  pressing  problem  associated  with 
esophageal  disease  is  that  of  the  proper  sur- 
gical management  of  achalasia  or  esophago- 
spasm.  When  the  patient  has  failed  to  re- 
spond to  two  or  three  courses  of  dilatation 
some  operative  procedure  is  usually  indi- 
cated. The  several  operations  commonly 
used  in  the  surgical  treatment  of  achalasia 
are  cardioplastv,  esophagogastric  resection, 
and  the  muscle  splitting  operation  of  Heller. 
Most  of  these  operations  are  unsatisfactory 
because  they  are  followed  by  the  regurgita- 
tion of  acid  gastric  secretion  with  resulting 
peptic  ulceration  of  the  esophagus  and,  in 
one  case  in  which  I was  associated,  erosion 
into  the  aorta  with  fatal  hemorrhage.  At 
present  none  of  these  operations  is  wholly 
satisfactory.  The  Heller  procedure  has  re- 


cently been  reclaimed  from  the  discard  and 
employed  with  some  enthusiasm.  We  too 
have  done  this  operation  on  one  patient,  who 
after  several  months  still  appears  to  be  re- 
markably benefited.  This  operation  corre- 
sponds to  the  muscle  splitting  operation  of 
Ramstedt  performed  for  hypertrophic  py- 
loric stenosis.  The  only  difference  between 
the  two  is  that  one  operation  is  done  on  the 
pylorus  of  infants  for  hypertrophic  stenosis 
and  the  other  operation,  the  Heller  proce- 
dure, is  done  on  the  esophagogastric  junc- 
tion in  adults  for  esophagospasm.  Never- 
theless, it  is  well  to  remember  that  Heller 
first  advocated  this  operation  in  about  1913, 
but  that  it  subsequently  fell  into  disuse. 
This  is  strikingly  reminiscent  of  the  natural 
history  of  vagotomy  for  peptic  ulcer.  Wan- 
gensteen has  recently  suggested  that  if  one 
of  the  cardioplastic  procedures  is  to  be  per- 
formed, the  upper  or  acid  producing  portion 
of  the  stomach  should  also  be  resected  and 
the  esophagus  anastomosed  to  the  remain- 
ing portion  of  the  stomach.  The  best  opera- 
tion for  achalasia  will  probably  eventually 
be  developed  along  physiologic  lines. 

Some  Physiologic  Questions  of  the  Biliary  Tract 

There  is  argument  as  to  whether  the 
cystic  duct  should  be  amputated  immedi- 
ately adjacent  to  the  common  duct  or  at  the 
gallbladder  even  with  a portion  of  that  or- 
gan. A case  in  point  had  a long  dilated 
stump  of  the  cystic  duct  in  a patient  who 
had  been  having  the  post-cholecystectomy 
syndrome.  Regardless  of  what  this  syn- 
drome may  be,  the  patient  had  no  stones  in 
the  common  duct  and  amputation  of  the 
dilated  cystic  duct  stump  relieved  her  symp- 
toms. The  neuro-muscular  physiology  of 
the  gallbladder  and  of  the  biliary  ducts  is 
still  a maze  of  contradictions. 

Problems  Associated  with  Internal  Drainage  of 
Pancreatic  Pseudocysts 

There  is  the  problem  of  whether  or  not 
one  may  safely  anastomose  a pancreatic 
pseudocyst  to  the  stomach  or  to  the  small 
bowel.  The  argument  against  anastomosis 
to  the  stomach  has  been  that,  on  the  one 
hand,  gastric  contents  would  enter  the  cyst 
and  result  in  sepsis  and,  on  the  other  hand, 
pancreatic  enzymes  from  the  cyst  would  re- 
sult in  gastric  erosion  and  bleeding.  We 
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have  recently  collected  forty-four  cases  of 
internal  anastomosis  from  the  world  litera- 
ture, and  it  is  surprising  how  few  complica- 
tions there  have  been.  Rarely  has  it  been 
possible  to  demonstrate  that  radiopaque 
material  introduced  into  the  stomach  or 
small  bowel  passed  into  the  cyst,  and  we 
found  no  real  proof  that  material  from  the 
cyst  would  cause  erosion  of  the  stomach.  I 
am  sure  that  each  of  you  has  his  own  opinion 
concerning  such  an  anastomosis,  but  I am 
not  so  sure  what  is  right. 

Multiple  Traumatic  Injuries 

Lastly  I wish  to  show  a picture  which  I 
know  is  all  too  familiar  to  the  surgeons  of 
an  industrial  city.  Here  is  a comatose  pa- 
tient who  was  the  victim  of  an  accident. 
The  neurosurgeon  will  observe  the  dressing 
which  was  put  on  after  a depressed  skull 
fracture  had  been  raised.  The  thoracic  sur- 
geon cannot  see  it  now,  but  the  patient  had 
a flail  right  chest  due  to  multiple  rib  frac- 


tures, which  were  treated  by  sand  bagging. 
The  general  surgeon  was  required  to  rule 
out  intra-abdominal  injury.  The  orthopedist 
may  or  may  not  agree  with  this  use  of  a 
Balkan  frame  with  skeletal  traction  to  di- 
minish the  pressure  on  bed  sores.  The  oto- 
laryngologist may  or  may  not  agree  as  to 
the  possible  value  of  prophylactic  tracheot- 
omy to  clear  major  bronchial  passages  in  a 
comatose  patient.  The  urologist  might  pre- 
fer a Munro  tidal  drainage  with  irrigation 
instead  of  this  simple  catheter  drainage. 
The  anesthesiologist  might  have  suggestions 
as  to  the  best  method  of  tube  feeding  of 
comatose  patients  in  order  to  obtain  a maxi- 
mum food  intake  with  a minimum  spillover 
into  the  trachea,  with  resulting  patchy  ale- 
lectasis  and  pneumonitis.  Yet,  on  one  thing 
I believe  we  will  all  agree:  A patient  such 
as  this  requires  the  practical  application  of 
a large  number  of  basic  physiologic  princi- 
ples. 
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Hyperemesis  offers  a difficult  problem  in  some  instances  of  preg- 
nancy. The  authors  offer  their  experience  in  the  control  of  this 
complication  by  the  use  of  a combination  of  vitamins  and  drugs  of 
established  usage. 

TREATMENT  OF  HYPEREMESIS  GRAVIDARUM* 

SAM  C.  COWAN,  JR.,  M.D.,  and  RICHARD  C.  STUNTZ,  M.D.,  Nashville,  Tenn. 


Approximately  one-half  to  two-thirds  of 
women  in  the  first  trimester  of  pregnancy 
experience  some  degree  of  nausea  and  vom- 
iting. In  only  about  one-third  of  these  pa- 
tients can  the  condition  be  considered  severe 
and  hospitalization  is  required  in  about  1 
out  of  150  private  patients.  That  the  affec- 
tion is  not  a product  of  our  present  civiliza- 
tion is  attested  to  by  an  early  papyrus  of 
about  2,200  B.C.,  a part  of  the  Petrie  collec- 
tion, which  stresses  particularly  the  early 
vomiting  of  pregnancy.  It  was  not  until  the 
19th  century,  however,  that  attention  was 
called  to  the  dangers  of  this  condition.  Sim- 
monds,  in  1813,  was  the  first  to  interrupt 
pregnancy  as  a therapeutic  measure,  which 
measure  still  at  the  present  time  is  the  final, 
ultimate,  and  only  “cure”  for  hyperemesis 
gravidarum. 

It  is  beyond  the  scope  of  this  paper  to 
describe  the  pathologic  findings  in  hyper- 
emesis. Suffice  it  to  say  that  in  fatal  cases 
the  kidney  and  liver  show  cloudy  swelling 
and  fatty  degeneration,  and  in  addition  cen- 
tral lobular  necrosis  may  be  seen  in  the  liv- 
er. These  findings  might  suggest  a toxin  as 
the  etiologic  agent,  but  a more  probable  ex- 
planation is  on  the  basis  of  the  cycle  of  vom- 
iting-dehydration-emaciation-inanition-star- 
vation, once  such  a cycle  is  initiated  by  some 
factor  associated  with  the  pregnant  state.1 

Theories  as  to  the  etiology  of  hyperemesis 
gravidarum  are  equally  as  numerous  as  the 
many  methods  of  therapy.  In  general,  these 
theories  fall  into  two  main  groups,  neuro- 
genic and  organic.  Almost  everyone  who 
comes  in  contact  with  the  problem  of  nausea 
and  vomiting  during  pregnancy  admits  the 
presence  of  an  emotional  factor,  although  all 
may  not  agree  as  to  its  relative  importance. 
Atlee  has  reported  on  33  patients  whose 


*From  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  Hospital,  and  St. 
Thomas  Hospital,  Nashville,  Tenn. 


hyperemesis  was  handled  as  a purely  neu- 
rotic manifestation,  only  4 of  whom  failed 
to  respond  to  this  treatment.  Robertson  be- 
lieves that  nausea  and  vomiting  of  preg- 
nancy is  an  expression  of  an  underlying 
emotional  state  nearly  always  concerned 
with  the  hidden  element  of  disgust,  and  that 
it  is  a physiological  response  to  an  emotional 
situation,  distinct  from  psychoneurosis. 

Etiologic  theories  implicating  organic  fac- 
tors are  too  numerous  even  to  list.  Gener- 
ally speaking,  they  can  be  classified  under 
the  following  headings: — autogenous  toxins, 
intercurrent  infections,  metabolic  derange- 
ments, endocrine  dysfunctions  and  allergies. 
The  very  multiplicity  of  the  theories  pro- 
posed is  an  indication  of  the  status  of  knowl- 
edge concerning  the  etiology  of  this  condi- 
tion. 

Given  then  that  the  specific  etiology  is  at 
present  unknown,  it  must  follow  that  no 
specific  therapy,  other  than  terminating  the 
pregnancy,  can  be  proposed  as  a cure  for 
hyperemesis  gravidarum.  However,  thera- 
py aimed  at  alleviation  or  palliation  of 
symptoms  and  at  preventing  serious  organic 
damage  can  be  instituted.  Thus,  we  find  in 
the  medical  literature  many  reports  of  ther- 
apeutic trials  with  a wide  variety  of  drugs 
and  combinations  of  drugs,  with  varying 
degrees  of  success,  none  of  which  are  a hun- 
dred per  cent  perfect.  For  example,  Finch 
reports  on  the  use  of  anti-histamines,  Dor- 
sey on  the  use  of  pyridoxine  and  suprarenal 
cortex  combined,  Hart  on  the  use  of  B vita- 
mins, Schoenech  on  the  use  of  hormones, 
Carliner  on  the  value  of  Dramamine,  Eller 
and  Randall  on  forced  hydration,  and  Ans- 
paugh  on  the  effect  of  Dexedrine  sulphate. 
The  senior  author  (S.  C.  C.,  Jr.)  during  the 
many  years  of  his  practice  has  at  one  time 
or  another  used  all  the  above  methods  of 
therapy,  for  the  most  part  with  a signal  lack 
of  success.  Therefore  it  was  with  consider- 
able skepticism  that  we  undertook  the  clin- 
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ical  investigation  of  a new  combination  of 
drugs  in  the  treatment  of  this  condition. 

Apolamine*  as  supplied  to  the  authors, 
and  as  available  on  the  market  at  present, 
is  in  the  form  of  an  orange  tablet  about  the 
size  of  a 5 grain  aspirin  tablet.  It  has  a 
pleasant  minty  odor,  and  a rather  acrid 
taste,  and  contains  the  following  drugs: 


Riboflavine 

4 

mg. 

Pyridoxine  Hcl 

2.5 

mg. 

Nicotinamide 

25 

mg. 

Atropine 

0.1 

mg. 

Hyoscine  hydrobromide 

0.2 

mg. 

Phenobarbital 

15 

mg. 

Benzocaine 

100 

mg. 

Patients  in  whom  there  has  been  hyper- 
emesis for  more  than  a short  period  of  time 
usually  develop  various  nutritional  deficien- 
cy states.  The  use  and  value  of  the  B vita- 
mins in  the  treatment  of  poor  nutritional 
states  has  been  reported  frequently  in  the 
medical  literature.2  Riboflavine,  pyridoxine 
and  nicotinamide,  in  the  dosage  given  above, 
provide  an  adequate  amount  of  these  vita- 
mins to  correct  for  all  but  the  most  seriously 
depleted  patients.  Atropine  reduces  the  se- 
cretions of  the  salivary  and  buccal  glands 
and  depresses  hvpermotility  of  the  gastro- 
intestinal tract.  Numerous  recent  studies 
have  shown  that  hyoscine  hydrobromide  not 
only  depresses  gastro-intestinal  motility  but 
also  specifically  depi’esses  the  vomiting  cen- 
ter and  reduces  or  abolishes  hyperemesis. 
The  central  depressing  action  of  various  bar- 
biturates in  the  relief  of  hyperemesis  in  ex- 
perimental animals  has  been  established. 
Nobel  et  al.3  has  shown  that  the  administra- 
tion of  a barbiturate  in  addition  to  hyoscine. 
or  hyoscine  and  atropine,  provides  a greater 
degree  of  protection  than  does  the  adminis- 
tration of  a single  drug.  Numerous  investi- 
gators have  used  phenobarbital  with  good 
results  in  the  treatment  of  hyperemesis 
gravidarum.  These  findings  have  estab- 
lished the  importance  of  this  barbiturate  in 
the  treatment  of  hyperemesis.  These  and 
other  references  cited  above  demonstrate 
the  desirability  of  combining  this  drug  with 
atropine  and  hyoscine  in  the  above  formula- 


*The authors  wish  to  express  their  appreciation 
to  the  Winthrop-Stearnes  Company  who  supplied 
them  with  the  drug  Apolamine  during  the  clinical 
study. 


tion.  Benzocaine  is  a mucosal  local  anes- 
thetic agent,  which,  when  taken  orally,  pro- 
duces local  anesthesia  in  the  stomach  there- 
by reducing  the  tendency  to  vomit  as  a re- 
sult of  local  reflex  irritation. 

Prior  to  the  clinical  investigation  of  the 
drug,  it  was  used  experimentally  on  20  pa- 
tients in  an  attempt  to  establish  proper  dos- 
age levels  and  schedules.  These  cases  were 
not  included  in  the  study  because  of  the 
variation  in  amounts  of  drug  used,  and  also 
because  insufficient  records  were  kept  on  the 
individual  patient. 

A total  of  85  cases  were  used,  all  of  whom 
had  both  nausea  and  vomiting.  Parity  was 
not  considered  in  this  study.  As  each  pa- 
tient was  admitted  to  the  study  group  a 
short  discussion  was  held  with  her  concern- 
ing the  emotional  factors  involved  in  her 
condition.  Also,  each  patient  was  advised 
to  begin  a diet  containing  multiple  small 
feedings  of  dry  carbohydrates.  It  is,  of 
course,  impossible  to  evaluate  the  effect  of 
the  discussion,  or  to  establish  how  closely 
the  individual  patient  adhered  to  the  recom- 
mended diet.  However,  the  instructions  and 
the  discussion  have  been  used  by  the  authors 
for  several  years  and  are  considered,  by 
themselves,  to  have  only  a moderate  effect 
on  the  nausea  and  vomiting.  Nevertheless, 
they  were  included  in  the  therapy.  One 
Apolamine  tablet  three  times  daily  was 
found  to  be  the  minimum  efficacious  dose. 
None  of  the  patients  required  hospitaliza- 
tion prior  to  delivery. 

Results 

No  improvement  10  negative  result  11.8% 

Stopped  vomiting, 

with  mild  daily 

nausea  8 fair  result  9.4% 

Stopped  vomiting, 

with  occasional 

nausea  4 good  result  4.7% 

Stopped  both  vomiting 

and  nausea  63  excellent  result  74.1% 

As  shown  above,  all  but  ten  of  the  patients 
showed  a favorable  result  from  the  therapy. 
Of  these  ten  patients,  two  had  hyperemesis 
with  previous  pregnancies,  one  of  whom  re- 
quired hospitalization  at  that  time. 

One  of  the  remarkable  aspects  of  the  study 
was  the  time  required  for  results  to  become 
apparent,  as  shown  below: 

5 patients  required  less  than  24  hours 
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11  patients  required  less  than  72  hours 
59  patients  required  less  than  96  hours 
15  patients  had  a recurrence  of  symptoms 
when  the  drug  was  discontinued.  These 
patients  were  then  treated  with  phenobar- 
bital  alone,  but  without  benefit.  Symptoms 
again  disappeared  when  Apolamine  was  re- 
sumed in  its  initial  dosage. 

The  efficacy  of  Apolamine  in  the  treat- 
ment of  hvperemesis  gravidarum  was  evalu- 
ated in  another  series'  which  recently  came 
to  the  attention  of  the  authors.  In  this  se- 
ries, 102  of  135  cases  (76  per  cent)  of  nausea 
and  vomiting  during  pregnancy  obtained  re- 
lief of  symptoms  with  the  use  of  Apolamine. 
This  compares  well  with  our  figures  which 
show  74.1  per  cent  excellent  results. 

Summary 

A discussion  of  the  general  problem  of 
hyperemesis  gravidarum,  with  reference  to 
numerous  theories  of  etiology,  and  equally 
numerous  attempts  at  therapy,  is  presented, 
with  emphasis  on  the  emotional  factors  pres- 
ent in  this  condition.  A clinical  study  of  85 


cases  of  hyperemesis  is  reported,  in  which 
the  drug  Apolamine  was  used  as  an  adjuvant 
to  psychotherapy  and  dietary  restrictions. 
Results  indicate  that  in  the  hands  of  the 
authors  88  per  cent  of  their  study  cases 
showed  relief  of  symptoms,  and  74  per  cent 
showed  complete  cessation  of  symptoms, 
and  that  all  the  patients  who  benefited  by 
the  drug  did  so  in  less  than  four  days  after 
the  initiation  of  therapy.  It  is  again  empha- 
sized that  the  authors  do  not  claim  a single 
“cure,”  but  that  in  their  hands  Apolamine 
has  proven  to  be  the  most  efficacious  adju- 
vant to  the  general  therapy  of  hyperemesis 
gravidarum. 
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In  this  paper  the  surgical  management  of  the  thyroid  diseases  has 
been  reviewed. 

THE  MANAGEMENT  OF  THYROID  DISEASE* 

LUCIAN  WILLIAMS  TRENT,  M.D.,  Knoxville,  Tenn. 


The  purpose  of  this  paper  is  to  present  a 
summary  of  management  of  thyroid  disease. 

The  treatment  of  thyroid  disease  is  prima- 
rily surgical  and  this  is  borne  out  by  the 
fact  that  surgery  is  used  in  all  the  major 
thyroid  clinics.  Propyl-thiouracil  is  indi- 
cated as  a preoperative  preparation  for  sub- 
total thyroidectomy  in  thyrotoxicosis  and  in 
adenomatous  goiter  with  hyperthyroidism. 
It  has  been  recorded  that  when  thiouracil 
drugs  are  used  as  the  sole  method  of  thera- 
py, 30  to  50  per  cent  of  patients  will  sooner 
or  later  have  recurrence  of  the  disease.1 
Most  patients  who  have  tried  medical  ther- 
apy have  been  displeased  with  the  palliative 
effect  of  thiouracil,  the  need  for  constant 
medical  attention,  the  large  gland  and  the 
complications  of  the  drug.  Rash,  purpura, 
arthralgia,  leukopenia  and  fever  may  com- 
plicate the  administration  of  propyl-thioura- 
cil. Agranulocytosis  is  practically  unknown 
with  the  latter  drug. 

The  use  of  radioactive  iodine  as  medical 
therapy  is  markedly  limited  in  the  treat- 
ment of  thyroid  disease.  The  tumor  cells 
will  not  take  up  I131  unless  the  tumor  is  an 
adenocarcinoma  whose  cells  are  well  differ- 
entiated. It  is  only  effective  in  10  to  15  per 
cent  of  cases  of  cancer  of  the  thyroid-  I131 
is  of  use  in  metastatic  thyroid  cancer  par- 
ticularly following  total  thyroidectomy  (ei- 
ther medical  or  surgical).  The  physiological 
principle  underlying  total  thyroidectomy  is 
that  a greater  concentration  of  thyrotropic 
stimulating  hormone  stimulates  the  metas- 
tases  to  further  functional  differentiation 
and  increases  their  avidity  for  the  iodine. 
I131  is  of  no  value  in  colloid  or  non-toxic 
adenomatous  goiter  for  two  reasons:  (1)  the 
refractoriness  of  this  type  gland  to  the  io- 
dine, and  (2)  a reported  malignancy  of  11.0 
per  cent.3 

Cope1  states  that  radioactive  iodine  is  con- 
traindicated in  pregnancy  complicated  by 

*Read  before  the  Knoxville  Academy  of  Medi- 
cine, March  17,  1953. 


thyrotoxicosis  except  during  the  first  fifty 
to  sixty  days.  If  radioactive  iodine  is  used 
after  sixty  days  the  fetus  absorbs  the  I131 
from  the  mother  and  this  causes  permanent 
sclerosis  and  obliteration  of  the  fetal  thy- 
roid. Similarly,  thiouracil  compounds  are 
contraindicated  during  pregnancy  except  for 
a short  period  of  preoperative  preparation. 
Propyl-thiouracil  usually  causes  enlarge- 
ment of  the  thyroid  gland  and  there  is  a 
possibility  of  tracheal  obstruction  in  the 
newborn  infant  with  this  method  of  therapy. 
It  is  wiser  to  use  surgery  in  a pregnant 
woman  with  hyperthyroidism  following  a 
short  period  of  preoperative  preparation 
with  propyl-thiouracil  and  Lugol’s  solution.4 
The  indications  for  the  use  of  radioactive 
iodine  in  Graves’  disease  are:  (1)  recurrent 
hyperthyroidism,  (2)  old  age,  (3)  poor  car- 
diovascular status  and  (4)  the  existence  of 
severe  concurrent  disease  of  another  type. 
Complications  of  this  treatment  are  hypo- 
thyroidism, which  occurs  in  10  per  cent  of 
cases,5  and  the  possibility  of  premalignant 
changes  occurring  in  the  irradiated  glands. 

Surgical  Treatment  of  Hyperthyroidism 

Surgery  is  the  most  satisfactory  treatment 
for  hyperthyroidism.  The  mortality  rate 
has  been  lowered  to  0.2  per  cent  by  the 
utilization  of  the  antithyroid  drugs.6  The 
incidence  of  injury  to  the  recurrent  laryn- 
geal nerves  is  practically  nil  since  each 
nerve  is  visualized  through  its  entire  course 
into  the  larynx.  Numerous  advances  have 
been  made  in  the  past  ten  years  which  have 
contributed  to  successful  thyroid  surgery 
with  a minimum  of  morbidity.  May  we 
point  more  specifically  to  the  new  antithy- 
roid drugs,  advances  in  anesthesia  and  to 
improved  surgical  technique. 

Patients  are  usually  prepared  for  surgery 
with  propyl-thiouracil  in  dosage  of  300-400 
mg.  daily.7  Thiouracil  is  discontinued  one 
week  prior  to  operation  because  of  the  in- 
creased vascularity  which  it  causes  within 
the  gland.  Lugol’s  solution  is  given  for  one 
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week  in  a dosage  of  10  minims  three  times 
daily  until  operation.  It  takes  roughly  one 
day  per  one  degree  elevation  of  the  basal 
metabolic  rate  for  the  preoperative  prepara- 
tion of  a patient;* — thus  a patient  having  a 
BMR  of  plus  60  would  take  sixty  days  to 
prepare  the  patient  for  surgery.  Only  a 
five  or  six  day  hospital  stay  is  required  and 
most  patients  are  able  to  return  to  work  in 
a period  of  from  three  to  four  weeks. 

The  complications  of  goiter  surgery  in- 
clude postoperative  hemorrhage,  respiratory 
obstruction,  parathyroid  tetany,  postopera- 
tive hypothyroidism,  recurrent  hyperthy- 
roidism and  injury  of  the  recurrent  laryn- 
geal nerve.  The  immediate  danger  in  post- 
operative hemorrhage  is  that  of  respiratory 
obstruction,  particularly  when  a drain  has 
not  been  left  in  place.  This  is  usually  the 
result  of  arterial  hemorrhage  either  from 
the  superior  or  inferior  thyroid  arteries.  It 
can  be  caused  from  severe  venous  oozing 
beneath  the  flap  muscles  of  the  skin.  This 
sudden  accumulation  of  blood  causes  pres- 
sure upon  the  trachea  and  must  be  attended 
to  immediately  by  returning  the  patient  to 
the  operating  room  where  the  wound  is 
opened  and  the  vessel  ligated.  A tracheos- 
tomy is  indicated  when  there  is  marked 
edema  of  the  cords  or  difficulty  in  respira- 
tion recognized  by  “crowing  respirations.” 
Any  patient  with  signs  of  respiratory  ob- 
struction should  have  an  immediate  laryn- 
geal examination.  Tracheostomy  is  also  in- 
dicated where  the  trachea  is  narrowed  from 
a partially  intrathoracic  goiter  in  which 
case  there  is  a question  as  to  whether  the 
patient  will  be  able  to  get  enough  air.,J 

Parathyroid  tetany  is  usually  a transient 
incident  following  goiter  surgery.  It  is 
readily  controlled  with  intravenous  calcium 
gluconate.  It  is  most  unusual  for  permanent 
tetany  to  occur,  but  even  this  may  be  man- 
aged with  AT  10  or  calciferol.  The  para- 
thyroid glands  should  be  visualized  at  time 
of  surgery.  They  are  mahogany  brown  in 
color  and  turn  to  a deep  red  when  trauma- 
tized. They  may  be  identified  by  this  color 
change.  Postoperative  hypothyroidism  is 
managed  simply  with  desiccated  thyroid. 
Recurrent  hyperthyroidism  occurs  in  5 per 
cent  of  cases.111  It  may  be  controlled  by  fur- 
ther surgery  or  radioactive  iodine. 


Postoperative  thyroid-storm  seldom  oc- 
curs since  the  patients  are  detoxified  prior 
to  surgery.  The  essential  features  in  the 
treatment  of  crisis  remain  the  same, — 
namely,  iodine  therapy,  oral  and  intraven- 
ous, oxygen,  intravenous  glucose,  ice  packs 
for  hyperthermia  and  morphine.  The  anti- 
thyroid drugs  are  not  indicated  in  time  of 
postoperative  thyroid  crisis. 

A discussion  of  Graves’  disease  would  be 
incomplete  without  mentioning  exophthal- 
mos. Not  infrequently  following  adminis- 
tration of  antithyroid  drugs  the  exophthal- 
mos will  progress.  This  may  be  controlled 
by  adding  one  to  two  grains  of  desiccated 
thyroid  to  the  diet  each  day.  Orbital  de- 
compression is  used  for  progressive  exoph- 
thalmos occurring  postoperatively  where 
adequate  bilateral  resection  has  been  done. 

Surgical  Management  of  Tumors  of  the  Thyroid 

Much  confusion  still  persists  in  the  surgi- 
cal procedure  to  be  carried  out  for  tumors 
of  the  thyroid.  (Table  I.)  Lahey11  believes 
a subtotal  lobectomy  is  adequate  for  an 
adenoma.  On  the  other  hand,  Martin12  is 
very  vehement  in  stating  that  complete  re- 
moval of  the  lobe  is  indicated.  Either  of 
these  techniques  may  be  used  with  equal 
success  after  the  identification  of  the  recur- 
rent laryngeal  nerve.  The  incidence  of  ma- 
lignancy at  the  Lahey  Clinic  in  1,971  dis- 
crete adenomas  is  10  per  cent.11  It  is  evi- 
dent from  the  above  statement  that  prophy- 
lactic removal  of  all  adenomas  would  do 
much  to  lower  the  occurrence  of  thyroid 
cancer. 

In  solitary  nodules  with  hyperthyroidism, 
the  incidence  of  cancer  is  less  than  1 per 
cent.11  These  patients  need  preoperative 
control  of  the  toxic  state  prior  to  bilateral 
subtotal  thyroidectomy.  Local  excision  of 
the  adenoma  is  not  enough  to  control  the 
toxic  state  in  the  majority  of  cases. 

Recently,  a patient  was  seen  with  an  en- 
larged node  2 cm.  in  diameter  of  the  upper 
right  jugular  chain.  A small  nodule  1 cm. 
in  diameter  was  palpable  in  the  right  lobe 
of  the  thyroid  gland.  This  patient  gave  a 
history  of  no  increase  in  size  of  the  lymph 
node  over  a 17  year  period.  Excision  of  this 
lymph  node  was  reported  as  “benign  metas- 
tasizing adenoma”  or  follicular  carcinoma. 
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Table  I 

Classification  and  Surgical  Management  of  Thyroid  Tumors 


Pathological  Type 

Surgical  Treatment 

] 

Cysts  and  Calcified  Hematomas 

Subtotal  Lobectomy 

2 

Thyroglossal  Cyst 

Excision  of  Cyst,  Sinus  Tract,  and  Hyoid  Bone 

3 

Adenoma  (Benign) 

Subtotal  or  Total  Lobectomy 

4 

Adenocarcinoma  in  Adenoma  with  Invasion 
Capsule  and  Lymphatics 

Lobectomy  and  Radical  Neck  Dissection 

5 

Adenocarcinoma  in  Adenoma  with  Blood 
Vessel  Invasion 

Lobectomy  Only 

6 

“Benign  Metastasizing  Adenoma”  or  Follicu- 
lar Carcinoma 

Lobectomy  and  Radical  Neck  Dissection 

7 

Papillary  Adenocarcinoma 

Lobectomy  and  Radical  Neck  Dissection 

8 

Alveolar  Adenocarcinoma 

Lobectomy  and  Radical  Neck  Dissection 

9 

Solid  Adenocarcinoma 

Lobectomy  and  Radical  Neck  Dissection 

10 

Hurthle  Cell  Carcinoma 

(Primary,  Recurrent  or  Residual) 

Lobectomy 

Lobectomy  and  Radical  Neck  Dissection 

11 

Giant  Cell 

Lobectomy 

12 

Epidermoid  Carcinoma 

Lobectomy 

13 

Sarcomas 

Lobectomy 

The  primary  lesion  was  in  the  right  lobe  of 
the  thyroid  gland  and  consequently  a lobec- 
tomy and  radical  dissection  of  the  neck  on 
the  right  side  were  done.  This  type  of  tu- 
mor usually  spreads  by  the  blood  stream 
and  most  frequently  to  the  bones.  A radical 
neck  dissection  must  be  done,  however,  to 
excise  all  of  the  regional  nodes  as  follicular 
carcinoma  also  spreads  by  way  of  the  lym- 
phatics. The  metastases  always  grow  slow- 
ly and  are  usually  encapsulated.  Other 
regional  lymph  nodes  will  usually  be  found 
positive  in  the  cervical  chain.  This  tumor 
has  a great  avidity  for  radioactive  iodine.15 

Papillary  adenocarcinoma  comprises  61.2 
per  cent  of  all  thyroid  tumors.14  These  tu- 
mors are  of  a very  low  grade  malignancy 
and  frequently  are  found  in  children.  They 
spread  primarily  by  the  lymph  stream  and 
are  localized  for  long  periods  in  the  regional 
lymph  nodes.  Some  authors  point  out  that 
these  tumors  are  non-invasive  and  conse- 
quently treat  them  by  lobectomy  and  local 
excision  of  enlarged  nodes,  but  the  majority 
feel  that  they  are  invasive,  and  we  have  seen 
this  tumor  invade  the  trachea,  esophagus 
and  carotid  sheath.  We  feel,  along  with 
other  authors,15  that  lobectomy  and  homo- 
lateral radical  neck  dissection  is  the  treat- 
ment of  choice.  Papillary  adenocarcinoma 


responds  poorly  to  X-ray  therapy  and  to 
radioactive  iodine  which  is  not  taken  up  by 
the  tumor  cells  in  large  quantities.16 

Alveolar  adenocarcinoma  is  usually  con- 
fined to  one  lobe  of  the  thyroid  as  are  the 
majority  of  thyroid  tumors.  They  are  fre- 
quently 3-4  cm.  in  diameter  and  are  usually 
encapsulated.  In  the  absence  of  metastasis, 
they  may  present  themselves  as  adenomas. 
These  tumors  may  be  so  small  that  they 
frequently  are  not  identified  until  bony  me- 
tastasis or  pathological  fracture  is  found. 
They  usually  invade  locally  in  the  begin- 
ning and  in  the  later  stages  metastasize  by 
the  blood  stream.  The  five  year  survival 
rate  has  been  reported  at  28.6  per  cent  by 
Frazell  and  Foote.17  The  response  to  X-ray 
therapy  is  very  poor.  Radioactive  iodine 
holds  some  promise  for  a desirable  thera- 
peutic response  in  alveolar  adenocarcinoma, 
particularly  where  the  tumor  is  well  differ- 
entiated. It  should  be  pointed  out  that  a 
subtotal  thyroidectomy  should  never  be 
done  in  these  cases  and  that  only  a total 
lobectomy  and  radical  neck  dissection  will 
give  promising  results. 

Solid  adenocarcinomas  are  so  named  be- 
cause of  their  tendency  to  grow  in  columns. 
They  are  highly  malignant  and  may  involve 
one  or  both  lobes  of  the  thyroid  gland.  They 
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metastasize  early  by  both  the  lymph  and 
blood  stream.  These  tumors  respond  poorly 
to  roentgen  therapy  and  are  best  treated  by 
radical  surgery  if  no  metastatic  disease  is 
present.  Solid  adenocarcinomas  are  usually 
unencapsulated  and  may  infiltrate  the  tra- 
chea and  esophagus.  An  occasional  patient 
is  seen  with  a history  of  having  had  this  tu- 
mor for  a number  of  years  with  no  previous 
enlargement.  X-ravs  of  chest  and  bones  is 
indicated  prior  to  radical  surgery.  The  five 
year  survival  rate  is  less  than  20  per  cent. 

Giant  cell  tumors  generally  occur  in  the 
aged  patient.  They  usually  have  undiffer- 
entiated spindle  cells  along  with  giant  cells 
in  the  stroma.  They  are  highly  invasive  and 
the  five  year  survival  rate  is  less  than  1 per 
cent.  Death  is  often  caused  from  tracheal 
obstruction  secondary  to  its  invasion.  We 
advise  extensive  removal  of  large  and  what 
appears  to  be  hopeless  cancer  of  the  thyroid 
in  order  that  the  trachea  may  be  completely 
freed.  Tracheostomy  is  subsequently  done 
so  that  compression  and  obstruction  will  not 
occur  during  the  period  of  X-ray  therapy 
which  must  be  employed  postoperatively.  It 
is  of  distinct  value  to  remove  the  largest 
amount  of  malignant  thyroid  tissue  so  that 
intensive  postoperative  irradiation  will  be 
more  effective.  It  is  best  as  a rule  to  refrain 
from  resection  of  the  trachea  and  esophagus 
even  though  these  organs  are  invaded  with 
tumor.  Deep  X-ray  therapy  may  be  used 
to  get  at  the  tumor  remnants  overlying 
these  organs.  In  giant  cell  tumors  of  the 
thyroid,  metastasis  is  early  by  both  the 
lymphatics  and  blood  stream.  The  average 
duration  of  life  is  only  a matter  of  months 
from  the  time  the  tumor  is  first  treated. 
Radical  neck  dissection  is  consequently  con- 
traindicated unless  one  feels  that  he  is  deal- 
ing with  a very  early  lesion. 

Hiirthle  cell  tumors  of  the  thyroid  are 
also  likely  to  be  mistaken  for  benign  adeno- 
mas. These  tumors  are  usually  encapsulated 
and  on  cut  surface  are  of  a reddish-tan  color. 
Microscopically  they  give  the  appearance  of 
liver  tissue.  Metastasis  occurs  by  both  blood 
and  lymph  streams.  Frazell  and  Duffy18 
recommend  radical  neck  dissection  in  cases 
of  recurrent  or  residual  Hiirthle  cell  cancer 
of  the  thyroid.  In  primary  cases,  when 
lymph  nodes  are  not  present  clinically,  total 


lobectomy  with  excision  of  the  isthmus  is 
recommended.  X-ray  therapy  is  of  little 
benefit  in  this  type  of  tumor.  Radioactive 
iodine  is  not  concentrated  in  the  majority  of 
these  tumors  as  shown  by  Fitzgerald  et  al.19 
The  five  year  survival  rate  is  reported  at 
33  1 3 per  cent  in  a series  of  twenty-four 
cases.1' 

Fibrosarcoma  and  epidermoid  carcinoma 
fall  into  a very  rare  group  of  tumors  which 
are  highly  malignant.  There  is  no  series 
large  enough  from  which  to  draw  any  defi- 
nite conclusion  concerning  this  group. 

No  consideration  of  thyroid  tumors  is 
complete  without  mentioning  acute  and 
chronic  thyroiditis.  It  is  most  important  to 
differentiate  this  condition  from  carcino- 
ma. In  thryroiditis  there  is  never  an  en- 
tire loss  of  outline  of  the  thyroid  gland. 
There  is  still  an  apex  to  the  upper  lobe,  a 
definite  lateral  lobe  and  body  and  a definite 
isthmus.  Thyroiditis  may  involve  either 
one  or  both  lobes  plus  the  isthmus.  In  acute 
thyroiditis  the  antithyroid  drugs  are  the 
treatment  of  choice.-0  Radioactive  iodine 
offers  no  help  as  it  would  primarily  affect 
the  normal  thyroid  cells  rather  than  the 
stroma.  It  would  also  further  increase  the 
tendency  to  hypothyroidism.  The  two  rea- 
sons for  surgery  in  chronic  thyroiditis  are: 
(1)  to  rule  out  carcinoma  and  (2)  to  decom- 
press the  trachea.  The  procedure  of  choice 
is  to  remove  the  isthmus  and  one  lobe.  The 
strap  muscles  are  then  sutured  so  as  to  pre- 
vent further  encroachment  on  the  trachea. 
X-ray  therapy  is  the  treatment  of  choice  in 
chronic  thyroiditis  if  malignancy  can  be 
ruled  out. 

Conclusions 

1.  The  indications  for  the  use  of  popyl- 
thiouracil  are: 

(a)  Thyrotoxicosis  (preoperative). 

(b)  In  the  aged  or  debilitated  patients. 

(c)  Acute  thyroiditis. 

2.  The  indications  for  the  use  of  radioac- 
tive iodine  are  stressed. 

3.  The  high  incidence  of  malignancy  in 
adenomas  of  the  thyroid  necessitates  their 
prophylactic  removal. 

4.  The  pathological  type  of  each  thyroid 
tumor  is  discussed  and  surgical  treatment  is 
specifically  outlined. 
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5.  The  surgical  aspects  of  acute  and 
chronic  thyroiditis  are  discussed. 
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This  case  report  points  up  the  dangers  of  the  uncontrolled  use  of 
vitamin-D  in  medication , notably  as  utilized  at  times  in  the  treatment 
of  rheumatoid  arthritis. 


VITAMIN-D  POISONING* 

ALBERT  WEINSTEIN,  M.D.,f  Nashville  Tenn. 

Miss  W.,  a 36  year  old  white  woman,  was  ad- 
mitted into  the  Vanderbilt  University  Hospital  on 
April  29,  1952,  and  discharged  on  May  18,  1952. 

The  chief  complaints  were  nervousness  and  fre- 
quency of  urination.  One  year  prior  to  admission 
she  noted  the  onset  of  painful  swelling  in  the 
joints  of  the  fingers  which  progressed  rapidly  to 
involve  the  knees  and  feet.  She  had  had  no  pre- 
ceding upper  respiratory  infection.  In  May,  June 
and  July  of  1951  because  the  joint  pain  was  in- 
creasing in  severity  her  physician  started  her  on 
Cortisone  by  mouth.  The  patient  took  140  tablets 
during  this  period  of  three  months,  and  experi- 
enced remarkable  improvement.  However,  when 
the  drug  was  discontinued  all  of  her  symptoms  re- 
turned in  their  former  degree  of  intensity.  Salicy- 
lates were  then  given,  but  no  striking  benefit  re- 
sulted. Six  months  before  admission  the  blood 
pressure  was  found  to  be  170  and  the  patient  was 
placed  on  a rigid  diet  and  lost  about  35  pounds. 
During  this  regimen  of  dietary  restriction  she 
noted  fatigue,  a general  feeling  of  lack  of  ambition 
and  the  development  of  a constant  headache.  In 
addition,  she  felt  chilly,  developed  sweats  and 
thought  that  she  had  fever. 

During  the  next  two  months  nausea  and  vomit- 
ing were  present.  A constant  dull  aching  low  back 
pain  developed.  A physician  examined  her  and 
told  her  she  has  “pus”  in  the  urine.  Aureomycin 
was  prescribed,  and  cystoscopy  was  done.  The 
findings  obtained  at  the  time  of  the  cystoscopic 
examination  are  not  available.  The  weakness 
progressed,  and  her  local  physician  then  found 
that  her  blood  pressure  varied  between  180  and 
190.  Cramping  lower  abdominal  pain  developed 
and  persisted.  In  addition  to  the  frequency  of 
urination  there  had  developed  urgency  and  she 
was  arising  four  and  five  times  at  night  to  void. 
No  blood  had  been  noted  in  the  urine,  but  a great 
deal  of  burning  had  been  experienced. 

The  past  history  was  not  significant.  The  pa- 
tient had  an  appendectomy  in  1935,  and  because 
of  a ruptured  ovarian  folicle  she  was  operated  on 
in  1940.  The  family  history  was  of  interest  be- 
cause it  seemed  to  indicate  a possible  explanation 
for  some  of  her  symptoms.  Her  father  had  died 
two  years  previously  following  a five  year  period 
of  invalidism  as  the  result  of  a cerebrovascular 
accident.  In  addition,  the  patient  had  been  re- 
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sponsible  for  her  mother,  who  has  a carcinoma  of 
the  cervix.  She  is  a very  industrious  girl,  sensed 
her  family  obligations  very  keenly,  and  at  the 
same  time  applied  herself  very  constantly  to  her 
job  as  a secretary. 

Examination  revealed  a thin,  anxious  girl,  who 
had  obviously  lost  a good  deal  of  weight.  Her 
blood  pressure  was  170/100.  The  heart  was  not 
enlarged;  there  were  no  murmurs;  the  rhythm  was 
regular.  The  lungs  were  clear;  the  thyroid  was 
normal.  Examination  showed  no  abnormalities  in 
the  retinae;  the  retinal  arterioles  did  not  seem  to 
be  altered.  The  abdomen  was  soft;  the  spleen  and 
liver  were  not  felt.  The  kidneys  could  not  be  felt. 
The  pelvic  and  neurological  examinations  were 
negative. 

She  was  judged,  clinically,  to  have  hypertension 
and  an  anxiety  state.  No  gross  abnormalities  sug- 
gesting arthritis  were  obtained,  all  of  the  periph- 
eral joints  appeared  to  be  normal. 

The  serum  calcium  and  phosphorus  were  studied 
as  a routine  in  view  of  her  joint  pains.  The  serum 
calcium  was  16  and  the  phosphorus  4.2  milligrams 
per  cent.  Because  of  these  findings  the  patient 
was  studied  more  carefully  from  the  standpoint  of 
medication.  It  was  found  then  that  she  had  been 
taking  9 capsules  each  day  of  (Upjohn  Company) 
Gel  tablets.  Each  of  these  capsules  contains  50,000 
U.S.P.  units  of  vitamin  D as  activated  ergosterol. 
She  had  begun  to  take  these  capsules  in  October 
and  continued  them  daily.  She  pointed  out  that 
the  nausea  and  vomiting  began  about  three  months 
after  she  started  taking  the  activated  ergosterol. 
At  the  time  she  called  her  local  physician’s  atten- 
tion to  these  symptoms.  He  told  her  that  she  was 
simply  nervous  and  that  she  should  by  all  means 
continue  to  take  the  capsules. 

The  diagnosis  of  hypervitaminosis-D  with  hy- 
percalcinemia  then  became  evident.  Dr.  Allen 
Lawrence  studied  her  eyes  and  found  the  typical 
calcium  deposits  adjacent  to  the  limbus  nasally 
and  temporally  with  a small  area  of  clear  cornea 
lying  between  the  opacities  and  sclerae.  The  cal- 
cium deposits  were  present  bilaterally  although 
marked  on  the  right;  the  fundi  were  normal. 

Laboratory  data  of  interest  include  a urine  with 
a constantly  low  specific  gravity  which  varied  be- 
tween 1.004  and  1.011.  Albumin  was  present  in 
every  urine  specimen  examined.  No  casts  were  ever 
seen  in  the  sediment  although  10-15  white  cells  and 
1-3  red  cells  were  noted  in  each  specimen.  The 
hemoglobin  was  reduced  to  11  Gm.;  the  hematocrit 
was  32.  The  white  blood  cell  count  was  constantly 
elevated  between  14,000  and  24,000  with  a normal 
differential  blood  count.  The  sedimentation  rate 
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was  36  millimeters  (Wintrobe).  The  blood  non- 
protein nitrogen  varied  between  43  and  56  mg.  per 
cent.  The  blood  sugar  was  84  mg.  %;  the  COs 
combining  power  was  normal  at  62  volumes  per 
cent;  the  uric  acid  was  3.8  mg.  per  cent.  The  blood 
Wassermann  was  negative.  The  serum  calcium 
varied  between  15.9  and  16.2  mg.  %,  with  the 
inorganic  phosphorus  content  constantly  being 
normal  between  3.9  and  4.3  mg.  per  cent.  The 
alkaline  phosphatase  was  normal  3.2  units.  The 
urine  contained  an  increase  in  the  amount  of  cal- 
cium present,  as  indicated  by  a 4 plus  Sulkowitch 
test.  The  urine  cultures  were  sterile.  The  P.S.P. 
excretion  was  done  on  two  occasions.  There  was 
a 40  per  cent  phenolsulphonphtalein  excretion  on 
on  one  occasion,  and  a 25  per  cent  excretion  at 
a second  trial.  Intravenous  urograms  were  at- 
tempted and  although  the  amount  of  dye  excreted 
was  not  sufficient  for  clear  diagnostic  purposes, 
there  was  no  evidence  of  any  pathological  deposi- 
tion of  calcium.  An  X-ray  examination  showed 
no  evidence  of  any  lesion  in  the  upper  gastro- 
intestinal tract.  The  electrocardiogram  was  nor- 
mal. A gastric  analysis  showed  no  free  acid  in  the 
fasting  specimen  and  only  3 degrees  free  and  5 
degrees  total  acidity  after  an  injection  of  hista- 
mine. During  her  stay  in  the  hospital  the  blood 
pressure  varied  but  little,  the  average  pressure 
reading  of  170/100  being  maintained. 

The  patient  was  sent  home  on  a low  calcium  diet 
and  was  instructed  to  take  Aluminum  Hydroxygel 
after  meals  in  the  hope  that  some  of  the  calcium 
in  her  diet  would  be  precipitated  in  the  intestinal 
tract  and  excreted.  Other  than  a small  dose  of 
15  mg.  of  phenobarbital  three  times  a day,  no  other 
medication  was  employed.  It  goes  without  com- 
ment that  the  ingestion  of  ergosterol  was  prohib- 
ited. 

A summary  of  the  important  laboratory  data  is 
listed  in  Table  I.  The  improvement  in  her  clinical 
condition  has  been  maintained  and  she  is  today 
quite  well.  There  has  been  no  return  of  the  joint 
pains.  The  urine  is  entirely  normal.  The  blood 
pressure  is  now  normal,  130/80. 

Discussion 

In  a review  of  Vitamin-D  Intoxication 
published  in  1951,  Chaplin,  Clark  and  Ropes1 
found  111  cases  reported  in  the  literature. 
In  this  group  of  patients  five  deaths  had 
occurred  as  a consequence  of  excessive  vita- 


min-D intake.  The  vitamin  usually  had 
been  prescribed  for  rheumatoid  arthritis, 
although  the  preparation  also  had  been  ad- 
vised in  the  treatment  of  tuberculosis,  aller- 
gic disorders,  and  scleroderma. 

After  the  vitamin  has  been  taken  in  ex- 
cessive amounts  the  symptoms  that  make 
their  appearance  are  non-specific,  involve 
many  body  systems,  and  vary  in  their  order 
of  appearance.  (Table  II.)  The  intensity 

Table  II 

Syndrome  of  Hypervitaminosis-D 
(From  Chaplin,  Clark,  Ropes) 

1.  General:  weakness,  fatigue,  weight  loss. 

2.  Gastro-intestmal:  nausea,  vomiting,  diarrhea, 

abdominal  cramps. 

3.  Neuro-psychiatric : headache,  vertigo,  paresthe- 

sias; depression,  stupor,  mild  psychosis. 

4.  Hematologic:  normocytic,  normochromic  anemia. 

5.  Urologic:  frequency,  nocturia;  albumin,  RBC, 

casts,  progressive  loss  in  concentrating  abil- 
ity; rise  in  non-protein  nitrogen. 

6.  Ophthalmologic:  band  keratitis. 

7.  Chemical:  elevated  serum  calcium  and  phospho- 

rus; normal  or  slightly  elevated  alkaline  phos- 
phatase. 

8.  Radiologic:  diffuse  demineralization  of  bones  in 

advanced  cases;  periarticular  calcification. 

9.  Pathologic:  scattered  deposits  of  calcium  in  kid- 

neys, blood  vessels,  heart,  lung,  stomach,  thy- 
roid, pancreas,  periarticular  tissues. 

of  the  symptomatology  may  be  aggravated 
in  the  presence  of  renal  disease,  and  partic- 
ularly when  the  dietary  embodies  a plente- 
ous amount  of  calcium.  It  is  obvious  that  a 
continuation  of  the  intake  of  excess  amounts 
of  vitamin-D  after  the  symptom  complex 
appears,  can  only  be  expected  to  intensify 
the  problem  as  it  did  in  this  reported  in- 
stance. 

If  the  diagnosis  is  made  sufficiently  soon 
the  patient  may  be  spared  permanent  renal 
damage  and  the  pathological  deposition  of 
calcium  generally. 

The  diagnosis  is  to  be  suspected  when  any 
of  the  many  and  varied  symptoms  are  noted 


Table  I 


April  29 

May  18 

May  30 

July  25 

Aug.  18 

Serum  Ca 

16.2 

15.5 

9.4 

12.2 

Serum  P. 

4.2 

3.9 

NPN 

......  52 

56 

Aik.  Phosphatase 

3 

Sulkowitch  test 

4 + 

— 

— 

Albuminuria 

2+ 

+ 

— 

— 

B.P. 

170/105 

170/95 

130/80 

130/80 

Weight 

111  lb. 

116  lb. 

117  lb. 
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in  an  individual  who  has  been  consuming 
vitamin  preparations,  particularly  those 
which  contain  inordinate  amounts  of  vita- 
min-D. 

The  physical  examination  will  not  give 
important  diagnostic  information  ordinarily. 
Although  band  keratitis  and  the  presence  of 
metastatic  subcutaneous  calcium  cysts  usu- 
ally in  periarticular  areas  are  simply  indi- 
cations of  a disordered  calcium  metabolism 
they  can,  when  detected,  point  the  direction 
of  the  diagnosis. 

The  approximate  daily  amount  of  vita- 
min-D  necessary  to  produce  intoxication  and 
the  time  element  involved  are  not  fully 
understood.  Usually  the  afflicted  individual 
has  been  taking  at  least  100,000  international 
units  daily  for  several  months. 

The  necessity  of  preventing  this  complica- 
tion is  evident.  The  obligation  of  not  over- 
looking the  complication  when  it  has  hap- 
pened is  mandatory.  This  is  particularly 
important  since  so  many  of  the  manifesta- 
tions of  the  syndrome  of  hypervitaminosis-D 
can  be  eliminated  when  the  vitamin  is 
stopped  in  time.  Not  only  will  evidence  of 
renal  irritation  and  failure  disappear,  but 
even  areas  of  metastatic  calcification  in  the 
kidneys  and  soft  tissue  generally  can  be 
demonstrated  to  be  reabsorbed. 

The  laboratory  survey  includes  certain 
determinations  which  will  establish  the 
diagnosis.  The  serum  calcium  level  is  al- 
ways elevated  while  the  serum  phosphorus 
and  alkaline  phosphatase  levels  are  normal 
or  only  slightly  elevated.  By  contrast  in 
primary  hyperparathyroidism  the  serum 
phosphorus  is  usually  low  in  association 
with  a marked  elevation  of  the  alkaline 
phosphatase.  When  renal  failure  enters  the 
picture  the  serum  phosphorus  will  be  ele- 
vated. In  both  hyperparathyroidism  and 
vitamin-D  poisoning  there  may  be  evidence 
of  renal  irritation  or  failure  depending  on 
the  duration  of  the  hvpercalcinemia.  Al- 
though the  exact  mechanism  of  the  kidney 
complication  is  not  clear  the  long  standing 
hvpercalcinemia  is  the  integral  part  of  the 


process.  The  presence  of  excessive  amounts 
of  calcium  in  the  urine  can  be  noted  with 
relative  ease  with  such  a simple  procedure 
as  the  Sulkowitch  test. 

After  the  diagnosis  is  established,  the 
treatment  is  easy  to  direct.  Obviously  the 
vitamin-D  intake  is  stopped  and  a lowered 
calcium  intake  is  associated  with  efforts  to 
encourage  calcium  excretion.  These  efforts 
include  full  activity  of  the  patient,  avoid- 
ance of  sunlight,  an  adequate  fluid  intake, 
and  a prohibition  of  alkali. 

It  is  certainly  the  obligation  of  the  physi- 
cian to  observe  regularly  and  carefully  a 
patient  on  any  therapy  and  particularly 
when  he  employs  a non-specific  agent  of 
questionable  value  and  of  potential  hazard. 

Comment 

This  patient  presents  a valuable  lesson. 
She  received  a medication  of  questionable 
value  for  the  treatment  of  a chronic  illness. 
When  symptoms  of  intoxication  occurred 
they  were  judged  to  be  psychoneurotic  man- 
ifestations and  ignored.  This  error  was 
made,  even  though  the  patient  noted  on  the 
label  of  the  vitamin-D  box  the  note,  (if) 
“Nausea  or  vomiting  appears,  the  dosage 
should  be  reduced  or  the  drug  withdrawn.” 

Fortunately  the  diagnosis  was  made  in 
time  to  permit  an  apparent  complete  recov- 
ery. 

Summary 

1.  A case  of  Vitamin-D  intoxication  is  re- 
ported. 

2.  The  potentialities  of  the  unrestricted 
administration  of  large  daily  doses  of  Vita- 
min-D or  its  allied  products  are  discussed. 

3.  The  presence  of  hypercalcinemia  is  a 
signal  to  the  physician  for  a careful  search 
for  the  possible  prolonged  ingestion  of  ex- 
cessive amounts  of  Vitamin-D. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  PARKINSONISM* 

BERTRAM  E.  S°ROFKIN,  M.D.,  Nashville,  Tenn. 


General  Considerations 

Parkinsonism,  or  paralysis  agitans,  is  a 
symptom  complex  characterized  by  the 
presence  of  muscular  rigidity  and  rhythmic 
tremor.  The  pathologic  physiology  of  this 
syndrome  is  not  completely  known,  although 
it  is  usually  associated  with  diffuse  damage 
to  the  basal  ganglia.  This  entity  is  often 
divided,  with  respect  to  etiology,  into  three 
types:  1) idiopathic,  2)  symptomatic,  and  3) 
postencephalitic.  The  idiopathic  variety 
begins  in  early  middle  life  without  any  ap- 
parent cause.  The  symptomatic  group  com- 
prises those  infrequent  cases  which  may 
follow  injury  to  the  nervous  system  by  car- 
bon monoxide,  manganese,  and  other  toxic 
agents  as  well  as  those  cases  seen  in  elderly 
individuals  who  have  had  cerebrovascular 
accidents.  In  general,  the  clinical  picture 
is  identical  regardless  of  etiology  although 
oculogyric  crises,  the  spasmodic  contractions 
of  the  ocular  muscles,  are  almost  entirely 
confined  to  the  postencephalitic  gi'oup.  The 
disease  is  more  common  among  males. 

Diagnostic  Summary 

A.  History.  Early  in  the  disease  the  com- 
plaints of  restlessness,  fatigue,  and  lack  of 
energy  may  seem  out  of  proportion  to  the 
findings  and  such  diagnoses  as  neurasthenia, 
agitated-depression,  and  “male  menopause" 
are  often  falsely  applied  to  these  patients. 
Delayed  recognition  of  this  disorder  is  most 
likely  when  tremor  is  not  an  initial  symp- 
tom. Very  often  the  patient  first  complains 
of  weakness  or  heaviness  of  an  extremity, 
and  there  may  be  a generalized  slowing  of 
all  movements  (bradykinesia) . Associated 
with  the  muscular  rigidity  there  may  be 
pain  and  stiffness.  The  handwriting  often 
becomes  cramped  and  progressively  smaller 
(micrographia) . Excessive  perspiration,  an 

*From  the  Department  of  Medicine  (Neurology), 
Vanderbilt  University  School  of  Medicine,  Nash- 
ville, Tenn. 


oily  skin,  and  an  increased  tolerance  to  cold 
may  develop.  Rigidity  of  the  laryngeal  and 
pharyngeal  muscles  may  cause  a variable 
degree  of  dysphagia  and  dysarthria.  The 
patient  may  be  aware  of  a progressive  stoop- 
ing and  a shuffling  gait  or  he  may  have  no- 
ticed that  one  or  both  arms  do  not  swing 
normally  in  walking,  but  these  observations 
are  more  apt  to  be  brought  to  his  attention 
by  others.  His  set  facial  expression  may 
have  provoked  inquiries  about  his  mood. 
Within  a few  years  the  clinical  picture  may 
be  quite  well  delineated  and  yet  non-recog- 
nition at  this  stage  is  common.  When  the 
onset  is  unilateral,  and  weakness  in  the 
affected  limbs  is  the  chief  complaint,  an  im- 
pression of  progressive  hemiplegia  may  lead 
the  attending  physician  to  suspect  an  intra- 
cranial tumor.  Unnecessary  and  occasion- 
ally dangerous  procedures  may  then  be  un- 
dertaken to  “rule  out”  such  a possibility. 

B.  Physical  Findings.  In  no  chronic  dis- 
ease of  the  nervous  system  is  a preliminary 
general  inspection  of  greater  importance. 
A careful  “routine”  examination,  including 
the  minor  irregularities  from  arcus  senilis 
to  dermatophytosis  of  the  toes,  may  fail  to 
disclose  Parkinsonism.  However,  if  the  pa- 
tient is  observed  as  he  walks,  stands,  and 
talks  the  picture  is  almost  inescapable. 

The  general  attitude  is  one  of  anteflexion. 
The  arms  are  often  flexed  at  the  elbows  and 
adducted.  There  is  a poverty  of  spontane- 
ous movement.  As  the  patient  sits  in  the 
chair  and  relates  the  details  of  his  illness, 
he  stares  fixedly  at  the  examiner  and  rarely 
changes  his  position  or  crosses  his  legs.  This 
unblinking,  “reptilian  stare”  may  be  mis- 
taken for  a sign  of  hyperthyroidism.  Rising 
from  the  chair  may  be  difficult,  and  occa- 
sionally the  patient  falls  backward  in  the 
attempt  (retropulsion).  Once  on  his  feet 
it  is  noted  that  although  it  is  difficult  for 
him  to  begin  to  walk,  after  the  first  few 
shuffling  steps  have  been  taken  he  may  lit- 
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erally  trot  as  with  hurried  short  steps  his 
feet  attempt  to  keep  pace  with  the  forward 
thrust  of  his  body.  This  propulsive  or  fes- 
tinating  gait  may  be  so  pronounced  that  he 
may  find  it  necessary  to  snatch  at  some  ob- 
ject of  furniture  to  arrest  his  forward  prog- 
ress. He  turns  around  laboriously,  the  head 
and  trunk  moving  “as  one  piece.”  There  is 
also  a diminution  or  absence  of  normal  arm 
swing.  Often  this  is  the  very  first  sign,  and 
it  can  be  brought  out  by  instructing  the 
patient  to  walk  on  his  heels  in  order  to  ex- 
aggerate the  arm  swing.  There  is  no  focal 
muscular  atrophy,  the  reflexes  are  normal, 
and  the  Babinski  sign  is  not  ordinarily  pres- 
ent. 

Passive  manipulation  of  the  joints  of  the 
involved  extremities  elicits  an  intermittent 
resistance  or  “cog-wheeling.”  If  the  patient 
is  asked  to  engage  in  some  repetitive  activity 
on  one  side,  such  as  rotating  the  clenched 
fist  at  the  wrist,  the  examiner  may  detect 
the  characteristic  rigidity  of  the  other  hand 
by  passively  moving  it  at  the  wrist.  The 
svnkinetic  maneuver  may  elicit  rigidity 
when  it  is  otherwise  not  discernible.  Rigid- 
ity is  often  betrayed  by  the  patient’s  ina- 
bility to  perform  rapid  succession  move- 
ments such  as  tapping  with  the  hand  and 
foot  or  alternately  pronating  and  supinating 
the  arm. 

The  tremor  is  characteristically  rhythmic 
and  alternating  at  a rate  of  about  4-5  cycles 
per  second.  It  is  often  referred  to  as  a static 
tremor  because  it  disappears  briefly  while 
the  involved  part  is  in  motion  but  reappears 
when  the  new  position  is  maintained.  It  is 
absent  during  sleep.  When  it  first  appears 
this  tremor  may  be  present  briefly  only  dur- 
ing periods  of  fatigue  or  emotional  stress. 
Once  the  well  established  “pill  rolling” 
tremor  is  present  the  diagnosis  is  rarely  a 
problem. 

Treatment 

A.  General  Measures.  This  is  generally 
a progressive  disease  for  which  no  specific 
cure,  medical  or  surgical,  is  available,  but 
the  rate  of  progression  may  vary  greatly  and 
longevity  may  be  unaffected.  Early  in  the 
disease  the  measure  of  disability  depends 
upon  the  patient’s  occupation.  The  voca- 
tional problem  will  arise  earlier  where  the 


technical  ability  of  a watch  repairer  or  a 
concert  pianist  is  at  stake  whereas  this  is 
less  of  a factor  in  the  large  number  of  indi- 
viduals who  do  not  require  such  a high  de- 
gree of  dexterity  in  their  occupations.  It  is 
often  possible  for  the  patient  to  continue 
with  his  work,  and  this  should  be  encour- 
aged. Diverting  activities  or  hobbies  are  ef- 
fective in  combating  depression.  Fatigue 
should  be  avoided,  and  short  rest  periods 
during  the  day  may  be  of  surprising  bene- 
fit. 

B.  Drug  Therapy. 

1)  The  drugs  of  the  atropine  group  will 
usually  diminish  rigidity  but  are  less  effec- 
tive in  controlling  tremor.  Each  patient 
presents  an  individual  problem  in  adjust- 
ment of  the  dosage  of  the  preparation  which 
is  employed.  Trihexyphenidyl  hydrochlo- 
ride (Artane,  Pipanol),  one  of  the  more  re- 
cently synthesized  antispasmodic  drugs,  has 
been  beneficial  in  reducing  rigidity.  It  is 
supplied  in  2 and  5 mg.  scored  tablets. 
Therapy  may  be  instituted  with  a dose  of 

1 mg.  per  day  {Vz  tablet)  and  increased  at 

2 day  intervals  by  1 mg.  increments  until  a 
daily  dosage  of  6 to  10  mg.  is  reached. 
Younger  patients  may  tolerate  as  much  as 
15-20  mg.  per  day,  especially  those  in  the 
postencephalitic  group,  but  when  the  daily 
dose  exceeds  12-15  mg.  toxic  effects  are 
often  encountered.  Dryness  of  the  mouth 
is  common  and,  in  itself,  is  no  great  prob- 
lem. It  is  usually  allayed  by  chewing  gum 
or  mint  candies.  Other  toxic  manifestations 
are  also  similar  to  those  of  atropine  over- 
dosage and  include  nausea,  giddiness,  vomit- 
ing, nervousness,  blurring  of  vision,  tachy- 
cardia, and  even  hallucinatory  states.  Oc- 
casionally diphenhydramine  hydrochloride 
(Benadryl)  in  doses  of  25-50  mg.  three  or 
four  times  a day  may  be  added  to  the  above 
regimen  or  used  independently  with  bene- 
ficial results.  Atropine,  tincture  of  bella- 
donna, hyocine,  and  mixtures  such  as  Vino- 
bel  and  Rabellon  have  all  been  used  in  sim- 
ilar manner  with  varying  success.  In  using 
any  combination  of  the  atropine-like  drugs 
one  must  remember  that  the  toxic  effects  of 
each  component  are  additive  and  the  com- 
bined dosage  must  be  consdered  when 
estimating  potential  toxicity. 

2)  Benzedrine  or  its  analogues  are  often 
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useful  in  combating  depression  or  somno- 
lence. Somnolence  associated  with  the  use 
of  such  drugs  as  Benadryl  affords  an  indica- 
tion for  the  use  of  benzedrine  or  dexedrine. 
These  drugs  should  not  be  given  late  in  the 
day  or  they  may  interfere  with  sleep.  The 
usual  dosage  is  5-10  mg.  once  or  twice  a day 
or  it  may  be  given  during  the  morning  and 
early  afternoon  at  more  frequent  intervals 
in  2.5  mg.  doses. 

3)  Occasionally,  small  doses  of  barbitu- 
rates (15-30  mg.  of  phenobarbital  or  sodium 
amytal)  may  diminish  nervousness,  but  it 
has  been  noted  that  some  patients  with  Par- 
kinsonism do  not  tolerate  barbiturates  well. 

C.  Physiotherapy.  Gait-training,  relaxa- 
tion exercises,  massage,  and  heat  are  of 
some  benefit  in  the  further  management  of 
these  patients  when  this  therapy  can  be 
administered  frequently  and  conveniently. 


1 45 

A warm  bath  for  20-30  minutes  may  greatly 
decrease  rigidity  and  restlessness. 

D.  Surgery.  Cortical  excisions  have  been 
largely  abandoned  as  a means  of  therapy 
since  they  often  substituted  a paralysis  for 
the  tremor.  Nature  similarly  abolishes  a 
tremor  when  a “stroke”  leads  to  complete 
paralysis  of  the  affected  extremities,  and  if 
the  paralysis  diminishes  the  tremor  reap- 
pears. However,  with  the  use  of  stereotaxic 
instruments,  which  enable  the  neurosurgeon 
to  produce  accurately  lesions  of  the  basal 
ganglia,  experimental  studies  are  in  prog- 
ress, although  it  is  too  early  to  evaluate  the 
results. 

As  in  the  treatment  of  any  chronic  disor- 
der the  interest  and  time  which  the  physi- 
cian devotes  to  the  patient  with  Parkinson- 
ism will  be  reflected  in  his  results. 
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*7 A "e76e  Doctor  '&  ‘Doctor  " 

Prescription:  Take  a large  measure  of  Lincoln  for  humanity,  a pinch  of 
Mark  Twain  for  humor,  a dash  of  Will  Rogers  for  good  will,  a big  lump  of 
Osier  for  broad  culture,  bits  of  Halstead,  Cushing,  Socrates  and  Voltaire.  Mix 
well  and  season  richly  with  experience. 

The  resultant  human  compound:  Ashby  Metcalfe  Patterson,  M.D.,  new  Pres- 
ident of  The  Tennessee  State  Medical  Association.  He  is  a prophet  WITH 
honor  in  his  native  land.  In  Chattanooga,  he  is  known  as  “The  Doctor’s  Doctor,” 
frequently  consulted  on  problems  of  surgery,  ethics  and  public  service. 

This  doctor-to-be  was  born  November  13,  1889,  in  Henryville  (Lawrence 
County),  Tennessee,  only  son  of  Alonzo  Ashby  and  Emma  Metcalfe  Patterson. 
His  late  father  gained  fame  as  a small  town  postmaster  who  pioneered  in  push- 
ing air  mail  service. 

Elementary  schooling  in  Henryville  was  followed  by  high  school  training  at 
Battleground  Academy,  Franklin.  There  Ashby  Patterson  won  the  Oratorical 
Medal,  debated  and  played  football. 

Entering  Vanderbilt  University  in  1909,  he  taught  school  intermittently  in 
Robertson  County,  and  at  Peacock-Fleet  School  for  Boys,  Atlanta,  Georgia,  com- 
pleting academic  work  in  1917,  with  the  Bachelor  of  Science  Degree. 

In  1921  Student  Patterson  became  Dr.  Patterson.  At  Vanderbilt  he  had  made 
one  of  the  highest  grades  ever  recorded  there.  He  was  President  of  the  Senior 
Medical  Class,  won  the  Founder’s  Medal  for  Scholarship,  and  was  active  in  Phi 
Chi  Medical  Fraternity  affairs. 

Following  internship  in  Allegheny  General,  Pittsburgh,  Dr.  Patterson  served 
as  House  Surgeon  in  Erlanger  Hospital,  Chattanooga,  for  three  years. 

In  1925,  he  opened  his  first  office  in  downtown  Chattanooga,  moving  in  1929 
to  the  Medical  Arts  Building.  He  specializes  in  surgery  in  gynecology  and  ob- 
stetrics. 

Past  Chief  of  Staff  of  Children’s  and  Erlanger  Hospitals  and  last  year  Vice- 
Chief  of  Memorial,  Dr.  Patterson  gave  much  to  the  development  of  all  three 
institutions.  He  strongly  encouraged  the  inclusion  of  qualified  General  Prac- 
titioners on  the  Memorial  Staff  with  full  privileges. 

A Fellow  of  the  American  College  of  Surgeons  since  1931,  Dr.  Patterson  is 
Past  President  and  Secretary  of  the  Surgeons  Club  of  Chattanooga.  He  served 
on  all  Committees  of  the  Chattanooga-Hamilton  County  Medical  Society  and 
became  its  President.  State  Association  posts  include  Councillor,  Trustee  for 
the  past  five  years,  and  now — President. 

A year  after  he  began  practice,  Dr.  Patterson  married  Miss  Phoebe  Bum- 
garner at  Wilkesboro,  North  Carolina.  They  have  one  child,  Ashby  Elizabeth. 
In  church  and  cultural  activity  Mrs.  Patterson  can  match  her  husband.  She  is 
President  of  the  Woman’s  Society  of  Christian  Service  of  Centenary  Methodist 
Church,  a Director  and  a Founder  of  the  Chattanooga  Audubon  Society,  Presi- 
dent of  the  Chattanooga  Council  of  Garden  Clubs,  Vice-President  and  Director 
of  the  Tennessee  Federation  of  Garden  Clubs,  and  poetry-writing  member  of 
the  Chattanooga  Authors  and  Artists  Club.  She  has  served  as  secretary  of  a 
Legion  Auxiliary  and  the  Erlanger  Hospital  Auxiliary. 

Dr.  Patterson’s  inaugural  address,  published  elsewhere  in  the  Journal,  re- 
veals his  absorbing  interest  in  Postgraduate  Education.  That  interest  dovetails 
with  his  professional  hobby — training  interns  and  residents. — Ed  Bridges. 
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The  President's  Page 

BOWING  OUT  WITH  AN  OFFICIAL  REPORT 


When  you  hon- 
ored me  as  your 
choice  for  Pres- 
ident -Elect  two 
years  ago,  I decided 
upon  one  major 
project  during  my 
year  of  administra- 
tion. It  is  too  big 
a project  to  be  ac- 
complished in  one 
year,  but  I sincerely  hope  that  some  effec- 
tive spade  work  has  been  done  in  a field 
long  neglected  by  organized  medicine. 

During  recent  years  the  trend  has  been 
for  organized  medicine  and  organized  labor 
to  glare  at  each  other,  call  each  other  names, 
but  not  to  cooperate  and  try  to  solve  their 
problems. 

Differences  in  opinion  will  always  exist 
between  the  two  groups  concerning  the  ex- 
tension of  medical  care,  but  we  have  found 
during  the  past  year  that  luncheon  table 
conferences  and  other  informal  meetings 
with  certain  Tennessee  labor  leaders  have 
been  most  satisfactory,  particularly  in  the 
extension  of  the  idea  of  covering  thousands 
of  Tennessee  workers  under  health  insur- 
ance plans. 

The  first  of  these  conferences  was  held  in 
Nashville  with  only  three  people  present, 
the  President  of  the  Nashville  Trades  and 
Labor  Council,  your  President,  and  our  Pub- 
lic Service  Director. 

This  was  followed  by  a wider  conference 
bringing  in  the  presidents  or  business  agents 
of  six  Nashville  Unions  affiliated  with  the 
AF  of  L. 

The  principal  subject  discussed  was  Vol- 
untary Health  Insurance  plans  and  how  to 
make  them  more  workable  and  more  com- 
plete to  cover  such  complex  and  shifting 
Union  groups  as  those  in  the  building  trades. 

This  conference  was  followed  by  a meet- 
ing with  the  business -agent  of  seventeen 
trades  unions,  and  this  time  we  invited  in  a 
representative  of  one  of  the  largest  under- 
writers of  “The  Tennessee  Plan.” 


We  came  to  Memphis  later  for  a similar 
conference  with  an  AF  of  L group  here. 
A CIO  group  in  Memphis  previously  had 
expressed  a desire  to  protect  its  members, 
some  2,500,  under  the  Tennessee  Plan  of 
Health  Insurance.  That  has  not  been  ac- 
complished yet,  but  this  group  is  still  inter- 
ested and  at  least  they  are  fully  cognizant  of 
the  benefits  they  could  obtain  under  “The 
Tennessee  Plan.”  We  have  at  least  done  an 
educational  job  and  hope  that  the  ultimate 
goal  can  be  reached. 

Our  latest  conference  was  with  the  Presi- 
dent of  the  AF  of  L in  Tennessee,  the  Editor 
of  one  of  the  Labor  papers  and  the  Presi- 
dent of  the  Local  Labor  Council  in  Chatta- 
nooga. Out  of  this  conference  may  grow  a 
Liaison  Committee  between  the  State  AF  of 
L and  between  this  Association,  if  the  policy 
making  bodies  of  both  groups  decide  it 
would  be  beneficial.  I am  convinced  that  it 
would,  particularly  in  promoting  under- 
standings about  voluntary  health  insurance. 

It  has  also  been  my  privilege  to  work  with 
the  Committee  on  Liaison  to  the  United 
Mine  Workers  of  America  on  a most  chal- 
lenging project — one  which  seeks  to  provide 
a top-level  general  practice  medical  service 
for  some  16,000  persons  in  the  Pruden  Coal 
Mine  Valley  of  Upper  East  Tennessee.  I 
shall  not  encroach  on  a report  of  that  project 
to  be  given  to  you  by  Dr.  B.  M.  Overholt, 
Chairman  of  the  Liaison  Committee.  I do 
want  to  say  that  this  project  has  had  the 
side  effect  of  cementing  excellent  relations 
between  the  Tennessee  State  Medical  Asso- 
ciation and  the  Medical  Care  Division  of  the 
United  Mine  Workers. 

The  President  made  a trip  to  Wartburg, 
Tennessee,  to  meet  with  a Citizens’  Commit- 
tee, Dr.  Overholt  and  Dr.  John  D.  Winebren- 
ner,  Area  Medical  Director  of  the  United 
Mine  Workers  Health  and  Welfare  Fund,  in 
an  effort  to  assist  Wartburg  citizens  to  ob- 
tain a Hill-Burton  Medical  Center.  A mem- 
ber of  the  Citizen’s  Committee  made  this 
startling  statement:  “I  didn’t  know  that  the 
Medical  Association  was  interested  in  help- 
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ing  out  in  things  like  this.  I am  very  happy 
to  see  it.” 

As  I understand  it,  the  President  is  sup- 
posed to  make  as  many  visits  as  he  can  to 
local  medical  societies.  We  have  forty-six 
societies  within  the  Association  and  of 
course  it  is  not  possible  to  visit  them  all  and 
continue  any  kind  of  practice. 

The  visits  made  by  your  retiring  president 
are  as  follows: 

1.  To  Chattanooga  and  Hamilton  County 
Medical  Society  to  speak  on  “The  Tennessee 
Plan,”  and  back  to  Chattanooga  later  to  at- 
tend a recent  meeting  devoted  to  discussion 
of  an  Executive  Secretary  set-up  for  the 
society. 

2.  Memphis  as  a guest  of  the  Society  dur- 
ing the  panel  discussion  of  medical  prob- 
lems by  lay  speakers. 

3.  Jackson  to  annual  social  meeting  of 
West  Tennessee  Consolidated  Medical  As- 
sembly. 

4.  Cookeville  to  the  inauguration  of  a 
new-type  postgraduate  course  by  the  Five- 
County  Medical  Society. 

5.  Johnson  City  to  address  the  Washing- 
ton-Carter-Unicoi  Society  and  representa- 


tives of  five  other  East  Tennessee  societies 
on  Voluntary  Health  Insurance. 

6.  Erwin  to  speak  at  dedication  of  Unicoi 
County  Community  Hospital. 

7.  Gallatin  to  speak  at  dedication  of  Love- 
less Hospital  and  Medical  Center. 

8.  Paris  to  address  newly  organized  Four- 
County  Society. 

Out-of-state  visitations  were  two,  one  to 
New  York  to  appear  before  the  Common- 
wealth Fund  with  Dr.  Overholt  and  others 
in  the  interest  of  obtaining  funds  for  the 
Pruden  Valley  medical  project;  the  other  to 
North  Carolina  to  represent  the  Association 
at  the  Annual  Convention  of  the  North  Car- 
olina Medical  Society. 

A recent  “President’s  Page”  in  the  Jour- 
nal was  devoted  to  expressing  my  heartfelt 
appreciation  for  your  support,  your  friend- 
ship and  your  hard  work  for  organized  med- 
icine in  Tennessee.  Since  this  is  my  last 
opportunity,  I say  again  in  closing — I thank 
you. 


ft/. 
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THE  WEAKER  OF  THE  SEXES 

In  past  years  much  emphasis  in  preventive 
medicine  was  laid  upon  the  mortality  rate 
of  women  especially  as  related  to  child- 
birth. Since  deaths  related  to  child  bearing 
have  become  negligible  the  woman’s  life 
expectancy  has  increased  tremendously. 

Sowder,*  State  Health  Officer  of  Florida, 
has  made  some  interesting  comparisons  be- 
tween the  male  and  female  of  the  species 
insofar  as  health  and  life  expectancy  are 
concerned.  He  points  out  that  though  the 
life  expectancy  at  birth  now  stands  at  64.7 
years  for  males  and  70.2  years  for  females, 
the  difference  is  not  to  be  accounted  for  by 
accidents,  war  and  the  like.  In  1926  the 
adjusted  death  rate  for  males  was  only  14 
per  cent  higher  than  for  females,  but  by 
1948  this  difference  had  climbed  to  41  per 
cent.  From  1940  to  1949  the  death  rate  in 
the  United  States  has  dropped  13  per  cent 
for  females  and  only  7 per  cent  for  males. 
Sowder  points  out  that  this  trend  extends 
throughout  life  as  shown  in  the  national 

*Sowder,  W.  T.:  The  Fragile  Male,  J.  Florida 
M.  A.,  38:553,  1952. 


statistics; — deaths  per  1,000  in  infants  un- 
der one  year  of  age  being  38.3  for  males  and 
29.5  for  females,  for  those  75  or  more  years 
of  age  the  rate  was  123.8  for  males  and 
104.2  for  females.  The  country-wide  statis- 
tics show  that  in  1949  in  males  there  were 
10,353  deaths  from  congenital  malformations 
as  compared  to  8,339  among  females,  show- 
ing that  even  before  birth,  the  protoplasm 
of  the  male  is  subject  to  influences  in  great- 
er degree  than  that  of  the  female. 

The  causes  of  death  in  the  United  States 
in  1949  show  interesting  comparisons  be- 
tween the  sexes  (only  round  figures  are  used 
here).  Deaths  from  all  causes,  males  800,- 
000,  females  600,000;  tuberculosis,  males 

25.000,  females  13,000;  syphilis  6,000  and 

2.000.  There  was  practically  no  difference 
between  the  sexes  in  deaths  from  malignant 
neoplasms.  Only  in  deaths  from  diabetes 
mellitus  were  there  more  in  females,  14,000, 
than  in  males,  9,000.  Major  cardiovascular 
diseases  caused  more  deaths  in  males,  400,- 
000  as  against  300,000  in  females.  The  same 
trend  continues  in  other  areas, — pneumonia 
and  influenza,  males  22,000,  females  17,000; 
peptic  ulcer  6,000  and  1,000;  appendicitis 

2.000  and  1,000.  The  difference  in  violent 
deaths  is  anticipated: — for  accidents,  males 

61.000  females  26,000;  homicide  6,000  and 
2,000;  suicide  13,000  and  3,000. 

Sowder  goes  on  to  point  out  that  though 
the  mortality  rate  in  males  is  greater  than 
in  females,  the  population  distribution  is 
about  equal  as  shown  by  the  Bureau  of  Cen- 
sus estimate  of  1948, — the  sex  distribution 
was  72,969,000  males  and  73,602,000  females. 
The  result  of  the  mortality  rates  shows  up 
greater  with  increasing  age,  and  in  the  same 
year  the  estimates  for  persons  over  85  years 
of  age  were  191,000  males  and  255,000  fe- 
males. 

Nature  has  made  up  for  this  difference  in 
mortality  rates  by  always  providing  more 
male  births,  a fact  long  known.  Thus  in 
Florida  in  1949  Sowder  points  out  there 
were  106.2  male  births  for  100  female.  (In 
Tennessee  in  1949  the  ratio  was  105.6  to 
100.)  He  also  makes  the  interesting  obser- 
vation concerning  the  difference  as  between 
races.  Among  white  births  the  ratio  was 
108  males  to  100  females;  in  the  Negro  births 
there  was  101.9  males  to  100  female.  He 
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indicates  further  that  the  difference  in  mor- 
tality in  the  sexes  is  less  prominent  in  the 
colored  race  in  the  Country  at  large.  The 
difference  in  birth  rate  of  the  sexes  provides 
for  an  about  equal  distribution  at  around 
the  age  of  20  years.  Thereafter  there  is  a 
gradual  change  in  favor  of  the  female  pop- 
ulation. 

This  paper  by  Sowder  offers  interesting 
food  for  thought.  Through  the  years  em- 
phasis on  the  hazards  of  childbirth  has  re- 
duced the  mortality  rate  from  pregnancy 
and  its  complications  to  300  in  1949  among 
621,700  deaths  in  females  in  the  United 
States.  It  is  now  high  time  that  the  family 
physician  begin  to  plan  and  practice  pre- 
ventive medicine  for  the  men  in  his  prac- 
tice. From  the  above  figures  this  will  apply 
particularly  in  the  cardiovascular  diseases 
(hypertension  and  cardiac  diseases).  Case 
finding  in  tuberculosis  will  be  extended  by 
the  mobile  units  of  the  health  departments. 
The  family  physician  will  need  to  “sell” 
preventive  medicine  to  the  men  of  the  com- 
munity who  will  not  consult  him  as  readily 
as  will  the  wives.  However,  they  can  be 
reached  through  the  service  clubs,  and 
through  these  leaders  in  the  community  the 
men  can  be  reached  in  industry  and  in  other 
fields.  Here  is  a health  field  which  can  be 
plowed  in  the  main  by  the  family  physician. 

R.  H.  K. 

* 

THE  PRESIDENT'S 
REORGANIZATION  PLAN 

Unquestionably  every  member  of  the 
State  Association  knows  that  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation, in  a called  meeting  in  Washington 
on  March  14,  approved  unanimously  the 
President’s  Reorganization  Plan  No.  1 of 
1953.*  This  Plan  provides  for  a new  De- 
partment of  Health,  Education  and  Welfare. 
Furthermore,  it  provides  for  a Special  As- 
sistant, presumably  a doctor,  to  the  Secre- 
tary of  the  new  Department.  It  was  this 
proviso  which  gained  support  from  the 
A.M.A.  for  the  Reorganization  Plan  over 
that  offered  some  four  years  ago  during  the 
Truman  administration. 

Many  of  us  probably  have  some  mental 

*See  National  News  in  this  issue. 


reservations  concerning  the  Plan  and 
whether  it  will  provide  the  needed  safe- 
guards to  keep  medical  care  out  of  politics. 
Possibly  it  is  a forlorn  hope  that  medical 
care  can  be  kept  out  of  politics  from  now 
on.  Nevertheless  it  was  probably  the  think- 
ing of  the  policy  makers  of  the  A.M.A.  that 
the  Plan,  offering  a Special  Assistant  for 
Health  and  Medical  Affairs,  a doctor,  to  the 
Secretary  of  the  new  Department,  is  the 
best  that  can  be  hoped  for  in  lieu  of  an  inde- 
pendent Department  of  Health. 

It  is  implied  by  the  Board  of  Trustees  of 
the  A.M.A.  that  this  offers  a brake  to  inter- 
ference or  control  in  medical  affairs  by 
other  branches  in  the  Department,  no  doubt 
having  in  mind  the  Welfare  branch  particu- 
larly. 

In  light  of  the  philosophy  of  the  present 
Administration,  we  of  the  medical  profes- 
sion need  have  no  great  concern  about  being 
ignored  in  consultations  having  to  do  with 
the  medical  care  of  our  people.  If,  on  the 
other  hand,  a change  were  to  occur  in  this 
administrative  philosophy  and  another  Os- 
car Ewing  were  to  occupy  the  cabinet  post, 
the  story  might  well  be  different.  Then  the 
Special  Assistant  to  the  Secretary  would  no 
doubt  be  one  who  had  a philosophy  con- 
cerning medical  care  compatible  with  that 
Administration.  Under  such  circumstances 
an  independent  Department  of  Health  would 
be  more  sensitive  to  medical  thought  and 
influence.  It  would  be  less  amenable  to  the 
political  pressures  of  the  Welfare  Agencies 
which  sooner  or  later  will  probably  engulf 
medical  care. 

At  least  a respite  has  been  won  by  medi- 
cine in  having  a Special  Assistant  for  Health 
and  Medical  Affairs  in  the  new  Department 
of  Health,  Education  and  Welfare  which  is 
practically  certain  of  establishment. 

R.  H.  K. 

-K 

THE  MEDICAL  MIRROR 

Special,  selected  articles  appearing  in  the  public 
press  are  reprinted  here  for  your  information. 
Articles,  both  favorable  and  unfavorable,  will  ap- 
pear in  this  column  since  they  reflect  a significant 
segment  of  public  opinion. — Executive  Secretary. 

Our  Brother's  Keeper 

HOSPITAL  CARE  FOR  NEEDY 

We  are — in  the  Christian,  humanitarian  sense — 
our  brother’s  keeper,  and  that  entails  an  obligation 
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to  the  needy  ill.  It  is  a recognized  public  obliga- 
tion. but  not  always  and  everywhere  adequately 
discharged.  It  can  be,  throughout  Tennessee,  by 
the  proposed  “Hospital  Service  for  the  Indigent,” 
provided  in  the  measure  now  before  the  legislature, 
admirably  brought  forth  by  the  medical  constitu- 
ency which  is  volunteering  its  services,  free,  to 
those  in  need  within  the  scope  of  this  Act. 

It  brings  this  responsibility  home,  to  the  local 
and  state  level,  which  must  jointly  assume  its  ad- 
ministrative costs.  It  is  a state-wide  project 
related  to  hospital  care,  which  hitherto  has  not 
been  as  readily  available  to  these  indigent  citizens 
as  it  should  be,  as  evidenced  by  the  fact  that  seven 
counties — including  Davidson — now  spend  94.9 
per  cent  of  the  total  amount  used  on  such  work  in 
Tennessee;  42  counties  make  no  provision  what- 
ever for  it,  and  43  make  only  “token”  provision. 

It  is  a problem  of  admitted  and  glaring  need 
which  can  be  solved  satisfactorily  only  in  the 
manner  suggested. 

Through  the  Tennessee  Medical  Association, 
which  has  devised  this  program,  its  2,100  members 
have  pledged  free  medical  care  for  the  needy  per- 
sons hospitalized  under  terms  of  their  respective 
counties.  They  are  mobilized  as  a willing  army  of 
volunteers,  to  render  a service  whose  enabling 
aspects  would  put  Tennessee  in  the  forefront  of 
states  measuring  intelligently  to  a public  duty. 

The  program  thus  advanced  is  well  within  the 
bounds  of  governmental  propriety.  Administra- 
tively it  would  function  within  the  State  Health 
Department,  thus  creating  no  new  agency,  and  the 
counties  participating  would  bear  the  requisite 
shares  of  the  outlay.  That  in  turn  is  as  it  should 
be,  putting  the  financial  responsibility  where  it 
belongs,  and  assuring  supervision  of  prospective 
case-loads  at  the  local  level. 

The  bill  now  introduced  does  not  propose  an 
instant  plunge  into  the  full-scale  program.  The 
time  factor  provides  a gradual  development,  with 
preliminaries  out  of  the  way  within  the  present 
biennium,  and  opportunity  for  counties  within  this 
period  to  adjust  to  it. 

We  salute  the  doctors  of  Tennessee — the  State 
Medical  Association  and  its  Public  Service  Com- 
mittee— for  their  inspired  and  tireless  efforts  by 
which  this  measure  was  devised  in  the  public 
interest.  They  have  given  of  their  time  to  perfect 
it,  and  will  give  freely  of  their  service  through  it. 
Certainly  a comparable  obligation  rests  on  the 
people  of  Tennessee,  through  their  counties,  to 
make  that  service  available  to  those  in  need. 

Acquainted  with  that  need  AND  that  opportu- 
nity, the  legislature  surely  will  enact  this  pro- 
gram, which  was  introduced  with  administration 
backing. 

We  recommend  it,  the  public  welfare  demanding 
it.  (From  the  Nashville  Banner,  March  26,  1953.) 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nashville  Academy  of  Medicine 

Members  of  the  Academy  were  the  dinner 
guests  of  Thayer  (VA)  Hospital  on  March 
10,  1953.  Following  dinner  in  the  Patients 
Dining  Room,  the  scientific  program  was 
held  in  the  Recreation  Hall. 

Dr.  George  R.  Meneely  was  in  charge  of 
the  program  which  was  presented  by  phy- 
sicians of  Thayer  Hospital.  Their  subjects 
were  as  follows: 

“Perforated  Peptic  Ulcer,”  E.  C.  Hamilton, 
M.D.,  and  R.  I.  Carlson,  M.D. 

“The  Value  of  Offset  Hinge  Braces  in  Re- 
habilitation of  Neuromuscular  Disorders,” 
Clinical  Demonstration. 

“Chronic  Sodium  Chloride  Toxicity  and 
Occurrence  of  Hypertension,  Renal  and  Ar- 
terolar  Lesions,”  George  R.  Meneely,  M.D., 
R.  D.  Tucker,  M.  D.,  W.  J.  Darby,  M.D.,  S.  H. 
Auerbach,  M.D. 

“Medical  Manpower  Problems  and  the 
Doctor  Draft,”  Melvin  Casberg,  M.D.,  De- 
fense Department. 

* 

The  meeting  on  March  24,  1953,  was  held 
in  the  Academy  Hall  and  the  following  pro- 
gram presented: 

“Vitamin-D  Poisoning  — A Therapeutic 
Hazard.”  Albert  Weinstein,  M.D. 

“Carcinoma  of  the  Prostate,”  John  M. 
Tudor,  M.D. 

* 

Knoxville  Academy  of  Medicine 

The  program  on  March  3,  1953,  was  mod- 
erated by  Dr.  Alex  B.  Shipley.  The  subject 
was  Civil  Defense. 

* 

The  March  17,  1953,  meeting  was  held  in 
the  auditorium  of  the  Knoxville  Academy 
of  Medicine.  Dr.  Lucial  Trent  presented  a 
paper  on  “Management  of  Thyroid  Disease.” 
Dr.  Robert  Newman  discussed  Dr.  Trent’s 
paper. 

* 

Consolidated  Medical  Assembly 

Dr.  W.  T.  Fitts,  Jr.,  Philadelphia,  associate 
professor  of  surgery,  University  of  Pennsyl- 
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vania,  was  the  guest  speaker  at  the  regular 
monthly  meeting  of  the  Assembly  held  on 
March  3 at  the  New  Southern  Hotel.  Dr. 
Fitts’  subject  was  “Carcinoma  of  the  Breast.” 
Discussion  of  Dr.  Fitts’  paper  was  led  by 
Dr.  G.  D.  Dodson  of  Jackson.  There  were 
67  members  present. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

Dr.  Arnold  S.  Jackson,  Madison,  Wis., 
prominent  surgeon  and  the  President-Elect 
of  the  International  College  of  Surgeons, 
addressed  a special  dinner  meeting  of  the 
Chattanooga-Hamilton  County  Medical  So- 
ciety on  March  8,  1953.  Dr.  Jackson’s  spe- 
cialty is  thyroid  surgery.  He  is  author  of 
several  articles  in  that  field. 

* 

Washington-Carter-Unicoi  Medical 
Society 

The  Society  held  its  regular  meeting  on 
March  13,  1953,  at  the  Johnson  City  Country 
Club.  The  guest  speaker  was  Dr.  Orvar 
Swenson,  professor  of  pediatric  surgery, 
Tufts  Medical  School,  Boston.  Dr.  Swen- 
son’s subject  was  “Some  Problems  in  Pedi- 
atric Surgery.”  Dr.  Swenson  also  addressed 
the  Memorial  Hospital  staff  on  Saturday 
morning,  March  14. 

* 

Roane  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  on  February  24  at  Oak  Ridge  Hos- 
pital. The  guest  speaker  was  Dr.  Rufus  B 
Robins  of  Camden,  Ark.  Dr.  Robins  is  Pres- 
ident of  the  American  Academy  of  General 
Practice.  Physicians  in  the  Oak  Ridge- 
Knoxville  area  were  invited  to  attend  the 
meeting. 

* 

The  March  31  dinner  meeting  was  held  at 
the  Oak  Ridge  Hospital.  The  guest  speaker 
was  Dr.  William  C.  Keetel,  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology,  Iowa 
State  University.  His  subject  was  “Ovarian 
Carcinoma.”  Dr.  Keetel  was  the  former 
Chief  of  Obstetrical  and  Gynecology  Service 
of  the  Oak  Ridge  Hospital  from  1943-1946. 
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From  Reorganization  Plan  No.  I of  1953 

Position  Description,  Special  Assistant  to  the 
Secretary  (Health  and  Medical  Affairs),  Depart- 
ment of  Health,  Education  and  Welfare. — The  Spe- 
cial Assistant  to  the  Secretary  will  be  the  top  staff 
policy  adviser  to  the  Secretary  with  respect  to 
health  and  medical  matters.  He  will  have  respon- 
sibility for  reviewing  the  health  and  medical  pro- 
grams throughout  the  Agency  and,  where  neces- 
sary, making  recommendations  for  improvement. 
On  matters  of  legislative  policy  where  health  and 
medical  policies  are  involved,  he  will  be  responsi- 
ble for  making  recommendations  to  the  Secretary. 
This  will  include  review  of  legislative  reports  in- 
volving health  and  medical  care  matters,  proposed 
testimony  before  Congressional  committees  relat- 
ing to  health  and  medical  care  matters,  and  other 
related  policy  statements  such  as  annual  reports, 
etc. 

As  chief  staff  policy  adviser  in  the  health  and 
medical  field,  the  Special  Assistant  to  the  Secre- 
tary will  represent  the  Secretary  on  top  level 
interdepartmental  committees  concerned  with 
health  and  medical  care  matters,  such  as  the 
Health  Resources  Advisory  Committee  to  the 
President.  He  will  have  responsibility  for  liai- 
son on  behalf  of  the  Secretary  with  important 
non-governmental  groups,  such  as  the  American 
Medical  Association,  the  American  Dental  Asso- 
ciation, the  American  Hospital  Association,  the 
American  Public  Health  Association,  and  the 
Association  of  State  and  Territorial  Health  Offi- 
cers. Such  Liaison  will  not,  of  course,  supplant 
liaison  by  the  constituents  of  the  Department  but 
would  be  broadly  representative  of  the  total  inter- 
ests of  the  Department  in  the  health  field.  He 
will,  when  appropriate,  represent  the  Secretary  in 
making  speeches  before  various  groups  interested 
in  health  and  medical  problems  faced  by  the  Fed- 
eral Government  and  particularly  by  the  Depart- 
ment of  Health,  Education  and  Welfare. 

The  Special  Assistant  to  the  Secretary  will,  from 
time  to  time,  represent  the  Secretary  at  various 
international  meetings,  such  as  being  a delegate 
to  the  World  Health  Assembly  of  the  World  Health 
Organization,  and  other  major  international  as- 
signments. Such  representation  will  not,  of 
course,  supplant  appropriate  representation  from 
the  Public  Service,  the  Children’s  Bureau  and 
other  constituents  of  the  Department.  The  new 
Department  of  Health,  Education,  and  Welfare 
will  continue  to  have  major  and  numerous  inter- 
national responsibilities  in  the  field  of  health  as  a 
positive  arm  of  U.  S.  foreign  policy. 

As  directed  by  the  Secretary,  the  Special  Assist- 
ant to  the  Secretary  will  see  that  related  health 
and  medical  problems  arising  in  any  of  the  various 
constituents  having  health  or  medical  care  pro- 
grams are  properly  coordinated.  These  constit- 
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uents  are:  the  Public  Health  Service,  the  Social 
Security  Administration,  the  Office  of  Vocational 
Rehabilitation  and  St.  Elizabeth’s  Hospital.  Co- 
ordination between  related  activities  of  these 
constituents  is  a matter  of  very  substantial  im- 
portance. 

In  short,  the  Special  Assistant  to  the  Secretary 
will  be  the  top  staff  policy  adviser  to  the  Secretary 
on  health  and  medical  matters,  will  represent  the 
Secretary  in  important  external  relationships  of 
the  Department  with  national  and  international 
bodies  concerned  with  health  and  medical  matters, 
and  will,  as  needed,  coordinate  related  health  and 
medical  programs  within  the  Department. 

■¥ 

UMW  Signs  Contract  tor  10  Hospitals 

United  Mine  Workers  Welfare  and  Retirement 
Funds  medical  care  program  advances  a long  step 
with  the  signing  of  a contract  for  construction  of 
10  hospitals  in  West  Virginia,  Kentucky  and  Vir- 
ginia. Out-patient  treatment  will  be  provided  in 
all  the  units,  which  range  from  50  to  200  beds. 
Construction  is  expected  to  start  in  several  months. 


University  of  Tennessee  College  of 
Medicine 

Dr.  Rober  E.  Koeppe  of  the  Department 
of  Chemistry  has  been  awarded  an  $8,000 
research  grant  by  the  National  Science 
Foundation  to  finance  a study  of  “precur- 
sors of  the  carbon  of  glutamic  acid.” 

* 

Dr.  James  D.  Hardy,  of  the  Department  of 
Surgery  has  received  a research  grant  of 
$6,966  from  the  American  Cancer  Society  for 
further  studies  in  the  field  of  nutrition  in 
relation  to  the  ability  of  the  patient  to  with- 
stand surgery. 

* 

Dr.  Charles  H.  Eades,  Jr.,  of  the  Depart- 
ment of  Chemistry  was  awarded  a $4,995 
grant  from  the  American  Cancer  Society. 
This  is  for  the  study  of  the  amino  acid  con- 
tent of  the  blood  and  urine  on  cancer  pa- 
tients at  John  Gaston  Hospital. 

* 

Dr.  Donald  B.  Zilversmit  of  the  Depart- 
ment of  Physiology  was  awarded  a $10,584 
research  grant  by  the  Life  Insurance  Medi- 


cal Research  Fund.  This  will  finance  the 
investigation  of  the  role  of  phospholipides 
in  the  deposition  and  mobilization  of  arterial 
lipides. 

* 

The  Postgraduate  Department  has  sched- 
uled a course  in  pediatrics  to  be  given  May 
20,  21  and  22  at  Le  Bonheur  Children’s  Hos- 
pital, under  the  direction  of  Dr.  Tom  Mitch- 
ell. On  July  15,  16  and  17  postgraduate 
training  will  be  offered  in  the  primary  treat- 
ment of  trauma  (simple  injury),  to  be  given 
at  the  John  Gaston  Hospital  under  the  direc- 
tion of  Dr.  Harwell  Wilson.  Both  courses 
will  consist  of  lectures  and  demonstrations 
by  members  of  the  staff  of  the  College  of 
Medicine. 

Twenty-five  physicians  enrolled  for  the 
course  n Obstetrics  and  Gynecology  given 
on  March  11,  12  and  13. 

* 

Knoxville  Chest  Group 

The  Knoxville  Chest  Group  has  planned 
a one-day  discussion  of  “Chest  Disability — 
Diagnostic  and  Legal  Implications”  for 
Wednesday,  May  6,  1953,  at  8:00  a.m.,  at  the 
Hotel  Andrew  Johnson  Ballroom,  Knoxville. 
The  program  is  as  follows: 

Dr.  Frank  Princi,  Kettering  Laboratory, 
University  of  Cincinnati. 

Dr.  Louis  Friedman,  Birmingham,  Ala- 
bama. 

Dr.  George  Wright,  Trudeau  Sanitorium, 
Saranac  Lake,  New  York. 

Hon.  Robert  Allison,  Attorney  at  Law, 
Pekin,  Illinois. 

Hon  William  Mitch,  Attorney  at  Law, 
Birmingham,  Alabama. 

Dr.  Dix  W.  Noel,  Associate  Professor  of 
Law,  University  of  Tennessee. 


PERSONAL  NEWS 


Dr.  J.  R.  Bowman,  Johnson  City,  addressed  the 
Business  and  Professional  Women’s  Club  recently 
on  heart  disease. 

Dr.  W.  Cl.  Stephenson  is  the  local  chairman  on 
arrangements  for  the  Tennessee  Valley  Medical 
Assembly  which  will  be  held  in  Chattanooga  on 
September  28-29.  The  Chattanooga-Hamilton 
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County  Medical  Society  will  be  host.  Headquar- 
ters, Hotel  Patten. 

Dr.  J.  E.  Hampton,  Newport,  who  has  been  ill, 
is  reported  to  be  improving. 

Dr.  Lester  F.  Littell,  Tracy  City,  announces  the 
moving  of  his  office  from  the  First  National  Bank 
Building  to  new  offices  in  the  former  Shelton  resi- 
dence. Dr.  Littell  maintains  office  hours  in  both 
Tracy  City  and  Cumberland  Heights. 

Dr.  C.  A.  Clements,  Daisy,  Tennessee,  received 
severe  injuries  when  an  unidentified  speeder 
crashed  into  his  automobile  recently. 

Dr.  Jack  Tepper,  Chattanooga,  addressed  the 
Chattanooga  Council  for  Retarded  Children  on 
Thursday,  March  11,  1953. 

Dr.  B.  F.  Byrd,  Sr.,  Nashville,  announces  that  a 
charter  for  incorporating  the  Tennessee  State 
Heart  Association  will  be  secured  in  the  near  fu- 
ture. Dr.  Byrd  is  serving  as  chairman  pro  tern, 
during  the  organization  of  the  Association. 

Dr.  Paul  S.  Williams,  Elizabethton,  Tennessee,  is 
recovering  from  injuries  received  early  last  month 
in  an  automobile  accident. 

Dr.  Robert  M.  Foote,  Nashville,  addressed  the 
local  Exchange  Club  last  month.  His  subject  was 
“The  Medical  Needs  of  Tennessee.” 

Dr.  James  D.  Witherington  announces  that  the 
Witherington  Clinic  will  be  closed  for  an  indefinite 
period  since  Dr.  Witherington  will  return  to  mili- 
tary service  this  month. 

Dr.  Watt  Yeiser  and  Dr.  Robin  Lyles,  Columbia, 
have  bought  the  doctors  clinic  in  Columbia.  Dr. 
Yeiser  and  Dr.  Lyles  expect  to  move  their  offices 
to  the  new  clinic  early  next  year. 

Dr.  W.  G.  Rhea,  Paris,  is  the  Chief  of  Staff  of 
the  Henry  County  General  Hospital.  Dr.  I.  H. 
Jones  is  Vice-Chief  and  Dr.  R.  G.  Fish  is  Secre- 
tary. The  new  hospital  will  be  ready  for  operation 
by  late  summer. 

Dr.  D.  A.  Greer,  83  year  old  physician,  received 
recognition  for  over  50  years  of  medical  practice 
among  the  rural  folk  of  Sequatchie  Valley.  The 
newspaper  article  was  almost  a half  page  and 
contained  several  photos  of  Dr.  Greer  at  work. 

Dr.  C.  H.  Hill  was  scheduled  to  begin  the  prac- 
tice of  medicine  last  month  in  the  town  of  Troy. 

Dr.  Wesley  Barton,  Cleveland,  suffered  minor 
injuries  in  an  automobile  accident  following  a fire 
that  destroyed  his  home  last  February.  Dr.  Bar- 
ton recently  moved  from  Chattanooga  to  Cleve- 
land. 


BOOK  REVIEW 


Year  Kook  of  Drug  Therapy.  Edited  by 
Harry  Beckman,  M.D.  Chicago,  111.:  The 
Year  Book  Publishers,  1952.  606  pages. 


Most  members  of  the  profession  are  fa- 
miliar with  one  or  another  of  the  Year 
Books  appearing  in  the  special  fields  of 
Medicine.  Your  editor  has  always  found 
these  of  great  aid  in  rapidly  surveying  what 
is  new  on  a given  subject.  The  Year  Books 
abstract  the  papers  of  importance  which 
have  appeared  in  the  recent  literature. 
Though  all  these  annual  volumes  are  of 
great  aid,  none  is  more  so  than  that  on  Drug 
Therapy.  The  patient  especially  expects  the 
latest  in  treatment  as  applied  to  him.  The 
mass  of  information  on  treatment  accumu- 
lates so  rapidly  that  no  physician  can  keep 
up  with  it.  The  Year  Book  of  Drug  Therapy 
offers  a means  of  briefly  reviewing  the  in- 
formation available  on  a given  topic.  It  is 
a good  investment. 

R.  H.  K. 

* 

Correlative  Neuroanatomy  and  Functional 
Neurology.  Joseph  J.  McDonald,  M.I)., 
and  Joseph  G.  Chusid,  M.D.  Los  Altos, 
Calif.:  Lange  Medical  Publishers.  Sixth 
Edition.  263  pages;  174  illustrations.  Price 
$4.00. 

This  loose  leaf  book  is  especially  designed 
for  the  beginner  in  neurology.  The  mate- 
rial is  presented  in  outline  form. 

The  first  two  sections  are  devoted  to  the 
anatomy  and  physiology  of  the  central  nerv- 
ous system  and  the  peripheral  nerves.  These 
sections  are  amply  illustrated  with  dia- 
grams and  line  drawings.  The  physiology 
or  function  of  the  structures  under  discus- 
sion are  outlined  simply.  Disturbed  func- 
tions or  diseases  of  these  structures  are 
included,  which  makes  for  ease  of  under- 
standing of  the  clinical  aspects  of  the  sev- 
eral diseases. 

Under  the  important  section  on  Principles 
of  Neurodiagnosis  chapters  are  devoted  to 
motion,  sensation,  reflexes,  trophic  changes, 
spinal  fluid  changes,  electroencephalogra- 
phy, radiological  diagnosis  and  others. 

The  fourth  section,  devoted  to  Disorders 
of  the  Central  Nervous  System,  contains 
chapters  in  congenital  defects,  vascular  dis- 
ease, infectious  diseases,  trauma,  tumors,  de- 
generative diseases,  epilepsy,  syncope,  head- 
ache, aphasia  and  the  like.  In  an  appendix 
along  with  other  information  is  a list  of  neu- 
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rological  signs  and  syndromes,  some  one 
hundred  and  twenty  in  number. 

Though  your  reviewer  will  admit  that  this 
small  volume  is  not  what  the  neurologist  or 
neurosurgeon  may  wish  to  use  as  a reference 
book,  he  will  say  that  it  offers  to  him  as 
an  internist,  a quick  and  ready  reference 
source.  For  the  non-specialist  who  is  fre- 
quently confused  in  diagnosis  of  neurologic 
disorders  this  outline  offers  a most  valuable 
aid  and  therefore  is  highly  recommended. 

R.  H.  K. 


* 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3/ 
Tennessee. 

+ 

Location  Wanted 

A 29  year  old  physician,  single,  Methodist, 
degree  U.  T.,  1946,  1 year  rotating  internship, 
15  months  general  practice,  now  flight  surgeon 
USAF  will  be  discharged  December,  ’52.  Prefers 
20,000-up  city.  Would  consider  institutional  prac- 
tice but  prefers  association  with  another  M.D. 
Available  January  1,  1953.  LW-15 

* 


tunity  to  establish  solo  practice. 
1,  1953. 


* 


Available  July 
LW-24 


A 29  year  old  physician,  married,  Methodist, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4r2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 


A 33  year  old  physician,  married,  Protestant, 
now  in  surgery  residency,  formerly  in  general 
practice,  military  priority  4,  with  two  years  mili- 
tary service  U.S.  Army,  desires  location  in  town 
from  25.000  to  200,000.  Would  consider  associate 
or  assistant  relationship,  clinic  group  and  part- 
time  industrial  practices.  Available  June  30,  1953. 


3 


LW-26 


Two  U.  T.  ’52  graduates  desire  location  to  es- 
tablish partnership  clinic.  Both  World  War  II 
veterans,  married,  and  serving  internships.  Avail- 
able September  1. 

LW-27, 


A 29  year  old,  married  physician,  protestant, 
degree  Temple,  1952,  interning  at  Frankford  Hos- 
pital, Philadelphia,  desires  location  for  general 
practice  on  an  assistant  or  associate  basis.  Now 
in  Reserve  Air  MC;  28  months  military  service. 
Available  July  1. 


A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 
Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

* 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
partnership.  Available  January  1,  1953. 


A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 


A 58  year  old  physician,  Board  certified  in 
Surgery  and  Gynecology,  degree  Harvard  in  1924, 
single  and  protestant,  desires  to  re-locate.  World 
War  I veteran. 


Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953. 


Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 


Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. 


LW-32 
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A 31  year  old,  married  physician,  Protestant, 
priority  4,  degree  Northwestern,  1946.  Four  year 
orthopedic  residency,  part  one  of  board  completed, 
desires  location  to  practice  Orthopedics  and  a part- 
time  teaching  position.  Available  September  1, 
1953. 

LW-33 


A physician  in  a Southern  Middle  Tennessee 
town  in  a community  of  12,000  people  desires  re- 
placement because  of  pending  military  service. 
Operating  capital  and  experience  for  operating  a 
25  bed  clinic  hospital  required.  Located  in  a high- 
ly industrialized  section  enjoying  a good  economy. 

PW-21 


A 29  year  old  physician,  Protestant,  degree  U.  T. 
1952,  priority  4,  desires  location  for  general  prac- 
tice. Available  April  1,  1953. 

LW-34 


Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine. 

PW-22 


Physician  Wanted 


A middle  Tennessee  general  practitioner  is  going 
into  military  service  about  January  1,  1953.  His 
$10,000  worth  of  equipment  can  be  bought  at  a 
reasonable  price.  Practice  is  grossing  two  to  three 
thousand  dollars  a month.  Various  financial  ar- 
rangements possible.  Desires  physician  to  take 
over  practice  while  in  service. 

PW-16 


East  Tennessee  urban  general  practitioner  leav- 
ing for  Armed  Services.  Would  like  someone  to 
take  his  general  practice  for  two  years.  Office, 
well  equipped  including  x-ray,  is  located  in  the 
suburbs  of  an  East  Tennessee  city;  Air  condi- 
tioned, electrically  heated.  Various  financial  ar- 
rangements possible. 

PW-17 


A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible. 

PW-23 


WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238, 
Gatlinburg,  Tennessee. 

PW-24 


Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 


A Tennessee  Red  Cross  local  chapter  desires 
services  of  full  time  physician  to  direct  collection 
of  blood  with  the  bloodmobile  of  the  Red  Cross 
Service. 

PW-18 


South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 


Western  State  Hospital  is  in  need  of  resident 
and  staff  physicians.  Anyone  interested  may  make 
inquiry  of  the  Superintendent. 


A 47  year  old  physician  in  an  East  Tennessee 
town  desires  a replacement  because  of  pending 
military  service.  The  physician  has  practiced 
general  medicine  and  surgery  at  this  location  for 
20  years  and  for  the  past  10  years  has  owned 
and  operated  a 25  bed  hospital  valued  at  $75,- 
000.00.  Practice  embraces  entire  county  of  22,000 
population  and  adjoining  sections  of  neighboring 
counties. 


A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW-28 


Middle  Tennessee  town  on  U.  S.  Highway  70,  55 
miles  from  Nashville  in  trade  area  of  5,000,  needs 
General  Practitioner.  Community  preparing  to 
build  and  equip  necessary  clinic  facilities.  Agri- 
culture and  dairy  center.  Strong  community  in- 
terest in  securing  physician. 


PW-20 


PW-29 


158 


ANNOUNCEMENTS 


April,  1953 


A new  Clinic  in  extreme  Northwestern  section 
of  Tennessee  desires  a full-time  Urologist,  a Pedi- 
atrician, and  an  Internist.  Present  group  consists 
of  five  doctors.  Population,  10,000,  medical  service 
area,  75,000. 

PW-30 


A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  and  teacher 
of  Internal  Medicine. 

PW-31 


Large  West  Tennessee  Hospital  needs  replace- 
ment for  Dii'ector  of  the  Department  of  Radiology. 

PW-32 


Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  lai'ge  physicians’  building  and  is  the  only 
Urological  practice  in  the  center. 

PW-33 


Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 


V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 


quirements and  other  information  available  upon 
request. 

PW-35 


* 


Nashville  physician  will  construct  office  and 
lease  same  to  physician  interested  in  good  location 
for  general  practice  and  surgery,  4,000  industrial 
employees  in  immediate  suburban  area.  This  lo- 
cation is  within  3 miles  of  downtown  Nashville. 

PW-36 


The  annual  conclave  of  The  American  College 
of  Allergists  will  be  held  at  the  Conrad  Hilton 
Hotel  in  Chicago  April  24-29.  Further  information 
can  be  secured  from  the  office  of  The  American 
College  of  Allergists,  La  Salle  Medical  Building 
Minneapolis  2,  Minnesota. 

* 

The  University  of  Pittsburgh  School  of  Medicine 
announces  a Postgraduate  Symposium  on  the  Basic 
Sciences  Related  to  Anesthesiology  in  cooperation 
with  the  departments  of  Anesthesiology  of  the  St. 
Frances,  Allegheny  General  and  Mercy  Medical 
Center  Hospitals.  The  course  will  be  held  June  8- 
12,  1953,  9 a.m.  to  6 p.m.  Registration  fee,  $25.00. 
The  course  will  be  limited  to  50  participants. 


Qleatutiew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


Journal  of  the  Tennessee  State  Medical  Association 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 


Volume  46 


MAY,  1953 


Number  5 


An  Abstract  of  Proceedings  of  the 
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FIRST  SESSION,  MONDAY,  APRIL  13 

The  House  of  Delegates  was  called  to  or- 
der by  Speaker  Charles  C.  Trabue  IV  at  9:00 
a.m.  in  the  Cadet  Room  of  the  Peabody  Ho- 
tel, Memphis.  Dr.  H.  L.  Monroe,  Chairman 
of  the  Credentials  Committee,  reported  a 
quorum  present.  The  minutes  as  abstracted 
and  published  in  the  Journal  of  the  two 
previous  sessions  of  the  House  were  ap- 
proved as  published. 

The  Speaker  announced  the  following 
reference  committees: 

Credentials 

H.  L.  Monroe,  Chairman 
Arthur  R.  Porter,  Jr. 

L.  C.  Jackson 

Amendments  to  the  Constitution  and  By-Laws 

W.  J.  Sheridan,  Chairman 
A.  Fount  Russell 
Julian  K.  Welch,  Jr. 

Resolutions 

John  B.  Youmans,  Chairman 
Joseph  L.  Raulston 
Emmett  R.  Hall 

Reports  of  Officers 

W.  Battle  Malone  II,  Chairman 
W.  A.  Hensley,  Jr. 

S.  D.  Sullenberger 

Reports  of  Committees 

J.  Paul  Baird,  Chairman 
Henry  T.  Kirby-Smith 
R.  H.  Haralson 

Outstanding  General  Practitioner  Award 

(Secret) 

The  House  then  went  into  the  considera- 


tion of  amendments  which  had  lain  on  the 
table  from  the  previous  year.  The  following 
amendments  were  adopted: 

To  amend  Section  1,  Article  4,  of  the  Con- 
stitution by  adding  the  words  “Student 
Members”  to  the  end  of  said  Section. 

And  to  amend  Article  4 of  the  Constitution 
by  adding  Section  6 as  follows:  “A  student 
member  is  any  student  regularly  and  duly 
enrolled  in  a medical  school  in  Tennessee 
and  who  is  a candidate  for  the  degree  of 
Doctor  of  Medicine.” 

Introduction  of  Amendments 

The  Speaker  then  called  for  introduction 
of  new  amendments  to  the  Constitution  or 
By-Laws,  stating  that  the  amendments  were 
to  be  read  and  would  be  referred  to  the  Ref- 
erence Committee  on  Amendments. 

Dr.  B.  F.  Byrd,  Jr.,  Nashville,  introduced 
an  amendment  which  would  provide  that 
dues  for  new  members  joining  the  Associa- 
tion for  the  first  time  after  July  1 of  a given 
year  would  be  $12.50. 

Dr.  R.  H.  Kampmeier,  Nashville,  intro- 
duced an  amendment  which  would  change 
the  meeting  date  of  the  House  of  Delegates 
from  Monday  to  Sunday  preceding  the  sec- 
ond Tuesday  in  April  and  to  further  provide 
that  the  Scientific  Sessions  would  begin  on 
Monday  preceding  the  second  Tuesday  in 
April. 

Introduction  of  Resolutions 

The  Speaker  called  for  the  introduction  of 
resolutions,  stating  that  the  resolutions  were 
to  be  read  and  would  be  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Dr.  L.  A.  Killeffer,  Harriman,  introduced 
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a resolution  to  urge  the  Governor  of  Tennes- 
see to  appoint  a physician  to  fill  the  next 
vacancy  occurring  on  the  Board  of  Trustees 
of  the  University  of  Tennessee. 

Reports  of  Officers 

The  next  order  of  business  was  the  re- 
ports of  officers.  Reports  were  read  by 
President  Daugh  W.  Smith,  but  President- 
Elect  A.  M.  Patterson  stated  that  his  inaugu- 
ral address  on  Tuesday  evening  would  con- 
stitute his  report  as  President-Elect.  This 
address  was  published  in  full  in  the  April, 
1953,  issue  of  the  Journal.  Other  reports 
were  read  by  Secretary-Editor  R.  H.  Kamp- 
meier,  Nashville;  Executive  Secretary,  V.  O. 
Foster  of  Nashville;  Chairman  of  the  Board 
of  Trustees,  James  C.  Gardner,  Nashville; 
and  Chairman  of  the  Council,  D.  C.  Seward 
of  Nashville.  These  reports  were  referred 
to  the  Reference  Committee  on  Reports  of 
Officers  of  which  Dr.  Battle  Malone  was 
Chairman.  These  reports  are  abstracted  on 
pages  170  to  175  of  the  Journal. 

Special  Reports 

The  next  order  of  business  was  special 
reports.  These  were  as  follows:  Report  of 
the  President  of  the  Woman’s  Auxiliary,  by 
Mrs.  Jewel  Dorris  of  Memphis;  report  of  the 
A.  M.  A.  Delegation  by  Dr.  C.  M.  Hamilton 
of  Nashville;  and  a report  of  the  Public 
Health  Council  by  Dr.  John  R.  Thompson, 
Jr.,  of  Jackson,  Vice-Chairman.  The  above 
special  reports  were  not  referred  to  a Ref- 
erence Committee.  These  reports  are  ab- 
stracted on  pages  175  to  177  in  this  issue  of 
the  Journal. 

Reports  of  Committees 

The  following  reports  were  made: 
Scientific  Work  and  Editorial  Board — R. 

H.  Kampmeier 
Hospitals — J.  L.  Hamilton 
Legislative  and  Public  Policy — C.  M.  Ham- 
ilton 

Liaison — J.  O.  Manier 
Insurance — B.  F.  Byrd,  Sr. 

Memoirs — Henry  L.  Douglass 
Postgraduate  Instruction — W.  C.  Colbert 
Cancer — C.  H.  Heacock 
General  Practice — C.  B.  Roberts 
Emergency  Medical  Service — James  E. 
Wilson 


Industrial  Health — Jean  S.  Felton 
Prepaid  Insurance — N.  S.  Shofner 
Public  Service— L.  W.  Edwards 
Liaison  Committee  to  the  United  Mine 
Workers  of  America — B.  M.  Overholt 
Advisory  Committee  to  the  Woman’s  Aux- 
iliary— Clyde  Croswell 
Veterans  Affairs — H.  H.  Shoulders 
Rural  Health  Committee  — William  N. 
Cook 

Grievance  Committee — N.  S.  Shofner 
Blood  Banks — M.  L.  Trumbull 
The  Physical  Therapy  Committee  did  not 
have  a report. 

The  Committee  Reports  were  referred  to 
the  Reference  Committee  on  Reports  of 
Committees.  These  reports  are  abstracted 
on  pages  176  to  181  in  this  issue  of  the 
Journal. 

Statement  of  Reports  of  Committees 

The  Speaker  gave  opportunity  for  the  in- 
troduction of  additional  resolutions.  Dr.  H. 
L.  Monroe,  Erwin,  introduced  a resolution 
which  would  authorize  and  instruct  the 
Board  of  Trustees  to  appoint  a Liaison  Com- 
mittee to  Organized  Labor.  The  resolution 
was  referred  to  the  Reference  Committee  on 
Resolutions. 

Nominating  Committee 

The  Speaker  appointed  the  following 
three  temporary  chairmen  to  preside  over 
the  organization  of  the  Nominating  Com- 
mittee composed  of  nine  members,  three 
from  each  grand  division  of  the  State.  They 
are  as  follows: 

East  Tennessee— J.  B.  Naive,  Knoxville 
Middle  Tennessee — T.  R.  Ray,  Shelbyville 
West  Tennessee — Jere  Crook,  Jackson 
Following  the  appointment  of  the  tempo- 
rary chairmen  for  the  Nominating  Commit- 
tee and  after  the  usual  announcements,  the 
House  adjourned  until  1:30  p.m. 

AFTERNOON  SESSION 

The  afternoon  session  was  called  to  order 
at  1:30  p.m.  and  was  followed  immediately 
by  the  introduction  of  fraternal  delegates 
and  distinguished  guests. 

The  Speaker  announced  the  personnel  of 
the  Nominating  Committee  as  follows: 

East  Tennessee — 

Franklin  B.  Bogart,  Chattanooga 
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Walter  D.  Hankins,  Johnson  City 
Ralph  H.  Monger,  Knoxville 

Middle  Tennessee 

R.  H.  Hutcheson,  Franklin 
William  Hensley,  Jr.,  Cookeville 
T.  R.  Ray,  Shelbyville 

West  Tennessee — 

William  D.  Stinson,  Memphis 
J.  Paul  Baird,  Dyersburg 
Julian  K.  Welch,  Jr.,  Brownsville 

The  House  was  informed  that  J.  Paul 
Baird  of  Dyersburg  had  been  elected  Chair- 
man of  the  Nominating  Committee. 

Report  of  Reference  Committee  on  Reports  of 
Officers 

Your  Reference  Committee  on  Reports  of 
Officers  has  carefully  reviewed  these  re- 
ports. The  Committee  recommends  the 
adoption  of  the  report  of  Dr.  Daugh  W. 
Smith.  Dr.  Smith’s  report,  reflecting  a year 
of  unusual  activity  and  service  to  the  Asso- 
ciation, certainly  merits  an  expression  of 
grateful  appreciation  from  each  member. 
His  efforts  to  promote  and  maintain  good 
will  and  understanding  between  organized 
medicine  and  organized  labor  in  this  State 
are  especially  deserving  of  our  commenda- 
tion. 

The  Committee  recommends  the  adoption 
of  the  report  of  Dr.  R.  H.  Kampmeier,  Sec- 
retary-Editor. We  wish  to  commend  his 
continued  success  as  Editor  of  the  Journal. 

The  Reference  Committee  on  Reports  of 
Officers  recommends  the  adoption  of  the  re- 
port of  the  Board  of  Trustees  as  submitted 
by  Dr.  James  C.  Gardner,  Chairman.  This 
report  reflects  the  efficiency  with  which  the 
Board  performed  its  functions  and  the 
members  are  to  be  especially  commended 
for  the  excellent  condition  of  the  finances 
of  the  Association. 

The  Committee  recommends  the  adoption 
of  the  report  of  the  Executive  Secretary, 
Mr.  V.  O.  Foster.  It  is  obvious  from  this 
report  that  the  administrative  affairs  of  the 
Association  have  been  carried  on  efficiently. 
Especially  worthy  of  commendation  is  the 
function  of  the  Executive  Secretary  as  busi- 
ness manager  and  editor  of  publications. 
The  headquarters’  office  is  certainly  deserv- 
ing of  our  praise. 

The  Committee  recommends  the  adoption 
of  the  report  of  the  chairman  of  the  Council 


Committee,  Dr.  D.  C.  Seward.  The  Com- 
mittee wishes  to  express  gratification  for  the 
fact  that  no  necessity  arose  for  a member 
to  appear  before  the  Council  but  that  all 
charges  were  satisfactorily  settled  by  the 
individual  Grievance  Committees.  The  in- 
creased activity  of  local  Grievance  Commit- 
tees is  a good  indication  that  the  matter  of 
excessive  fees  is  being  successfully  handled 
at  the  local  level. 

Respectfully  submitted. 

Battle  Malone  II,  Chairman. 

The  Chairman  then  moved  the  adoption 
of  the  Reference  Committee  on  Reports  of 
Officers  as  a whole.  The  motion  was  duly 
seconded  and  carried. 

Report  of  Reference  Committee  on  Reports  of 
Committees 

J.  Paul  Baird  of  Dyersburg,  Chairman, 
tendered  the  following  report: 

“Scientific  Work  and  Editorial  Board:  We 
recommend  the  adoption  of  this  report,  with 
commendation. 

“Committee  on  Hospitals:  We  recommend 
the  adoption  of  this  report. 

“Committee  on  Legislative  and  Public 
Policy:  We  recommend  the  adoption  of  this 
report. 

“Committee  on  Liaison:  We  move  the 

adoption  of  this  report. 

“Committee  on  Insurance:  We  recommend 
the  adoption  of  this  report. 

“Committee  on  Memoirs:  We  move  the 
adoption  of  this  report. 

“Committee  on  Postgraduate  Instruction: 
We  recommend  the  adoption  of  this  report. 

“Committee  on  Cancer:  We  recommend 
the  adoption  of  this  report  and  urge  the 
hearty  cooperation  of  all  members  with  the 
Committee’s  forthcoming  cancer  lecture  pro- 
gram. The  Committee  was  commended  for 
its  work  in  establishing  Postgraduate  lec- 
tures in  the  more  isolated  communities  of 
the  State. 

“Committee  on  General  Practice:  We 
move  the  adoption  of  this  report. 

“Committee  on  Emergency  Medical  Serv- 
ice: We  recommend  the  adoption  of  this 
report  and  urge  cooperation  on  the  part  of 
all  members  with  the  proposed  eight-hour 
lecture  courses  to  be  set  up  throughout  the 
State  in  the  near  future  on  Civil  Defense. 
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"Committee  on  Industrial  Health:  We 
recommend  the  adoption  of  this  report. 

“Committee  on  Prepaid  Insurance:  We 
move  the  adoption  of  this  report. 

“Committee  on  Public  Service:  We  move 
the  adoption  of  this  report. 

“Committee  on  Liaison,  United  Mine 
Workers  of  America:  We  recommend  the 
adoption  of  this  report  with  commendation. 

"Advisory  Committee  to  Woman’s  Auxil- 
iary: We  recommend  the  adoption  of  this 
report. 

“Committee  on  Veterans  Affairs:  We  rec- 
ommend the  adoption  of  the  report  and  urge 
support  of  a resolution  which  would  extend 
the  scope  and  effectiveness  of  the  Commit- 
tee. (See  Report  of  the  Reference  Commit- 
tee on  Resolutions.) 

“Committee  on  Rural  Health:  We  recom- 
mend the  adoption  of  this  report. 

“Grievance  Committee:  We  recommend 
the  adoption  of  this  report. 

“Committee  on  Blood  Banks:  We  move 
the  adoption  of  this  report.” 

The  Chairman  stated  that  the  Physical 
Therapy  Committee  had  not  made  a report. 

Following  up  various  recommendations  in 
the  Committee  reports,  the  Chairman  intro- 
duced the  following  resolutions: 

a.  A resolution  calling  upon  the  members 
of  the  Association  to  support  a three-way 
cooperative  program  for  improving  Rural 
Health  by  the  Extension  Service  of  the  Uni- 
versity, the  Farm  Bureau  Federation,  and 
the  Tennessee  State  Medical  Association. 

b.  A resolution  that  copies  of  all  standing 
committee  reports  be  furnished  to  members 
of  the  Reference  Committee  at  least  one 
week  prior  to  the  annual  meeting.  The  res- 
olutions were  referred  to  the  Committee  on 
Resolutions. 

The  Chairman  then  moved  the  adoption 
of  the  report  of  the  Reference  Committee 
as  a whole.  The  motion  was  duly  seconded 
and  carried.  (The  Chairman  moved  that 
the  House  extend  B.  M.  Overholt  additional 
time  for  the  completion  of  his  report.  The 
motion  was  carried  and  Dr.  Overholt  com- 
pleted his  report  on  the  work  of  the  UMWA 
Liaison  Committee.  See  Abstract  of  Reports 
of  Committees.) 

R.  N.  Buchanan,  Jr.,  Vice-Speaker,  intro- 


duced a resolution  which  would  relieve  the 
University  of  Tennessee  and  Vanderbilt 
University  from  making  their  annual  con- 
tribution of  $500  per  year  to  the  Program  of 
Postgraduate  Instruction.  The  resolution 
was  referred  to  the  Reference  Committee  on 
Resolutions. 

At  the  conclusion  of  Dr.  Overholt’s  report, 
he  introduced  a resolution  which  called  for 
adoption  of  the  recommendations  of  the 
American  Medical  Association’s  Survey 
Team  on  conditions  in  the  soft  coal  area. 

Report  of  Reference  Committee  on  Amendments 

W.  J.  Sheridan,  Chattanooga,  Chairman 
of  the  Committee,  pointed  out  that  only 
two  amendments  had  been  submitted  during 
the  morning  session  and  that  they  would 
have  to  lay  on  the  table  until  Wednesday. 
The  Chair  stated,  however,  that  a discussion 
of  the  amendments  was  in  order.  No  discus- 
sion insued. 

Report  of  the  Reference  Committee  on 
Resolutions 

Joseph  L.  Raulston,  Knoxville,  acting  as 
Chairman,  reported  out  the  following  reso- 
lutions: 

Creation  of  a Liaison  Committee  to  Organized  Labor 

“Whereas:  The  President  of  the  Tennessee 
State  Medical  Association,  Dr.  Daugh  W. 
Smith,  has  performed  a superb  service  in 
dealing  with  organized  labor  concerning  the 
health  problems  of  Tennessee  workers  dur- 
ing his  term  of  office;  and 

“Whereas:  It  is  desirable  that  this  work 
be  continued; 

“Now,  Therefore,  Be  It  Resolved:  That 
the  House  of  Delegates  in  this  annual  session 
authorize  and  request  the  Board  of  Trustees 
of  the  Tennessee  State  Medical  Association 
to  establish  a liaison  committee  between  the 
Tennessee  State  Medical  Association  and 
organized  labor  of  Tennessee.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Resolution  on  Organizing  Local  Groups  for  Improving 
Rural  Health 

“Whereas:  Tennessee  is  fortunate  in  hav- 
ing some  900  community  organizations 
working  under  more  than  300  agricultural 
and  Home  Agents  throughout  the  state  un- 
der the  leadership  of  the  Agricultural  Ex- 
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tension  Service  for  community  improve- 
ment and  there  are  more  than  50,000  farm 
families  who  are  members  of  the  94  county 
units  of  the  Tennessee  Farm  Bureau  Feder- 
ation and  numerous  other  rural  organiza- 
tions all  of  whom  are  cooperating  to  improve 
community  life;  and 

“Whereas:  Health  programs  are  an  essen- 
tial part  of  any  community  improvement 
program;  and 

“Whereas:  It  is  contemplated  that  the  Ag- 
ricultural Extension  Service  will  place  on  its 
staff  a person  who  will  give  attention  to 
health  organizational  work  with  these  com- 
munity and  state  organizations  through  the 
County  Agricultural  and  Home  Agents  and 
local  organizations  of  the  Farm  Bureau  and 
others;  and 

“Whereas:  Cooperation  of  local  physicians 
is  needed  for  success  of  any  local  health  pro- 
gram; 

Be  It  Therefore  Resolved:  That  this 
House  of  Delegates  go  on  record  as  approv- 
ing in  principle  a program  to  improve  rural 
health  through  work  which  these  local  com- 
munity organizations  and  that  individual 
members  of  the  Association  be  requested  to 
give  support  to  such  programs,  with  the  ad- 
vice and  assistance  of  local  Medical  Socie- 
ties, local  Health  Departments,  and  of  your 
Rural  Health  Committee  members,  individ- 
ually and  collectively,  as  may  be  necessary.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Encouraging  Physicians  to  Attend  8-hour  Courses  in 
Civil  Defense 

“Be  It  Resolved:  That  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  Asso- 
ciation go  on  record  as  heartily  endorsing 
and  recommending  the  eight-hour  course  of 
instruction  in  medical  aspects  of  civilian  de- 
fense for  physicians,  to  be  put  on  by  the 
Tennessee  Civilian  Defense  Department. 

“Be  It  Further  Resolved:  That  each  indi- 
vidual physician  in  Tennessee  be  encouraged 
and  urged  to  attend  this  course,  and  that  the 
Tennessee  State  Medical  Association  lend  all 
such  support  as  it  can  in  making  this  course 
a successful  one.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 


Appointment  of  Physician  to  Board  of  Trustees  of  the 
University  of  Tennessee 

“Whereas:  There  is  a large  group  of  alum- 
ni of  the  University  of  Tennessee  in  this 
state  who  are  physicians;  and 

“Whereas:  This  group  of  alumni  is  loyal  to 
and  interested  in  the  welfare  of  the  Univer- 
sity; and 

“Whereas:  There  has  never,  or  least  for 
a long  time  has  not  been  a physician  on  the 
Board  of  Trustees  of  the  University;  and 

“Whereas:  New  vacancies  are  soon  to  oc- 
cur on  said  Board  of  Trustees; 

“Therefore  Be  It  Resolved:  That  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Society,  in  regular  assembly,  go  on 
record  as  urging  the  Governor  of  the  State 
of  Tennessee  to  appoint  a physician  to  fill 
the  next  vacancy  occurring  on  the  Board  of 
Trustees  of  the  University.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Authorizing  Appropriation  of  $10,000  per  Year  for  the 
Postgraduate  Committee 

“In  view  of  the  fact  that  the  House  of  Del- 
egates at  their  meeting  in  Knoxville  in  1952 
authorized  the  continuation  of  the  present 
type  postgraduate  instruction  program,  and 
that  the  organization  for  the  next  postgrad- 
uate course  in  Obstetrics  is  now  in  the  exe- 
cution state,  I propose  that  the  Board  of 
Trustees  of  the  Tennessee  State  Medical 
Association  be  instructed  to  allocate  $10,000 
per  annum  for  the  two-year  course  in  Ob- 
stetrics.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Dr.  Raulston  then  moved  the  adoption  of 
his  report  as  a whole.  The  motion  was  duly 
seconded  and  carried. 

John  R.  Thompson,  Jr.,  Jackson,  moved 
that  the  resolution  creating  local  community 
organizations  for  the  improvement  of  Rural 
Health  be  amended  by  including  local  health 
department  representatives.  The  amend- 
ment was  duly  adopted. 

The  report  of  the  Reference  Committee 
on  Amendments  was  then  adopted  as  a 
whole. 

Report  of  Reference  Committee  on  G.  P.  Award 

The  Committee,  composed  of  Ralph  H. 
Monger,  Chairman,  Knoxville,  N.  S.  Shofner, 
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Nashville,  H.  W.  Qualls,  Memphis,  made  the 
following  report: 

“The  Reference  Committee  on  the  G.  P. 
Award  wishes  to  submit  the  following  can- 
didates: 

“W.  J.  Sugg,  Dickson,  Kelly  Smythe,  Be- 
mis,  and  A.  J.  Willis,  Jonesboro." 

Nominating  speeches  in  favor  of  the  vari- 
ous candidates  were  made  as  follows: 

L.  C.  Jackson,  Dickson,  spoke  in  favor  of 
Dr.  Sugg’s  candidacy.  John  R.  Thompson, 
Jr.,  Jackson,  spoke  in  favor  of  the  candidacy 
of  Kelly  Smythe,  and  H.  L.  Monroe,  Erwin, 
spoke  in  favor  of  the  candidacy  of  A.  J. 
Willis. 

Following  the  nominating  speeches,  the 
Speaker  asked  the  House  if  the  election  of 
the  GP  would  be  by  a plurality  or  a major- 
ity vote.  Upon  motion  duly  made  and  sec- 
onded, the  House  voted  to  require  a majority 
for  election.  The  House  then  proceeded  to 
elect  the  Outstanding  General  Practitioner 
of  the  Year.  The  first  ballot  was  indecisive 
and  upon  the  second  ballot  A.  J.  Willis  of 
Jonesboro  was  declared  elected  as  the  Out- 
standing General  Practitioner  of  the  Year. 

While  the  ballots  for  the  GP  winner  were 
being  counted,  the  Speaker  announced  that 
any  other  old  or  new  business  would  be  in 
order.  H.  A.  Laws,  Jr.,  Chattanooga,  moved 
that  the  Secretary  be  instructed  to  wire 
Mrs.  J.  O.  Manier  the  best  wishes  of  the 
Association.  The  following  telegram  was 
subsequently  sent: 

Mrs.  J.  O.  Manier 
Nashville,  Tennessee 

The  House  of  Delegates  of  the  Ten- 
nessee State  Medical  Association,  as- 
sembled in  Memphis,  wants  you  to 

KNOW  THAT  Dr.  MANIER  IS  GREATLY 
MISSED  AND  THAT  WE  HOPE  FOR  HIM  A 
SPEEDY  RETURN  TO  GOOD  HEALTH. 

V.  O.  Foster 
Executive  Secretary 

C.  B.  Roberts  of  Sparta  introduced  a reso- 
lution calling  for  the  House  to  commend 
Governor  Frank  Clement  for  his  support  of 
the  Hospital  Service  Act  for  the  Indigent. 
The  resolution  was  referred  to  the  Reference 
Committee  on  Resolutions. 

Dr.  Roberts  introduced  a second  resolution 
which  called  for  changing  the  essay  contest, 


conducted  annually  by  the  Woman’s  Aux- 
iliary, to  a Health  Project  Contest. 

Following  discussion,  Daugh  W.  Smith 
moved  that  the  recommendation  of  Dr. 
Roberts  be  accepted  subject  to  approval 
of  the  Board  of  Trustees  and  the  allocation 
of  necessary  funds.  The  motion  was  duly 
carried. 

James  C.  Gardner,  Chairman  of  the  Board 
of  Trustees,  introduced  a resolution  which 
would  name  the  Chairman  of  the  Postgrad- 
uate Committee  as  Treasurer  of  the  Commit- 
tee’s funds.  The  resolution  was  referred  to 
the  Reference  Committee  on  Resolutions. 

Joseph  L.  Raulston,  Knoxville,  inquired 
as  to  the  action  taken  by  the  State  Medical 
Association  with  respect  to  the  President’s 
Reorganization  Plan  No.  1.  Dr.  Daugh  W. 
Smith  replied  that  the  Board  of  Trustees 
held  a telephone  conference  and  decided  to 
instruct  our  Delegates  to  the  AMA  to  sup- 
port the  President’s  Reorganization  Plan 
No.  1. 

Daugh  W.  Smith  read  a letter  from  Ruth 
Murray,  Dean  of  the  School  of  Nursing  of 
the  University  of  Tennessee  in  which  she 
stated  that  the  school  will  establish  a pilot- 
course  in  nursing  on  a two-year  basis  begin- 
ning September,  1953. 

The  Speaker  called  on  the  Chairman  of 
the  Nominating  Committee  to  submit  nom- 
inations for  Councilors  for  the  Second, 
Fourth,  Sixth,  Eighth,  and  Tenth  Districts. 
J.  Paul  Baird,  Dyersburg,  Chairman  of  the 
Nominating  Committee,  presented  the  name 
of  Joseph  L.  Raulston  as  Councilor  of  the 
Second  District.  There  were  no  other  nom- 
inations from  the  floor  and  Dr.  Raulston  was 
duly  elected  for  another  two-year  term. 

Dr.  Baird  submitted  the  name  of  J.  T. 
Moore,  Jr.,  Algood,  as  councilor  of  the 
Fourth  District.  There  being  no  other  nom- 
inations, Dr.  Moore  was  duly  elected. 

Dr.  Baird  submitted  the  name  of  D.  C. 
Seward  as  Councilor  of  the  Sixth  District. 
There  being  no  other  nominations,  Dr.  Se- 
ward was  duly  elected. 

Dr.  Baird  submitted  the  name  of  Jere 
Crook,  Jackson,  as  Councilor  of  the  Eighth 
District.  There  being  no  other  nominations, 
Dr.  Crook  was  unanimously  elected. 

Dr.  Baird  submitted  the  name  of  Arthur 
R.  Porter,  Jr.,  Memphis,  as  Councilor  of  the 
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Tenth  District.  There  being  no  nominations 
from  the  floor,  Dr.  Porter  was  unanimously 
elected. 

Dr.  Baird,  Chairman  of  the  Nominating 
Committee,  called  a meeting  of  the  Com- 
mittee at  10:15  on  Tuesday  morning  to  pre- 
pare nominations  for  other  officers. 

Dr.  D.  C.  Seward,  Nashville,  Chairman  of 
the  Council,  called  a meeting  of  the  Council 
immediately  upon  adjournment. 

The  Monday  Session  of  the  House  was 
adjourned  at  3:30  p.m.  until  nine  o’clock  on 
Wednesday  morning,  April  15,  1953. 

WEDNESDAY  MORNING  SESSION,  APRIL  15 

The  House  was  called  to  order  by  Speaker 
Charles  C.  Trabue  IV,  Nashville. 

L.  C.  Jackson,  Dickson,  acting  Chairman 
of  the  Credentials  Committee,  reported  a 
quorum  present. 

The  Speaker  called  for  supplemental  re- 
ports of  officers.  None  was  submitted.  The 
Speaker  then  called  for  supplemental  re- 
ports of  Committees.  None  was  submitted. 

Reference  Committee  Reports 

The  next  order  of  business  was  supple- 
mental reports  from  the  various  Reference 
Committees.  There  was  no  further  report 
from  the  Committee  on  Reports  of  Officers. 

There  was  no  further  report  from  the  Ref- 
erence Committee  on  Reports  of  Commit- 
tees. 

W.  J.  Sheridan,  Chattanooga,  Chairman 
of  the  Reference  Committee  on  Amend- 
ments, reported  out  favorably  the  following 
amendments: 

Amend  Section  1,  Chapter  IX,  by  inserting 
the  words  “except  new  members  joining  the 
Association  for  the  first  time  after  July  1 of 
a given  year  shall  pay  $12.50  for  that  year 
only”  in  line  six  of  said  Section  after  the 
word  Association,  so  that  the  first  clause  of 
said  Section  will  read  as  follows: 

“Effective  January  1,  1951,  an  assessment 
of  $25  per  capita  on  the  active  membership 
of  the  component  Societies  is  hereby  made 
the  annual  dues  of  Members  and  subscrip- 
tion to  the  Journal  of  this  Association;  ex- 
cept new  members  joining  the  Association 
for  the  first  time  after  July  1 of  a given  year 
shall  pay  $12.50  for  that  year  only  . . . etc.” 

Amend  Section  3,  Chapter  IX,  by  inserting 
the  words  “except  new  members  joining  the 


Association  for  the  first  time  after  July  1 
of  a given  year  shall  pay  $12.50  for  that  year 
only”  after  the  word  member  in  line  six  of 
said  Section  so  that  the  Section  as  amended 
will  read  as  follows: 

“Effective  January  1,  1951,  the  Secretary 
or  Treasurer  of  each  component  Society 
shall  collect  and  forward  to  the  Executive 
Secretary  of  this  Association  the  assess- 
ment of  $25  per  capita  for  each  member,  ex- 
cept new  members  joining  the  Association 
for  the  first  time  after  July  1 of  a given  year 
shall  pay  $12.50  for  that  year  only  . . . etc.” 
The  amendments  were  duly  adopted. 

Dr.  Sheridan  then  reported  out  favorably 
the  amendments  to  the  Constitution  and 
By-Laws  which  would  change  the  annual 
meeting  dates  of  the  House  of  Delegates 
and  the  Scientific  Sessions.  The  amend- 
ments are  as  follows: 

Amend  Article  VII,  Section  2,  by  inserting 
the  words  “Monday  preceding”  between  the 
words  “on  the”  in  the  second  line  of  said 
Section  so  that  the  Section  as  amended  will 
read  as  follows: 

“The  Scientific  Session  shall  begin  on 
Monday  preceding  the  second  Tuesday  in 
April  . . . etc.” 

Amend  Chapter  II,  Section  1,  by  insert- 
ing the  words  “Monday  preceding”  be- 
tween the  words  “on  the”  in  the  second  line 
of  said  Section  so  that  the  Section  as 
amended  will  read  as  follows: 

“The  Association  shall  hold  an  Annual 
Session,  beginning  on  ‘Monday  preceding’ 
the  second  Tuesday  in  April . . . etc.” 

Amend  Chapter  II,  Section  1,  by  striking 
out  the  word  “Monday”  in  the  fourth  line 
of  the  second  paragraph  and  inserting  in 
lieu  thereof  the  word  “Sunday”  so  that  said 
line  shall  read  as  follows: 

“It  (the  House  of  Delegates)  shall  meet 
at  9:00  a.m.  Sunday  preceding  the  second 
Tuesday  of  April  . . . etc.” 

Amend  Chapter  IV,  Section  1,  by  striking 
out  the  word  “Monday”  in  line  five  of  said 
Section  and  inserting  in  lieu  thereof  the 
word  “Sunday”  so  that  said  line  shall  read 
as  follows: 

“It  (the  House  of  Delegates)  shall  meet 
on  Sunday  preceding  the  second  Tuesday 
of  April  . . . etc.” 
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The  resolution  was  tabled  pending  further 
consideration. 

(The  section  amending  the  Constitution 
will  lie  on  the  table  until  the  next  annual 
session.) 

The  Speaker  then  called  for  additional 
reports  from  the  Reference  Committee  on 
Resolutions.  Dr.  John  B.  Youmans,  Nash- 
ville, Chairman  of  the  Committee,  reported 
out  favorably  a resolution  which  would 
name  the  Chairman  of  the  Postgraduate 
Committee  as  Treasurer  of  the  Committee. 
Said  resolution  is  as  follows: 

“Be  It  Resolved:  That  the  Chairman  of 
the  Postgraduate  Committee  be  designated 
the  bonded  Treasurer  of  the  Committee  and 
that  he  receive  and  disburse  all  Committee 
funds;  that  the  transactions  of  the  Treasurer 
be  subject  to  annual  audit  and  report  to  the 
Board  of  Trustees  of  this  Association;  and 
that  the  Treasurer  and  the  Executive  Sec- 
retary be  authorized  and  instructed  to  pay 
over  all  moneys  to  the  Treasurer  of  the 
Committee  quarterly.” 

The  resolution  was  duly  adopted. 

Dr.  Youmans  then  reported  out  favorably 
the  resolution  commending  Governor 
Clement  for  his  support  of  the  Hospital 
Service  Act  for  the  Indigent.  Said  resolu- 
tion is  as  follows: 

“Whereas:  The  House  of  Delegates  in 
Special  Session  on  February  8,  1953,  adopted 
a Resolution  urging  Frank  G.  Clement  to 
make  the  Indigent  Bill  a part  of  his  Ad- 
ministrative program  in  the  1953  Legisla- 
ture; and, 

“Whereas:  Governor  Clement  did  make  a 
restricted  version  of  the  original  Bill,  and 
he  personally  pushed  it  through  the  Gen- 
eral Assembly, 

“Be  It  Therefore  Resolved:  That  this 
House  of  Delegates  commend  him  for  his 
interest  in,  and  support  of,  this  humani- 
tarian program  of  medical  services  to  the 
unfortunate. 

“Be  It  Also  Resolved:  That  we  express  to 
him,  through  this  resolution,  our  sincere 
thanks  for  his  support  of  this  No.  1 project 
of  the  Public  Service  Committee.” 

The  resolution  was  duly  adopted. 

The  Chairman  then  reported  out  favor- 


ably a resolution  which  would  approve  the 
findings  of  the  A.  M.  A.  Survey  Team.  Said 
Resolution  is  as  follows: 

“Be  It  Resolved:  That  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  As- 
sociation adopt  in  principle  the  recom- 
mendation of  the  American  Medical  As- 
sociation Survey  Team  and  with  all  speed 
compatible  with  the  practice  and  evolution 
of  good  medicine  move  towards  the  solution 
of  the  problems  presented.” 

The  resolution  was  duly  adopted. 

The  Chairman  then  reported  out  a resolu- 
tion which  would  prevent  the  University  of 
Tennessee  and  Vanderbilt  University  from 
contributing  to  the  Postgraduate  Commit- 
tee with  the  recommendation  that  the 
resolution  be  rejected.  Said  resolution  is 
as  follows: 

“Be  It  Resolved:  That  the  two  medical 
schools  in  Tennessee,  the  University  of  Ten- 
nessee School  of  Medicine  and  Vanderbilt 
University  School  of  Medicine,  be  relieved 
of  making  their  annual  contribution  of  $500 
per  year  to  the  program  of  post-graduate 
instruction;  and 

“Be  It  Further  Resolved:  That  the  Ten- 
nessee State  Medical  Association  increase 
its  annual  subscription  sufficient  to  make  up 
this  difference  in  money,  or  whatever  money 
is  needed.” 

This  resolution  was  not  adopted. 

The  Chairman  then  reported  out  favor- 
ably a resolution  which  would  extend  the 
personnel  of  the  Veterans  Affairs  Commit- 
tee and  to  provide  a budget  not  to  exceed 
$2,000  per  year.  Said  resolution  is  as  fol- 
lows: 

“Be  It  Resolved  by  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association: 
That  the  Tennessee  State  Medical  Associa- 
tion adopt  the  following  recommendations 
which  were  embraced  within  the  report  of 
the  Committee  on  Veterans  Affairs: 

“(1)  That  the  Committee  on  Veterans  Af- 
fairs be  enlarged  so  as  to  include  at 
least  one  member  of  each  Congres- 
sional District  in  the  State. 

“(2)  That  the  Committee  be  authorized 
to  function  as  a liaison  Committee 
with  other  like  committees  from 


May,  1953 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


167 


other  groups,  such  as  the  American 
Legion,  Veterans  of  Foreign  Wars, 
Tennessee  Hospital  Association,  Ten- 
nessee Dental  Association,  etc. 

“(3)  That  the  Committee  be  provided  a 
budget  not  to  exceed  the  sum  of 
$2,000. 

“(4)  That  the  Committee  be  authorized  to 
promote  a conference  in  each  con- 
gressional district  in  Tennessee  on 
the  subject  of  Veterans  Medical  care, 

“(5)  That  the  Committee  be  authorized  to 
engage  in  correspondence  with  other 
states  to  the  end  that  they  follow  the 
same  procedure.” 

The  resolution  was  duly  adopted,  and  re- 
ferred to  the  Board  of  Trustees  for  imple- 
mentation. 

Other  Business 

The  Speaker  then  announced  that  any 
other  old  or  new  business  could  be  intro- 
duced at  this  time.  W.  J.  Sheridan  of 
Chattanooga  moved  that  the  amendment  to 
the  Constitution  and  By-Laws  which  would 
change  the  annual  meeting  dates  of  the  As- 
sociation be  taken  from  the  table,  and  moved 
its  adoption.  The  amendment  was  duly 
adopted. 

The  Speaker  then  recognized  David  Henry 
Poer,  Secretary-Editor  of  the  Medical  So- 
ciety of  the  State  of  Georgia.  Dr.  Poer  ad- 
dressed the  House  briefly  and  proposed  that 
the  Associations  comprising  the  Southern 
Region  of  the  United  States  hold  annual 
regional  conferences  on  matters  of  mutual 
concern.  Although  no  action  was  taken,  it 
was  the  consensus  of  opinion  that  such  reg- 
ional conferences  are  desirable  and  that  this 
Association  will  participate  in  them.  The 
first  conference  will  be  called  in  October  of 
1953  in  Atlanta  with  the  Medical  Society  of 
the  State  of  Georgia  acting  as  host. 

The  Chair  then  announced  that  invitations 
for  the  meeting  place  for  the  next  annual 
session  were  in  order.  Dr.  Youmans,  Nash- 
ville, extended  an  invitation  to  the  Associa- 
tion to  hold  its  1954  meeting  in  Nashville 
with  the  Nashville  Academy  of  Medicine 
acting  as  the  Host  Society.  Upon  motion 
duly  made  and  seconded,  the  invitation  was 
accepted. 


Report  of  Nominating  Committee 
The  Chairman  then  called  upon  the 
Nominating  Committee  to  submit  names  for 
the  various  offices.  J.  Paul  Baird,  Chair- 
man of  the  Nominating  Committee  submit- 
ted the  following  nominations  for  President- 
Elect:  John  R.  Thompson,  Jr.,  Jackson;  J.  C. 
Moore,  Dyersburg;  James  L.  Dunavant,  Rip- 
ley. 

The  election  was  held  by  ballot  and  the 
Speaker  announced  the  following  results: 
Dr.  Thompson,  50  votes;  Dr.  Moore,  6 votes; 
and  Dr.  Dunavant,  4 votes.  The  Speaker 
then  declared  Dr.  John  R.  Thompson,  Jr., 
Jackson,  duly  elected  as  President-Elect. 

Dr.  Baird  then  presented  the  name  of 
Charles  C.  Trabue,  IV,  Nashville,  for 
Speaker.  There  being  no  other  nominations, 
Dr.  Trabue  was  unanimously  re-elected. 

Dr.  Baird  then  presented  the  name  of  R.  N. 
Buchanan,  Nashville,  for  Vice-Speaker. 
There  being  no  other  nominations,  Dr. 
Buchanan  was  declared  unanimously 
elected. 

Dr.  Baird  then  presented  the  name  of 
R.  H.  Kampmeier  for  Secretary-Editor. 
There  being  no  other  nominations,  Dr. 
Kampmeier  was  declared  elected. 

Dr.  Baird  then  presented  the  name  of 
W.  J.  Sheridan  of  Chattanooga  as  Trustee 
of  East  Tennessee  for  a 3-year  term.  There 
being  no  other  nominations,  Dr.  Sheridan 
was  unanimously  elected. 

Dr.  Baird  then  presented  the  following 
names  for  Vice-Presidents: 

East  Tennessee — S.  J.  Sullivan,  Cleveland 
Middle  Tennessee — Henry  T.  Kirby-Smith 
West  Tennessee — Malcolm  Aste,  Memphis 
There  being  no  other  nominations,  the 
above  nominees  were  duly  elected. 

Dr.  Baird  then  submitted  nominations  for 
A.M.A.  Delegates  and  their  Alternates.  The 
names  of  W.  C.  Chaney  of  Memphis  and 
C.  M.  Hamilton,  Nashville,  were  presented. 
There  being  no  other  nominations,  W.  C. 
Chaney  and  C.  M.  Hamilton  were  re-elected 
A.M.A.  Delegates  for  terms  expiring  De- 
cember 31,  1955. 

Dr.  Baird  then  submitted  the  names  of 
Harold  B.  Boyd,  Memphis,  and  R.  H.  Kamp- 
meier, Nashville,  as  the  respective  alternates 
of  Dr.  Chaney  and  Dr.  Hamilton.  There 
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being  no  other  nominations,  Dr.  Boyd  and 
Dr.  Kampmeier  were  duly  elected. 

Dr.  Baird  then  submitted  the  following 
names  as  nominees  for  the  Public  Health 
Council,  two  of  whom  will  be  subsequently 
appointed  by  the  Governor:  R.  B.  Wood, 
Knoxville;  E.  L.  Caudill,  Jr.,  Elizabethton; 
W.  A.  Garrott,  Cleveland;  John  R.  Thomp- 
son, Jr.,  Jackson;  Moore  Moore,  Jr.,  Mem- 
phis; J.  Paul  Baird,  Dversburg.  There  being 
no  other  nominations,  the  above  nominees 
were  declared  duly  nominated. 

Dr.  Baird  then  submitted  the  following 
nominations  for  the  Tennessee  Board  of 
Nursing,  two  of  whom  are  to  be  subse- 
quently appointed  by  the  Governor:  W.  G. 
Stephenson,  Chattanooga;  J.  A.  Loveless, 
Gallatin;  B.  J.  McAnulty,  Bolivar;  Ralph 
Rychener,  Memphis;  and  Carrol  Long,  John- 
son City.  There  being  no  other  nominations, 
the  above  nominees  were  declared  duly 
nominated. 

Following  the  election  of  officers,  the 
Speaker  recognized  Dr.  Myrtle  Lee  Smith 
of  Livingston  who  gave  a splendid  address, 
telling  about  the  social,  mental  and  eco- 
nomic problems  in  several  counties  of  the 
Upper  Cumberland  area.  Dr.  Smith  pointed 
out  that  citizens  of  low  intellect  are  propa- 
gating at  an  abnormal  rate  with  the  result 
that  large  sums  of  welfare  and  relief  funds 


are  necessai'ily  channeled  into  the  area.  Dr. 
Smith  called  for  assistance  from  the  As- 
sociation in  solving  these  problems.  Upon 
motion  by  A.  Fount  Russell  of  Clarksville, 
the  Board  of  Trustees  was  authorized  and 
instructed  to  appoint  a committee  on  Mental 
Health  and  to  make  a report  of  its  activities 
to  the  next  annual  session.  Daugh  W.  Smith, 
Nashville,  moved  the  amendment  of  Dr. 
Russell’s  motion  to  provide  that  the  new 
Mental  Health  Committee  begin  its  work 
immediately  and  that  it  cooperate  with  the 
new  State  Department  of  Mental  Health. 
The  motion  as  amended  was  carried. 

Dr.  S.  D.  Sullenberger,  Dandridge,  moved 
that  the  House  of  Delegates  invite  a min- 
ister to  deliver  an  invocation  at  the  next 
annual  meeting  of  the  House.  The  motion 
was  duly  carried. 

Speaker  Trabue  then  appointed  the  fol- 
lowing committee  to  escort  the  new  Presi- 
dent-Elect to  the  Scientific  Sessions:  Dr.  J. 
Paul  Baird,  Dversburg;  Dr.  Jere  Crook, 
Jackson;  and  r>r.  James  Stanford,  Memphis. 

Dr.  W.  J.  Sheridan,  Chattanooga,  moved  a 
rising  vote  of  thanks  to  the  Speaker  of  the 
House  for  the  efficient  handling  of  the  As- 
sociation’s business.  The  meeting  was  ad- 
journed at  10:27  a.m. 

V.  O.  Foster 
Executive  Secretary 


Proceedings  of  the  Annual  Meeting  of 
the  Board  of  Trustees 
of  the 

Tennessee  State  Medical  Association 


MEMPHIS,  APRIL  15,  1953 

The  Board  of  Trustees  met  in  regular 
Annual  Session  on  the  above  date  in  the 
Pompeiian  Room  of  the  Peabody  Hotel,  with 
the  following  present:  James  C.  Gardner, 
Chairman;  Charles  C.  Trabue,  IV,  Daugh 
W.  Smith,  Carrol  C.  Turner,  William  J. 
Sheridan. 

Othei's  present  were:  A.  M.  Patterson, 
President;  R.  H.  Kampmeier,  Secretary- 
Editor;  Ed  L.  Bridges,  Public  Seiwice  Direc- 
tor; and  V.  O.  Foster,  Executive  Secretary. 


The  minutes  of  the  last  meeting  on  No- 
vember 2,  1952,  and  of  the  Telephone  Con- 
ference on  March  13,  1953,  were  read  and 
approved. 

The  following  mail  votes  taken  since  the 
last  meeting  were  confirmed  or  otherwise 
handled: 

1.  Fixing  dues  of  new  members  joining 
the  society  for  the  first  time  after  July 
1 of  a given  year  at  $12.50.  Mail  vote 
was  indecisive,  but  members  are  re- 
minded that  a resolution  to  the  same 
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effect  was  adopted  by  the  House  of 
Delegates  on  April  15,  1953. 

2.  Approved  appointment  of  Doctors  R.  H. 
Kampmeier,  E.  G.  Kelly,  D.  W.  Smith, 
and  R.  H.  Hutcheson  as  additional  mem- 
bers to  the  UMWA  Liaison  Committee. 
(This  action  was  subsequently  re- 
scinded.) 

3.  Rescinded  action  recorded  in  item  No. 
2.  The  same  physicians,  along  with 
B.  M.  Overholt,  J.  S.  Hall,  and  Cecil 
Newel,  members  of  the  UMWA  Com- 
mittee, were  appointed  to  the  Council 
on  Health  and  Medical  Care  of  the  Ten- 
nessee Medical  Foundation,  with  Dr. 
Overholt  designated  as  Chairman  of 
the  Council. 

At  the  request  of  Ed  Bridges,  the  Board 
rescinded  its  previous  action  which  ap- 
proved accepting  alcoholic  institutional  ad- 
vertising for  the  Journal. 

Pursuant  to  action  of  the  House,  the 
Board  created  a Committee  on  Mental 
Health  to  work  with  the  new  State  Depart- 
ment of  Mental  Health  and  with  other  agen- 
cies on  problems  in  this  field.  The  following 
persons  were  appointed  to  the  Committee: 
Myrtle  L.  Smith,  Chairman,  Livingston; 
Robert  Foote,  Nashville;  O.  S.  Hauk,  Nash- 
ville; Carrol  C.  Turner,  Memphis;  Frank 
Luton,  Nashville. 

The  Committee  was  also  instructed  to  con- 
cern itself  with  the  medico-legal  aspects  of 
mental  health  problems. 

Upon  motion  duly  made,  seconded,  and 
carried,  a Committee  on  Autopsy  was 
created  to  establish  liaison  with  the  Under- 
takers Association  and  other  groups  with  a 
germane  interest  in  autopsies  in  accordance 
with  the  instructions  of  the  House  in  an 
action  taken  Wednesday,  April  15,  1953.  The 
following  members  of  the  Committee  on 
Autopsy  were  named:  Leland  Johnson, 

Chairman,  Jackson;  William  W.  Hurteau, 
Memphis;  George  Mahon,  Knoxville;  David 
Gotwald,  Nashville;  C.  B.  Roberts,  Sparta. 

The  Board  then  went  into  the  business  of 
committee  appointments  for  all  expired 
terms.  A list  of  the  1953-54  committees  with 
their  personnel  reflecting  the  new  appoint- 
ments or  re-appointments  are  attached  here- 
to and  made  a part  of  these  minutes  by 
reference. 


Special  attention  is  called,  however,  to  the 
fact  that  some  committee  appointments 
were  not  completed  and  will  require  mail 
vote  confirmation. 

Pursuant  to  instructions  of  the  House  of 
Delegates,  the  Committee  on  Veterans  Af- 
fairs was  expanded  to  include  a member 
from  each  Councilor  District  (10  members). 
Dr.  H.  H.  Shoulders,  Chairman,  and  Dr.  L. 
W.  Edwards  were  authorized  to  submit  nom- 
inations for  the  six  additional  members  to 
the  Executive  Secretary  who  will  submit 
said  nominations  to  the  Board  by  mail  vote. 

Pursuant  to  action  of  the  House  of  Dele- 
gates, the  Committee  on  VA  Affairs  was 
authorized  to  function  as  a Liaison  Commit- 
tee to  confer  with  other  like  committees 
from  other  groups  interested  in  VA  Affairs 
at  whatever  intervals  seem  necessary  and 
appropriate.  Upon  motion  duly  made  by 
Dr.  Trabue  and  seconded  by  Dr.  Smith,  the 
Board  appropriated  the  sum  of  $1,200  for 
the  use  of  the  Committee  on  VA  Affairs. 

The  other  provisions  of  the  Resolution  on 
VA  Affairs  adopted  by  the  House  were  also 
approved  which  approved  action  seeking  the 
adoption  of  the  Tennessee  Resolution  on  VA 
Affairs  by  the  AMA,  and  the  holding  of 
district  conferences  to  promote  an  under- 
standing and  acceptance  of  the  Tennessee 
Resolution. 

Upon  motion  duly  made,  seconded,  and 
carried,  and  in  accordance  with  instructions 
of  the  House,  a Committee  on  Labor  Liaison 
was  established  with  Dr.  D.  W.  Smith  being 
designated  Chairman,  Dr.  John  Winebrenner 
was  also  appointed  to  the  Committee.  Dr. 
Smith,  the  Chairman-designate,  was  author- 
ized and  instructed  to  submit  three  other 
nominations  for  appointment  to  the  Ex- 
ecutive Secretary  for  submission  to  the 
Board  by  mail  vote. 

Pursuant  to  action  by  the  House,  a Com- 
mittee on  “Health  Projects”  was  created  and 
the  following  members  appointed:  Mrs.  S.  L. 
Sullivan,  Chairman,  Cleveland;  Dr.  C.  B. 
Roberts,  Sparta;  Dr.  D.  W.  Smith,  Nashville. 

It  was  understood  that  the  Committee 
will  sponsor  a “Health  Project  Contest” 
among  schools  next  year  in  lieu  of  the  “Es- 
say Contest”  of  previous  years. 

Upon  request  of  Ed  Bridges,  and  upon 
proper  motion  and  second,  the  Board  ap- 
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propriatecl  $300  to  defray  the  cost  of  a News 
Letter  for  the  Woman’s  Auxiliary. 

Mr.  Bridges  presented  the  matter  of  es- 
tablishing a retirement  program  for  em- 
ployees of  the  Association,  but  time  pre- 
vented detailed  consideration.  It  was  stated 
bv  Dr.  Trabue  that  “we,  the  Board,  should 
favor  the  establishment  of  a Retirement 
Plan  for  our  employees.”  Detailed  pro- 
posals will  be  submitted  to  members  at  a 
later  date  by  mail. 

Dr.  William  J.  Sheridan,  junior  member 
of  the  Board,  tendered  his  resignation  as 
Councilor  of  the  Third  District.  Upon 
nomination.  Dr.  Franklin  B.  Bogart,  Chat- 
tanooga, was  appointed  to  fill  out  Dr.  Sher- 
idan’s unexpired  term,  April  1954. 

Dr.  Sheridan  reported  that  he  had  heard 
many  complaints  that  the  commercial  ex- 
hibitors were  dissatisfied  with  the  meeting. 
It  was  suggested  that  more  effort  to  secure 
doctor  visitation  and  registration  at  exhibit 
booths  be  undertaken  next  year. 

The  matter  of  the  conflict  in  the  dates 
of  the  Annual  Meeting  of  the  Association 
and  the  meeting  of  the  College  of  Physicians 


was  discussed.  The  consensus  of  opinion 
was  that  the  Internists  should  prepare  and 
submit  proper  amendments  to  the  Constitu- 
tion and  By-Laws  that  would  change  our 
meeting  date  when  conflicts  occur.  (The 
Board  is  reminded,  however,  that  constitu- 
tional machinery  is  already  available  for 
changing  the  meeting  date  of  this  Associa- 
tion.) 

The  Board  members,  along  with  President 
Patterson,  agreed  to  call  the  next  Annual 
Meeting  into  extraordinary  session  on  Mon- 
day, April  12,  1954,  in  order  to  provide  that 
the  General  Scientific  Sessions  be  held  next 
year  on  Monday,  Tuesday,  and  Wednesday. 
(The  House  of  Delegates  will  meet  on  Sun- 
day.) 

Meeting  dates  next  year:  April  11,  12,  13, 
14. 

Place:  Nashville. 

There  being  no  other  business,  the  meet- 
ing was  adjourned. 

James  C.  Gardner 
Chairman 
V.  O.  Foster 
Executive  Secretary 


Abstracts  of  Reports  of  Officers  and  Committees 
Read  Before  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association,  April  !3,  1953 


Report  of  the  Pres’dent 

The  report  of  the  President,  Dr.  Daugh  W. 
Smith  of  Nashville,  was  published  in  full  on 
pages  143-149  of  the  April,  1953  issue  of  the 
Journal. 

Report  of  the  President-Elect 

The  inaugural  address  of  the  President- 
Elect,  Dr.  A.  M.  Patterson  of  Chattanooga, 
was  published  in  full  on  pages  121-124  of 
the  April  issue  of  the  Journal. 

Report  of  the  Secretary-Editor 

R.  H.  Kampmeier,  M.D. 

Your  editor  of  the  Journal  has  continued 
in  his  attempts  to  meet  the  objectives  of  the 
Journal  as  outlined  before  you  in  the  past. 

The  gain  in  the  number  of  pages  of  the 
Journal  as  reported  last  year,  for  the  first 


full  year  of  editorship,  has  been  maintained, 
except  for  a small  loss  of  eighteen  pages. 
The  proportion  of  scientific  to  non-scientific 
copy  has  been  kept  at  a 6:4  ratio. 

The  advertising  has  been  decreased  by 
thirty-five  pages. 

The  problems  of  our  organization  and  pub- 
lic relationships  have  been  kept  before  us 
by  the  stimulating  pages  provided  by  the 
President,  Executive  Secretary  and  the  Pub- 
lic Service  Director. 

In  July,  1952  a survey  was  carried  out  to 
glean  from  our  readers  something  regarding 
their  opinions  and  reactions  to  the  Journal 
and  to  certain  of  its  sections.  Almost  700 
cards  were  returned,  a large  enough  group 
to  permit  of  certain  conclusions.  The  re- 
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suits  have  been  tabulated  and  will  be  pre- 
sented in  the  Journal  in  an  early  issue. 

Report  of  the  Board  of  Trustees 

By  James  C.  Gardner,  M.D. 

Chairman 

Your  Board  of  Trustees  holds  two  stated 
meetings  yearly;  one  immediately  following 
the  annual  session  of  the  House  of  Delegates, 
and  a semi-annual  session  in  the  fall.  Pro- 
vision is  made  for  emergency  sessions  at  the 
call  of  the  Chairman,  but  no  called  sessions 
have  been  necessary  during  the  past  year. 

In  order  to  expedite  policy  decisions  need- 
ing immediate  attention,  the  members  of  the 
board  are  often  polled  by  mail,  or  by  long 
distance  telephone  conferences.  All  mail 
votes  are  officially  confirmed  at  the  next 
regular  session  of  the  Board  and  entered  in 
the  official  minutes. 

Annual  Meeting  of  the  Board 

The  Board  met  in  Knoxville  on  April  9, 
1952,  immediately  following  adjournment 
of  the  House  of  Delegates.  Actions  taken  at 
this  meeting  are  summarized  as  follows: 

1.  Elected  Dr.  James  C.  Gardner,  Nash- 
ville, Chairman  of  the  Board  and  Treasurer. 

2.  Reviewed  and  adopted  the  Executive 
Secretary’s  Financial  Report  for  the  fiscal 
year  of  1951. 

3.  Appropriated  $300  for  the  Committee 
on  Veterans  Affairs  pursuant  to  an  author- 
izing resolution  adopted  by  the  House. 

4.  Instructed  the  Executive  Secretary  and 
the  Public  Service  Director  to  prepare  a pro- 
posed budget  for  the  Public  Service  Depart- 
ment for  the  period  July  1 — December  31, 
1952,  pursuant  to  action  of  the  House. 

5.  Instructed  the  Executive  Secretary,  the 
Public  Service  Director  and  the  Chairman 
of  the  Board  to  prepare  a detailed  budget 
for  the  Public  Service  Department  for  the 
fiscal  year  1953  and  to  submit  same  for  adop- 
tion by  the  Board  at  its  semi-annual  meeting 
(November  2,  1952). 

6.  The  Executive  Secretary  and  the  Chair- 
man were  instructed  to  proceed  with  the 
incorporation  of  the  “Tennessee  Medical 
Foundation”  pursuant  to  action  of  the 
House,  and  to  pay  the  necessary  expenses 
thereto.  The  Foundation  was  subsequently 
chartered  on  July  10,  1952.  A meeting  of 


the  Board  of  Directors  of  the  Foundation 
was  subsequently  held  in  Nashville  and  the 
organization  perfected  including  the  elec- 
tion of  officers. 

7.  Created  a Committee  on  Blood  Banks 
and  appointed  three  members  to  the  Com- 
mittee— Dr.  M.  L.  Trumbull,  Memphis, 
Chairman,  Dr.  David  Gotwald,  Nashville, 
and  Dr.  Jack  Adams,  Chattanooga. 

8.  The  Board  then  went  into  appointments 
of  expired  terms  of  all  regular  and  standing 
Committees.  All  committees  of  the  Associa- 
tion are  published  periodically  in  the 
Journal. 

9.  Authorized  the  Executive  Secretary  and 
the  Editor  of  the  Journal  to  pay  a commis- 
sion of  fifteen  per  cent  to  the  Executive  Sec- 
retaries of  the  Nashville  Academy  of  Med- 
icine and  the  Memphis-Shelby  County  Med- 
ical Society  for  any  local  advertising  they 
could  sell  for  the  Journal. 

10.  Voted  to  continue  the  Essay  Contest 
another  year  and  to  provide  a prize  of  a 
$500  government  bond  for  the  winner. 

11.  Authorized  Dr.  E.  G.  Kelly  to  name  a 
representative  of  the  Association  to  a joint 
conference  with  the  University  of  Tennes- 
see Medical  School  on  determining  the 
nature  of  postgraduate  courses  which  the 
University  might  offer  in  an  expanded  pro- 
gram of  postgraduate  education. 

Semiannual  Meeting,  November  2,  1952,  Nashville 

The  semiannual  meeting  of  the  Board 
was  held  in  the  headquarters  office  in  Nash- 
ville on  November  2,  1952.  Actions  taken 
were  as  follows: 

1.  Heard  Dr.  H.  H.  Shoulders,  Chairman 
of  the  Veterans  Affairs  Committee,  and  Dr. 
B.  M.  Overholt,  Chairman  of  the  UMWA 
Liaison  Committee,  review  the  recent  com- 
mittee actions  and  request  further  instruc- 
tions from  the  Board.  Dr.  Overholt  was 
commended  for  his  committee’s  work  on  the 
Pruden  Valley  Medical  Care  Improvement 
Project.  He  was  authorized  to  expand  his 
Committee  and  to  proceed  with  the  project 
and  report  back  with  specific  proposals. 

2.  Reviewed  and  adopted  detailed  finan- 
cial statements  submitted  by  the  Executive 
Secretary  for  the  first  three  quarters  of  the 
fiscal  year,  including  the  Public  Service  De- 
partment; and  adopted  the  Budget  for  the 
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fiscal  vear  1953.  A copy  of  this  year’s  Budg- 
et is  attached  hereto  and  was  published  in 
the  November,  1952,  Journal. 

3.  The  following  mail  votes,  previously 

taken,  were  confirmed: 

a.  Appointment  of  members  of  the  Physi- 
cal Therapy  Committee. 

b.  Supplemental  appropriation  for  Veter- 
ans Affairs  Committee  of  $200. 

c Providing  space  for  Tennessee  Acad- 
emy of  General  Practice  at  cost  in  the  Jour- 
nal and  copy  subject  to  editing  by  the  Edi- 
tor. 

d.  Instructed  the  Executive  Secietaiy  o 
transfer  the  Building  Fund  account  ($1,230) 
to  the  Tennessee  Medical  Foundation  Ac- 
count. 

e.  Establishing  time  and  place  of  semi- 
annual meeting. 

f.  Accepting  alcoholic  institutional  advei- 

tising  in  the  Journal. 

g.  Approving  the  budget  for  the  Public 

Service  Department. 

4.  Approved  important  changes  in  the  An- 
nual Meeting,  and  officially  invited  all  spe- 
cialty groups  to  meet  concurrently  and  co- 
operatively with  the  Association  s Annual 
Meeting. 

5.  Appointed  Dr.  Joe  L.  Raulston,  Knox- 
ville, to  fill  out  the  unexpired  term  of  Dr. 
Kyle  Copenhaver  as  Councilor  of  the  Second 
District.  Dr.  D.  C.  Seward,  Nashville,  was 
named  Chairman  of  the  Council,  pending  its 
organizational  meeting  following  the  An- 
nual Meeting. 

The  finances  of  the  Association  are  in  ex- 
cellent shape.  All  members  of  the  Board 
receive  quarterly  and  annual  financial  state- 
covering  all  financial  ti  ansactions 
from  the  Executive  Secretary. 

In  addition  to  the  quarterly  and  annual 
financial  statements,  the  accounts  of  the  As- 
sociation are  audited  annually  by  Osboine 
& Page,  Certified  Public  Accountants.  A 
copy  of  the  annual  audit  for  1952  is  filed 
with  this  report,  and  is  available  to  any 
member  on  request. 

As  Chairman  of  the  Board,  I want  to  thank 
the  members  for  their  faithful  and  loyal 
service.  Every  meeting  has  been  attended 
by  all  members,  except  one  on  providential 
cause. 

Your  Trustees  have  given  careful  consid- 


eration to  all  matters  coming  before  them 
and  they  deserve  the  thanks  of  the  Associa- 
tion for  their  attention  to  the  multitudinous 
details  of  financial  management  and  to  pol- 
icy decisions  within  the  authorizations  of 
this  House. 

Report  of  the  Executive  Secretary 

V.  O.  Foster 

The  threefold  purpose  of  this  report  is  to 
give  you  a brief  picture  of  the  administra- 
tive side  of  your  Association’s  affairs;  to 
recount  the  role  of  your  headquarters  offi- 
cers; and  to  summarize  the  responsibilities 
of  your  Executive  Secretary. 

This  Association  has  completed  another 
year  of  significant  activity  and  accomplish- 
ment. Tennessee  continues  to  forge  to  the 
to  top  of  state  medical  associations  in  its 
class.  Many  of  its  activities  and  projects 
have  set  a national  pattern  and  have  brought 
Tennessee  well-deserved  recognition.  Mr. 
Bridges  will  summarize  for  you  an  imposing 
list  of  “Tennessee  Firsts”  in  a supplemental 
report. 

The  administrative  responsibilities  of  your 
Executive  Secretary  fall  largely  into  six 
categories: 

1.  Finance  and  Budgetary  Control 

2.  Custodian  of  Records  and  Property 

3.  Business  Management  and  Managing 
Editor  of  Publications 

4.  Director  of  the  Tennessee  Plan 

5.  Director  of  Personnel  and  Office  Man- 
agement 

6.  Organizational  Services 

These  major  responsibilities  will  be  dis- 
cussed briefly. 

Finance  and  Budgetary  Control 

Your  Executive  Secretary  is  responsible 
for  the  collection  and  disbursement  of  all 
Association  funds.  Since  1950,  the  financial 
affairs  of  the  Association  have  been  subject- 
ed to  strict  budgetary  control.  Each  year  a 
proposed  budget  for  the  next  fiscal  year  is 
prepared  and  submitted  to  the  Board  of 
Trustees  at  its  semiannual  meeting.  The 
budget  is  based  upon  previous  years’  expe- 
rience and  the  Association’s  financial  needs 
and  resources.  Once  the  budget  is  adopted 
by  the  Board  of  Trustees,  it  sets  a clear-cut 
pattern  for  the  financial  management  and 
solvency  of  the  Association. 
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The  budget  is  prepared  conservatively. 
Last  year,  for  example,  we  actually  received 
107  per  cent  of  our  estimated  revenue,  while 
expending  only  97  per  cent  of  our  appro- 
priations. In  addition,  the  1952  budget  con- 
tained a contingency  fund  (unappropriated) 
of  $5,425.  This  favorable  financial  experi- 
ence enabled  us  to  begin  this  fiscal  year 
(1953)  with  an  operating  surplus  of  $7,792.40. 
Copies  of  the  1952  financial  statement  and  of 
this  year’s  budget  are  attached  to  this  report 
as  Exhibits  A and  B. 

The  Board  of  Trustees  are  given  financial 
statements  quarterly,  semiannually,  and  an- 
nually, along  with  a copy  of  the  annual 
audit  prepared  by  certified  public  account- 
ants. Your  Executive  Secretary  and  the 
Treasurer,  Dr.  James  Gardner,  are  under  a 
$10,000  fidelity  bond. 

Pursuant  to  action  of  this  House  last  year, 
the  Public  Service  Department  is  now  oper- 
ating on  a separate  budget  totaling  $19,998 
for  fiscal  1953. 

Records,  Proceedings,  and  Property 

Records  of  the  proceedings  of  this  House, 
the  Board  of  Trustees,  the  Council  and  the 
Association’s  various  committees  are  tran- 
scribed and  filed  in  the  headquarters  office. 
They  are  also  abstracted  and  published  in 
the  Journal.  The  May  issue  of  the  Journal 
for  the  past  two  years  has  been  designated 
as  the  official  “Annual  Meeting  Reference 
Number.”  Again  this  year  your  May  issue 
will  carry  a complete  record  of  this  meeting. 

Membership  last  year  (1952)  reached  an 
all-time  high.  Of  our  2,137  total  members, 
2,010  were  active,  dues-paying  members  and 
127  Veteran  members.  This  was  an  11.4  per 
cent  increase  over  1951.  Of  the  2,010  active 
members,  1,856  paid  AM  A dues,  or  93  per 
cent.  This  voluntary  support  of  the  AMA 
puts  Tennessee  high  up  on  the  ladder  among 
other  states  percentagewise. 

Business  Management  and  Managing  Editor  of  Publications 

Your  Executive  Secretary  exercises  gen- 
eral supervision  of  the  publication  and  dis- 
tribution of  the  Journal  and  other  periodi- 
cals. He  is  also  the  advertising  manager  of 
the  Journal.  Last  year,  Journal  advertis- 
ing amounted  to  $16,191.99 — another  all-time 
high.  We  publish  and  mail  2,850  coppies  of 
the  Journal  monthly  at  an  annual  cost  of 
$14,500. 


Through  a working  agreement  with  the 
Editor-in-Chief,  Dr.  R.  H.  Kampmeier,  I 
prepare  and  edit  most  of  the  non-scientific 
sections  of  the  Journal.  Mr.  Bridges  and  I 
also  co-author  the  yellow,  center  section 
which  is  designed  to  keep  members  current- 
ly informed  on  Associational  activities. 

Director  of  the  Tennessee  Plan 

The  general  supervision  and  direction  of 
the  Tennessee  Plan  constitutes  a sizable  por- 
tion of  your  Executive  Secretary’s  time. 
Our  office  is  the  clearing  house  and  liaison 
agency  for  the  1,700  participating  physicians, 
31  approved  underwriters,  and  more  than 
500,000  Tennessee  Plan  policyholders. 

Director  of  Personnel  and  Office  Management 

The  number  of  headquarters  office  per- 
sonnel is  the  same  as  last  year — five  persons 
— the  Executive  Secretary,  the  Public  Serv- 
ice Director  and  three  assistants.  Two  of 
the  assistants  serve  as  secretaries  to  Mr. 
Bridges  and  myself;  the  other  staff  member 
is  responsible  for  membership  records,  book- 
keeping and  accounting,  and  assistance  with 
the  Journal.  Office  space  and  personnel 
is  barely  adequate,  however,  for  the  ever- 
expanding  needs  of  the  Association. 

Orga nizational  Services 

Your  headquarters  office  and  the  staff  are 
at  the  continuous  disposal  of  the  Officers,  the 
Board  of  Trustees,  the  various  committees 
and  individual  members.  We  are  equipped 
to  assist  any  and  all  of  the  125  officers  and 
committeemen  with  their  work.  We  are 
glad  to  plan  meetings,  conferences,  take 
minutes,  and  handle  arrangements  for  any 
official  body  of  the  Association.  All  officers 
and  committeemen  are  invited  to  use  these 
services. 

More  and  more,  your  headquarters  office 
serves  as  a source  of  public  information  and 
cooperation.  Facilities  for  holding  meetings 
and  conferences  of  up  to  15  persons  are 
maintained  and  are  used  frequently  by  vari- 
ous committees,  the  Board  of  Trustees  and 
other  official  girmps. 

Conclusions 

Your  Association  headquarters,  now  ade- 
quately housed  at  319-325  Doctors  Building, 
Nashville,  is  geared  to  do  two  important 
over-all  jobs — one  for  the  organization — my 
job,  and  one  for  the  public — Mr.  Bridges’ 
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job.  While  the  great  majority  of  the  Asso- 
ciation’s activities  fall  clearly  in  one  of  these 
categories,  we  often  pinch  hit  for  each  other. 
We  also  correlate  our  work  so  that  mutual 
knowledge  and  assistance  is  always  availa- 
ble. The  major  credit  for  another  successful 
year  must  be  given — not  to  your  headquar- 
ters staff — but  to  the  loyal,  hard  work  of  the 
physicians  who  compose  the  various  Boards, 
the  Council,  the  officers  and  the  committees 
of  the  Association. 

The  staff  joins  me  in  expressing  our  ap- 
preciation for  the  opportunity  of  working  for 
you.  We  try  to  serve  you  faithfully  and  to 
the  best  of  our  ability.  We  know  that  you 
and  the  staff  together  can  continue  to  keep 
Tennessee  in  an  enviable  position  among 
other  state  medical  associations.  Finally, 
and  most  important  of  all,  we  will  win  and 
keep  the  high  public  esteem  which  such  a 
great  profession  as  yours  deserves. 

Report  of  Chairman  of  the  Council 

D.  C.  Seward,  M.D. 

As  Chairman  of  the  Council,  I am  delight- 
ed to  submit  the  following  report.  The  re- 
port was  compiled  from  the  reports  of  the 
ten  Councilors  who  in  turn  compiled  their 
reports  from  reports  received  from  the  46 
local  medical  society  secretaries. 

Fortunately  again  this  year  no  member 
has  been  before  the  full  Council  on  any 
charges.  The  reports  from  the  various  soci- 
eties and  from  the  Councilors  show  that  lo- 
cal grievance  committees  have  been  more 
active  than  ever.  This  is  a splendid  condi- 
tion. It  is  our  belief  that  misunderstandings 
by  the  doctors  and  patients  can  best  be  re- 
solved at  the  local  level.  We  should  like  to 
urge  all  county  societies  not  now  having 
grievance  committees  to  appoint  the  same. 
We  further  recommend  that  the  existence  of 
such  local  grievance  committees  be  publi- 
cized and  that  the  public  be  encouraged  to 
bring  its  complaints  before  such  committees. 

Dr.  H.  L.  Monroe,  Councilor  of  the  First 
District,  submitted  an  excellent  report.  It 
showed  that  membership  is  growing  and 
that  average  attendance  at  meetings  is  run- 
ning more  than  60  per  cent.  Dr.  Monroe 
further  reports  that  no  serious  problems  in- 
volving professional  or  ethical  conduct  had 
been  referred  to  him  from  any  of  the  socie- 


ties. He  reported  a definite  increase  in  visi- 
tation and  fellowship  among  the  members  of 
the  First  District. 

Dr.  Joe  Raulston’s  report  for  the  Second 
District  showed  that  50  new  members  had 
joined  the  six  societies  in  his  district.  He 
reported  frequent  meetings  of  the  societies 
but  the  average  attendance  at  meetings  was 
relatively  low.  A total  of  78  scientific  papers 
were  read  before  the  six  societies  during  the 
year.  He  reported  no  professional  or  ethical 
conduct  problems. 

Dr.  William  J.  Sheridan,  Councilor  of  the 
Third  District,  reported  21  new  members 
during  the  year.  The  number  of  scientific 
papers  was  very  high  and  only  three  mem- 
bers dropped  from  the  roll  during  the  year. 
He  reported  that  the  Hamilton  County 
Grievance  Committee  had  functioned  suc- 
cessfully so  that  no  grievances  were  ap- 
pealed to  the  Councilor. 

Dr.  Myrtle  Lee  Smith  of  the  Fourth  Dis- 
trict, covering  eight  small  upper  Cumber- 
land Societies,  despite  their  size,  held  39 
meetings  last  year.  They  have  also  enrolled 
six  new  members.  The  average  attendance 
at  meetings  is  good. 

Dr.  Henry  T.  Kirby-Smith,  Councilor  of 
the  Fifth  District  in  which  there  are  three 
local  societies,  reported  a total  membership 
of  70  members.  There  is  only  one  physician 
in  the  entire  district  who  is  not  a member 
of  a local  society.  Twenty-five  meetings 
were  held  during  the  year  with  good  attend- 
ance. No  problems  involving  professional 
or  ethical  conduct  were  reported. 

My  own  district,  the  Sixth  District,  is 
composed  of  Davidson,  Montgomery,  and 
Robertson  Counties.  Membership  in  the 
district  is  at  an  all-time  high.  The  Nashville 
Academy  of  Medicine  reports  a total  of  37 
new  members  during  the  year  with  nine  lost 
by  death  and  two  dropped  from  the  rolls. 
Average  attendance  at  meetings  has  exceed- 
ed 100  physicians.  The  Grievance  Commit- 
tee has  handled  satisfactorily  all  cases.  The 
majority  of  the  complaints  involved  alleged 
overcharges.  All  cases  were  settled  to  the 
satisfaction  of  the  doctors  and  patients  in- 
volved. 

Dr.  C.  D.  Walton,  Councilor  of  the  Seventh 
District,  reported  another  good  year.  Mem- 
bership in  the  six  societies  has  remained 
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about  the  same.  No  problems  have  been  re- 
ferred to  him  during  the  year.  Even  though 
all  of  the  societies  in  Dr.  Walton’s  district 
are  small,  several  of  them  report  having  at 
least  12  meetings  per  year. 

At  the  time  of  compiling  this  report,  the 
report  from  the  Eighth  Councilor  District 
had  not  been  received. 

Dr.  Jere  Crook,  Councilor  of  the  Ninth 
District,  reports  an  excellent  year.  The 
Consolidated  Assembly  has  had  regular  din- 
ner meetings  throughout  the  year  and  usu- 
ally has  two  scientific  papers  each  meeting. 
Charges  against  three  members  were 
brought  before  the  Grievance  Committee 
during  the  year.  All  three  cases  were  ad- 
judicated and  a report  of  the  committee’s 
findings  were  forwarded  to  the  State  Asso- 
ciation offices. 

Dr.  Arthur  Porter,  Jr.,  Councilor  for  the 
Tenth  District,  has  only  one  society  in  his 
district  which  is  Memphis-Shelby  County 
Medical  Society.  The  society  reports  a total 
membership  of  604.  The  society  has  en- 
rolled 30  new  members  while  losing  nine 
members  by  death  and  two  dropped  from  the 
roll.  The  society  has  held  regular  meetings 
with  an  average  attendance  of  125.  Forty 
scientific  papers  have  been  presented.  The 
Board  of  Censors  of  the  Society  acting  as  a 
Grievance  Committee  has  met  several  times 
during  the  year  and  has  satisfactorily  settled 
all  complaints. 

As  Chairman  of  the  Council  and  on  behalf 
of  the  other  Councilors,  I wish  to  thank  the 
Secretary  of  local  societies  who  have  cooper- 
ated in  making  this  report  possible.  It  is 
apparent  that  interest  and  attendance  at 
meetings  is  increasing.  The  increasing  func- 
tioning of  grievance  committees  is  com- 
mendable and  encouraging. 

Report  of  the  Public  Health  Council 

John  R.  Thompson,  Jr.,  M.D. 

For  the  first  time  this  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
has  requested  this  report  of  the  activities  of 
the  Public  Health  Council.  Therefore,  it  is 
considered  fitting  for  the  benefit  of  many  of 
the  younger  members  of  this  body  who  are 
not  familiar  with  the  functions  and  the 
underlying  reasons  of  the  organization  that 


a quick  resume  of  these  functions  and  rea- 
sons should  be  revealed. 

Relations  between  the  Public  Health  De- 
partment and  the  Medical  Profession  of  the 
State  of  Tennessee  were  not  as  cordial  in 
the  20’s  and  early  30’s  as  they  now  exist. 
At  times  this  relationship  became  strained 
to  the  danger  point.  For  years  the  medical 
profession  sought  a voice  in  the  activity  of 
the  Health  Department.  This  story  is  too 
long  to  outline  here.  The  initial  step  was 
taken  by  the  appointment  of  the  first  Public 
Health  Council  by  Governor  Henry  H.  Hor- 
ton on  September  30,  1932  under  provi- 
sions of  Section  49,  Chapter  7,  Public  Acts 
of  1923,  which  reads:  “Be  it  further  inacted 
that  the  Governor  may  in  his  discretion  ap- 
point an  unpaid  advisory  board  to  be  known 
as  the  Public  Health  Council,  to  serve  in 
connection  with  the  Department  of  Public 
Health.  This  board  shall  consist  of  five 
members  selected  on  account  of  their  quali- 
fications and  experience  in  sanitary  science 
and  general  health  work.” 

Sections  1,  2,  and  3,  Chapter  2,  of  the  Pub- 
lic Acts  of  1935,  authorized  the  Governor  to 
appoint  a Board  of  Health  consisting  of  nine 
members  to  serve  without  compensation. 
Six  of  these  were  to  be  licensed  practitioners 
of  Medicine,  one  a licensed  practitioner  of 
Dentistry,  one  a licensed  pharmacist,  and 
one  a member  of  the  Tennessee  Congress  of 
Parents  and  Teachers  and  the  Tennessee 
Federation  of  Women’s  Clubs.  This  board 
was  to  formulate  the  policies  of  the  Depart- 
ment of  Public  Health  and  supervise  its  ac- 
tivity. Great  credit  is  due  for  the  passage  of 
this  act  to  Governor  Hill  McAlister  and  Dr. 
Edwin  Cocke,  at  that  time  Commissioner  of 
Institutions  in  the  Governor’s  cabinet,  and 
a group  of  stalwart  individuals  who  repre- 
sented the  medical  profession  of  Tennessee. 
This  bill  has  proved  definitely  advantageous 
to  the  people  of  Tennessee.  The  appoint- 
ments to  this  board  were  by  the  Governor 
from  a list  of  three  nominations  submitted 
by  this  association,  two  of  these  groups  of 
three  nominations  must  come  from  each 
grand  division  of  the  State.  The  dental 
member  and  the  pharmacy  member  were 
appointed  in  a like  manner  and  nominations 
made  by  the  State  Dental  and  State  Phar- 
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maceutical  Association.  The  lady  member 
is  appointed  in  a similar  manner. 

The  council  has  functioned  under  three 
commissioners:  Dr.  E.  L.  Bishop,  Dr.  W.  C. 
Williams,  and  the  present  commissioner.  Dr. 
R.  H.  Hutcheson. 

In  the  past  year,  several  important  actions 
have  been  taken  by  the  Council,  among 
which  are: 

1.  Adoption  of  regulations  covering  the 
admission  of  patients  in  various  State  tuber- 
culosis hospitals. 

2.  Approval  of  the  budget  covering  the 
operation  of  the  Health  Department  for  the 
next  biennium  and  presented  this  to  the 
Governor. 

3.  Approval  of  the  participation  of  the 
Health  Department  financially  in  the  post- 
graduate instruction  offered  by  both  the 
State  Medical  Association  and  the  Tennessee 
State  Dental  Association. 

4.  Approved  the  establishment  of  the  Di- 
vision of  Dental  Hygiene  within  the  Health 
Department. 

5.  Adopted  regulations  governing  the  san- 
itary regulations  of  new  subdivisions  on  a 
state-wide  basis  so  that  all  subdivisions,  no 
matter  in  what  county  they  are  located,  will 
be  regulated  in  a like  manner. 

In  conclusion,  as  senior  medical  member 
of  the  Council,  having  been  appointed  to  the 
original  Council  in  1935  and,  together  with 
Dr.  Oren  Oliver,  the  Dental  member  having 
been  reappointed  by  every  Governor  until 
the  present  incumbent,  I desire  to  pay  trib- 
ute to  the  various  members  who  served 
faithfully  throughout  the  years,  giving  their 
time  without  compensation  to  keep  the  deli- 
cate balance  between  the  Health  Depart- 
ment and  private  practice  and  to  build  the 
Tennessee  Department  of  Public  Health  to 
its  present  enviable  rating.  I would  also 
remind  this  body  of  its  tremendous  respon- 
sibility and  that  it  must  guard  diligently  the 
powers  given  to  it  by  law,  by  seeing  that 
outstanding  individuals  are  nominated  for 
appointment  to  positions  on  the  Council. 

Committee  on  Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  M.D.,  Chairman 

Through  the  active  participation  of  the 
members  of  this  Committee,  it  is  presenting 
a program  which  it  is  hoped  will  prove  to 


be  both  stimulating  and  educational.  As  in 
the  past  two  years,  the  members  of  the  non- 
urban  constituent  societies  have  had  an 
opportunity  to  choose  most  of  the  titles  ap- 
pearing on  the  program.  The  essayists  have 
been  selected  by  the  Committee  in  an  at- 
tempt to  have  justice  done  to  the  chosen  sub- 
jects. Several  subjects  on  the  program 
have  been  offered  spontaneously  by  mem- 
bers of  the  Association. 

The  major  decision  of  the  Committee  this 
year  had  to  do  with  a basic  change  in  the 
Scientific  Program.  Except  for  one  vote  to 
the  contrary  the  members  of  the  Committee 
felt  this  change  should  be  tried,  and  accord- 
ingly the  suggested  change  was  brought  to 
the  attention  of  your  Board  of  Trustees. 
The  Board  desired  that  the  change  be  intro- 
duced this  year. 

It  is  hoped  the  change  will: — 

1.  Do  away  with  the  frequent  complaint 
that  the  House  of  Delegates  interferes  with 
the  attendance  of  its  members  at  the  Scien- 
tific Sessions. 

2.  Keep  those  specialists,  who  used  to 
leave  after  the  Monday  session,  in  attend- 
ance at  the  meeting  of  the  State  Association. 

3.  Permit  many  more  members  to  attend 
the  meetings  of  the  special  societies. 

4.  Finally,  counteract  the  progressive 
tendency  of  splintering  the  State  Association 
by  the  formation  of  an  increasing  number  of 
specialist  groups. 

The  Committee  recommends  that  those 
changes  in  the  By-Laws  necessary  to  re- 
establish a three-day  meeting  will  be  passed 
at  this  meeting  of  the  House  of  Delegates. 

Committee  on  Hospitals 

J.  L.  Hamilton,  M.D.,  Chairman 

Nothing  has  been  referred  to  the  Hospital 
Committee  for  consideration.  Therefore,  no 
business  transactions  have  taken  place. 

Committee  on  Legislation  and  Public  Policy 

C.  M.  Hamilton,  M.D.,  Chairman 

The  Committee  reported  an  active  year  on 
the  Legislative  front  in  both  Washington 
and  Nashville.  The  Chairman  of  the  Com- 
mittee, along  with  other  officers  of  the  Asso- 
ciation, attended  a Four-State  Legislative 
Conference  in  Memphis  last  November, 
sponsored  by  the  Washington  Office  of  the 
AMA.  The  Committee  solicited  the  support 
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of  the  Tennessee  delegation  in  Congress  for 
the  Jenkins-Keogh  Bill.  The  Chairman  of 
the  Committee,  who  is  also  an  AMA  Dele- 
gate, supported  President  Eisenhower’s  Re- 
organization Plan  No.  1 in  a called  session 
of  the  AMA  House  in  Washington  in  early 
1953.  This  action  was  taken  upon  instruc- 
tion of  the  Board  of  Trustees  of  this  Asso- 
ciation. 

Legislation  at  the  State  level  required 
unusual  time  and  attention  by  the  Commit- 
tee. The  Committee  supported  the  “Hospi- 
tal Service  for  the  Indigent  Act,”  a bill  to 
strengthen  the  Autopsy  Consent  Law,  a 
measure  to  license  ophthalmic  dispensers,  a 
bill  to  license  physiotherapists  and  a bill 
which  would  amend  the  Workman’s  Com- 
pensation Act.  The  Committee  also  lent  its 
support  to  other  measures  designed  to  im- 
prove health  and  extend  medical  care.  The 
Committee  worked  for  the  defeat  of  a 
bill  to  license  physicians  who  had  not  grad- 
uated from  a recognized  medical  school. 

Committee  on  Liaison 
(Health  Department) 

J.  O.  Manier,  M.D.,  Chairman 
The  Liaison  Committee  has  no  report  to 
make  as  no  matters  have  been  referred  to  it 
during  the  past  year. 

Committee  on  Insurance 

B.  F.  Byrd,  Sr.,  M.D.,  Chairman 
The  H.  and  A.  group  insurance  carried  by 
Hartnett-Geny  Agency,  representative  of 
Commercial  Casualty  Company,  has  been 
well  administered  during  the  past  year.  All 
claims  have  been  paid  on  a twenty-four  hour 
schedule  without  controversy  in  any  respect. 

This  Agency  made  an  unsuccessful  effort 
to  enroll  fifty  per  cent  or  more  of  our  mem- 
bership in  order  that  we  might  qualify  for  a 
true  group  contract  covering  any  member  in 
active  practice  in  the  State.  So  far  as  we 
can  determine,  our  contract  is  as  good  as  any 
and  in  some  respects  better  than  can  be  pur- 
chased elsewhere.  We  strongly  recommend 
that  all  members  give  our  group  first  consid- 
eration in  purchasing  insurance.  If  this  is 
done,  no  doubt  the  required  fifty  per  cent  or 
more  can  be  insured  and  thereby  secure  cov- 
erage of  those  who  are  impaired  but  still  in 
practice.  Mr.  Hartnett  has  indicated  that  he 


will  put  on  another  campaign  in  1954  or  1955. 

During  the  year  some  consideration  has 
been  given  to  group  Medical  Practice  cover- 
age. It  is  doubtful  that  this  type  of  coverage 
is  advisable  even  if  such  could  be  purchased. 
Further  study  will  be  made  and  a final  re- 
port submitted  next  year. 

Committee  on  Memoirs 

Henry  L.  Douglass,  M.D.,  Chairman 
The  report  listed  fifty  members  of  the 
Association  who  had  died  during  the  pre- 
vious year.  The  report  observed  that  this 
list  is  a good  cross  section  of  the  medical 
profession. 

“They  died  in  the  finest  era  of  American 
medicine.  Life  for  150,000,000  people  had 
been  prolonged  to  its  greatest  expectancy 
while  death  came  to  them  prematurely. 
Thus  they  did  more  for  others  than  they 
could  or  did  do  for  themselves.  This  is  their 
own  tribute  which  is  above  and  beyond  any 
the  Living  can  ever  pay  the  Dead.  In  mem- 
ory let  us  appraise  them  in  the  light  of  these 
lines  from  the  Bible.  ‘He  that  findeth  his 
life  shall  lose  it,  and  he  that  loseth  his  life 
for  my  sake  shall  find  it.’  ” 

Committee  on  Postgraduate  Instruction 

W.  C.  Colbert,  M.D.,  Chairman 
The  report  stated  that  the  present  course 
in  internal  medicine  given  by  Dr.  John  F. 
Dee  has  been  favorably  received.  Average 
attendance  has  been  74.3  per  cent  of  the  en- 
rollment. Enrollment  figures  for  the  pres- 
ent course  has  already  exceeded  the  enroll- 
ment in  the  course  on  Psychiatry.  The 
Committee  reported  that  the  next  two-year 
course  would  be  in  Obstetrics  and  that  the 
Committee  is  now  interviewing  applicants 
for  the  Instructorship. 

The  report  expressed  appreciation  for  the 
assistance  given  to  the  program  by  the  Ten- 
nessee State  Medical  Association,  Vanderbilt 
University,  the  Univei'sity  of  Tennessee  and 
the  State  Department  of  Public  Health. 

Committee  on  Cancer 

C.  H.  Heacock,  M.D.,  Chairman 
The  Committee  on  Cancer  is  pleased  to 
report  that  they  have  arranged  to  repeat  a 
course  of  postgraduate  instruction  in  the 
early  diagnosis  of  Cancer.  The  arrange- 
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ments  will  be  similar  to  those  in  1950.  The 
subjects  covered  will  be  different  and  dif- 
ferent instructors  will  compose  the  faculty. 

The  course  will  be  given  in  five  centers  in 
West  Tennessee  the  week  of  May  18-22.  Ar- 
rangements for  the  course  in  East  Tennessee 
are  not  complete  but  we  plan  to  give  it  in 
October. 

Committee  on  General  Practice 

C.  B.  Roberts,  M.D.,  Chairman 
The  report  detailed  recent  experiments  in 
Postgraduate  Study  which  have  been  spon- 
sored by  the  Tennessee  Academy  of  General 
Practice  and  its  local  chapters.  These 
courses  have  provided  approximately  thirty 
hours  of  formal  postgraduate  education. 
Physician  lecturers,  provided  by  ethical  drug 
firms,  have  presented  the  courses.  Attend- 
ance has  been  very  good,  and  such  courses 
have  been  conducted  in  Cookeville  and 
Knoxville.  The  Tennessee  experiment  has 
commanded  national  attention,  and  similar 
courses  have  been  conducted  in  other  sec- 
tions of  the  United  States. 

Committee  on  Emergency  Medical  Service 

James  E.  Wilson,  M.D.,  Chairman 
There  has  been  no  meeting  of  all  the 
members  of  this  Committee.  This  Commit- 
tee is  concerned  chiefly  with  the  Medical 
aspects  of  Civilian  Defense.  Each  member 
has  been  active  locally  in  his  district. 

During  the  past  year  much  progress  has 
been  made  in  Civilian  Defense  in  Tennessee, 
but  thus  far  only  the  surface  has  been 
scratched  and  it  is  a fact  that  much  more 
must  be  done  to  have  an  effective,  workable 
program.  Help  of  this  Committee  was  re- 
quested in  procuring  eight  U.  S.  District 
Medical  Civilian  Defense  Officers.  In  spite 
of  the  adequate  pay  for  these  jobs  and  pub- 
licizing them  at  hospitals  and  at  medical 
meetings  no  physician  came  forward  to 
manifest  my  interest. 

On  March  8,  1953,  three  members  of  this 
Committee — -Doctors  Wilson,  Dixon  and 
Gardner — met  with  Dr.  Robert  Foote,  Dr. 
Monroe  Brown  and  Dr.  R.  H.  Hutcheson  of 
the  Public  Health  Department,  and  Mr.  E.  L. 
Grandpierre  of  the  Civilian  Defense  office. 
The  purpose  of  this  meeting  was  to  approve 
two  manuals,  “Standard  Emergency  Treat- 
ment of  Atomic  Bomb  Injuries”  and  “Basic 


Training  Plan.”  Second,  to  work  out  the 
mechanics  of  presenting  an  eight-hour  basic 
training  course  in  Civil  Defense  for  Physi- 
cians in  Tennessee. 

It  was  decided  that  the  course  be  given  in 
two  afternoon  sessions  and  that  the  Acad- 
emy of  General  Practice  be  requested  to  give 
credit  for  this  course  toward  their  required 
postgraduate  study.  It  was  further  decided 
that  the  State  Medical  Association  would 
handle  the  problem  of  publicity  to  physi- 
cians and  to  stimulate  their  attendance, 
while  the  office  of  Civilian  Defense  would 
handle  newspaper  publicity  on  the  courses. 
Lectures  on  non-technical  parts  of  the  course 
would  be  given  by  lay  members  of  the  Civil- 
ian Defense,  while  twenty  physicians  who 
have  had  courses  to  qualify  them  would  give 
the  technical  medical  subjects. 

The  members  of  the  Committee  who  were 
present  agreed  that  approval  should  be  given 
to  the  two  manuals  mentioned  above.  They 
also  agreed  that  the  training  program  should 
be  presented  to  the  House  of  Delegates  at  the 
State  Meeting  with  our  recommendation 
that  the  State  Medical  Association  formally 
approve  the  giving  of  these  courses. 

Committee  on  Industrial  Health 

Jean  S.  Felton,  M.D.,  Chairman 

The  Chairman  of  the  Committee  attended 
several  conferences  on  Industrial  Health 
sponsored  by  the  AMA  and  the  State  Asso- 
ciation of  Industrial  Health  Committees. 

These  conferences  dealt  with  current 
Workman’s  Compensation  Laws,  surveys  of 
Industrial  Health  needs,  education  of  Indus- 
trial physicians,  undergraduate  education 
related  to  industrial  medicine  and  various 
Industrial  Health  education  programs. 

Committee  on  Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman 

The  report  reviewed  the  action  of  the  Pre- 
paid Insurance  Committee  and  its  Executive 
Subcommittee  during  the  previous  year. 

The  completion  of  revising  The  Tennessee 
Plan  occupied  most  of  the  Committee’s  time 
and  efforts. 

The  report  stated  that  all  underwriters 
have  agreed  to  substitute  the  new  $200 
schedule  for  all  original  $175  contracts  dur- 
ing the  one-year  period  from  October  1, 
1952,  to  October  1,  1953. 
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The  Committee  reported  that  more  than 
seventeen  hundred  Tennessee  physicians 
had  signed  participating  agreements  to  serv- 
ice the  revised  plan.  The  revised  plan  has 
been  publicized  through  a state-wide  paid 
newspaper  advertising  program  with  ad- 
vertisements appearing  in  every  daily  and 
weekly  paper  in  the  State.  The  cost,  $4,900, 
was  paid  for  out  of  the  promotional  fund 
which  was  voluntarily  subscribed  by  the 
majority  of  the  approved  commercial  car- 
riers. 

A copy  of  a special  article  on  The  Ten- 
nessee Plan,  carried  in  the  Louisville,  Ken- 
tucky Courier-Journal  on  March  24,  1953, 
was  appended  to  the  report. 

The  Executive  Secretary  addressed  the 
National  Health  Insurance  Council  in  New 
York  on  January  13,  1953,  on  The  Tennessee 
Plan.  His  address  was  given  wide  circula- 
tion within  the  insurance  industry  of  the 
Nation. 

The  report  was  summarized  by  stating 
that  there  are  now  thirty-one  approved  un- 
derwriters, seventeen  hundred  participating 
physicians  and  more  than  five  hundred  thou- 
sand Tennesseans  insured  under  the  Plan. 

Committee  on  Public  Service 

L.  W.  Edwards,  M.D.,  Chairman 

The  report  stated  that  the  Committee  had 
given  major  attention  to  two  projects  ap- 
proved by  the  House  of  Delegates  at  its  last 
session. 

Project  No.  1 was  efforts  to  secure  passage 
for  the  “Hospital  Service  for  the  Indigent 
Act.” 

Project  No.  2 was  an  effort  to  secure  100 
per  cent  registration  and  voting  of  doctors 
and  members  of  their  families  in  all  1952 
elections. 

The  report  reviewed  the  Committee’s  ef- 
forts in  the  adoption  of  the  “Hospital  Service 
for  the  Indigent  Act”  during  the  last  session 
of  the  Tennessee  General  Assembly.  The 
measure  passed  the  House  by  a vote  of  62-0 
and  the  Senate  29-0.  The  measure  becomes 
effective  July  1,  1954,  with  an  appropriation 
of  $75,000  in  State  funds.  The  funds  appro- 
priated by  the  State  are  to  be  supplemented 
by  the  various  counties  in  a sliding  formula 
based  primarily  upon  ability  to  pay.  Mem- 
bers of  the  Association  are  pledged  to  render 


their  professional  services  without  charge  to 
individual  patients  hospitalized  under  the 
provisions  of  the  Act. 

The  “Get-Out-the-Vote  Campaign”  was 
reported  as  a complete  success.  Physicians 
registered  in  a number  of  societies  was  up 
from  90  to  100  per  cent.  The  members  of 
many  local  societies  were  reported  as  regis- 
tered and  voted  100  per  cent. 

The  report  called  upon  members  of  the 
Association  to  continue  their  interest  in  the 
political  and  legislative  issues  at  both  the 
State  and  National  levels. 

Committee  on  Liaison,  U.M.W.A. 

B.  M.  Overholt,  M.D.,  Chairman 

The  Committee  was  spurred  into  immedi- 
ate action  with  inference  to  medical  care 
problems  in  the  soft  coal  areas  as  a result 
of  the  published  findings  of  a survey  team 
sponsored  by  the  AMA,  which  team  had 
made  an  exhaustive  study  of  such  problems 
in  the  soft  coal  fields  of  the  Nation. 

The  Committee  has  attempted,  as  rapidly 
as  possible,  to  carry  out  the  recommenda- 
tions of  the  survey  team.  These  recommen- 
dations dealt  with  improving  general  prac- 
titioner services,  improving  social  and  eco- 
nomic conditions,  the  development  of  neces- 
sary community  type  hospitals  and  clinics, 
a program  of  health  education  and  the  effec- 
tive liaison  of  State  United  Mine  Workers 
of  America  Committees  with  the  area  medi- 
cal administrators  connected  with  the  Unit- 
ed Mine  Workers  Health  and  Welfare  Fund. 

The  report  reviewed  the  first  conference 
of  State  Association  U.M.W.A.  Committees, 
the  representatives  of  the  AMA  and  the 
U.M.W.A.  Health  and  Welfare  program.  The 
conference  held  at  Charleston,  West  Vir- 
ginia, in  1952  resulted  in  a considerable 
clearing  of  the  atmosphere  with  respect  to 
the  role  that  organized  medicine  could  play 
in  solving  the  medical  care  problems  in  min- 
ing areas.  The  Chairman  submitted  to  the 
Charleston  conference  a course  of  action 
prepared  by  his  Committee  of  the  TSMA.  It 
included  (1)  expanding  the  United  Mine 
Workers  of  America  Liaison  Committee  of 
the  Association,  (2)  finding  ways  and  means 
for  conducting  more  effective  postgraduate 
training  for  physicians  in  marginal  areas, 
(3)  closer  consultation  with  the  AMA  in  im- 
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proving  the  standards  of  medical  practice  in 
rural  communities,  (4)  expanding  general 
practice  services,  and  (5)  the  construction 
of  adequate  medical  care  facilities  in  such 
marginal  areas. 

Since  the  first  Charleston  conference,  the 
Committee  has  moved  rapidly  toward 
achieving  its  objectives.  The  first  area  to 
receive  the  Committee’s  careful  attention  is 
known  as  the  Pruden  Valley  Area.  Other 
areas  of  almost  equal  need  and  which  are 
under  the  Committee’s  consideration  are 
known  as  the  Wartburg  Area  in  Morgan 
County,  the  Whitwell  Area  in  Grundy  Coun- 
ty and  the  LaFollette  Area  in  Campbell 
County.  Detailed  surveys  of  the  Pruden 
Valley  Area  have  been  made  by  representa- 
tives of  Vanderbilt  University  and  by  the 
Tennessee  State  Medical  Association. 

The  findings  and  numerous  subsequent 
meetings  of  the  Committee  have  resulted  in 
a semi-completed  program  designed  to  solve 
the  medical  care  problems  of  Pruden  Valley. 
The  proposals  of  the  Committee  now  are 
under  consideration  by  the  Commonwealth 
Fund,  looking  toward  financial  assistance 
from  this  Fund. 

The  Committee  is  hopeful  that  substantial 
progress  on  the  Pruden  Valley  project  will 
have  been  completed  by  the  time  of  the  sec- 
ond Annual  Charleston  Conference. 

Advisory  Committee  to  Woman's  Auxiliary 

Clyde  V.  Croswell,  M.D.,  Chairman 

The  Committee  has  stood  ready  at  all 
times  to  advise  and  cooperate  with  the 
Woman’s  Auxiliary. 

The  report  expressed  the  appreciation  of 
the  Association  to  the  Auxiliary  for  their 
effective  woi'k  during  the  past  year  in  rela- 
tion to  the  Get-Out-the-Vote  Campaign,  the 
Health  Essay  Contest  and  their  continued 
efforts  to  assist  with  the  Public  Service  pro- 
gram of  the  Association. 

Committee  on  Veterans  Affairs 

H.  H.  Shoulders,  M.D.,  Chairman 

The  report  dealt  at  length  with  the  status 
of  the  Tennessee  Resolution  which  has  been 
before  the  House  of  Delegates  of  the  AMA 
for  several  preceding  sessions. 

The  Tennessee  Resolution  would  change 
the  form  of  the  hospital  and  medical  benefits 
to  veterans  with  nonservice-connected  disa- 


bilities. It  would  provide  that  low  income 
veterans  I'eceive  a hospital  and  medical  care 
insurance  contract  at  government  expense 
and  that  the  veteran  could  secure  hospital 
and  medical  care  in  civilian  hospitals  of  his 
choice. 

The  report  detailed  numerous  conferences 
at  both  the  State  and  National  level  on  the 
essential  aspects  of  the  Tennessee  Resolu- 
tion. The  report  stated  that  the  whole  prob- 
lem of  medical  and  hospital  benefits  to  vet- 
erans with  nonservice-connected  disabilities 
is  capable  of  solution  by  three  methods. 
First,  that  such  benefits  be  discontinued  by 
the  veterans  administration  and  that  indi- 
gent veterans  become  the  responsibility  of 
the  local  community.  Second,  that  the  pres- 
ent program  be  continued  with  slight  modi- 
fications. Third,  that  the  Tennessee  resolu- 
tion become  the  pattern  of  such  benefits  in 
the  future. 

The  report  cited  significant  public  interest 
in  the  Tennessee  Resolution,  including 
special  articles  in  the  Louisville  Courier- 
Journal  and  the  numerous  requests  for  in- 
formation on  a nation-wide  scale  for  infor- 
mation on  the  Tennessee  Resolution. 

The  report  also  cited  a state-wide  confer- 
ence sponsored  by  the  Committee  which  was 
attended  by  representatives  of  the  Veterans 
of  Foreign  Wars,  American  Legion,  Hospital 
Association,  Dental  Association  and  the  De- 
partment of  Public  Health,  held  in  Nashville 
in  February, 1953. 

Plans  are  now  underway  f:r  the  perma- 
nent establishment  of  a Liaison  Committee 
composed  of  representatives  of  the  above 
organizations  and  others  interested  in  the 
problem. 

The  report  was  concluded  with  Committee 
recommendations  calling  for  (1)  expanding 
the  personnel  of  the  Committee,  (2)  author- 
izing the  Committee  to  establish  liaison  with 
other  agencies,  (3)  the  provision  of  adequate 
funds,  and  (4)  a plan  for  holding  similar 
conferences  in  every  congressional  district 
in  the  State. 

Committee  on  Rural  Health 

W.  N.  Cook,  M.D.,  Chairman 

During  the  previous  year,  several  strong 
local  health  councils  have  been  organized 
in  various  counties  of  the  State.  These  local 
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councils  are  busy  with  such  programs  as 
pure  water  supply,  organizing  motorcades  to 
take  elderly  people  to  clinics  during  mass 
surveys,  to  make  chest  X-rays  of  the  popu- 
lation, school  health  problems  and  sanita- 
tion. 

The  Chairman  and  several  members  of  the 
Committee  attended  the  Eighth  National 
Conference  on  Rural  Health  conducted  by 
the  AMA  in  Roanoke,  Virginia,  in  February, 
1953.  In  subsequent  Committee  meetings, 
plans  were  perfected  for  expanding  interest 
in  Rural  Health  in  Tennessee  through  co- 
operation with  the  University  of  Tennessee 
Extension  Service.  Under  the  plan,  the 
Extension  Service  will  place  a staff  member 
in  charge  of  organizational  work  throughout 
the  State,  designed  to  improve  Rural  Health. 
The  report  was  concluded  with  the  intro- 
duction of  a resolution  asking  for  support 
and  cooperation  in  the  Committee’s  proposed 
projects  for  the  coming  year. 

Committee  on  Grievance 

N.  S.  Shofner,  M.D.,  Chairman 

The  Grievance  Committee  reported  that 
no  problems  involving  ethical  or  profession- 


al conduct  of  physicians  had  come  before  the 
Committee  during  the  previous  year. 

The  Committee  commended  the  effective 
work  of  Local  Society  Grievance  Commit- 
tees in  successfully  handling  these  matters 
at  the  local  level. 

Committee  on  Blood  Banks 

M.  L.  Trumbull,  M.D.,  Chairman 

The  Committee,  established  only  a year 
ago,  has  given  most  of  its  time  to  studying 
the  Blood  Bank  facilities  and  operations  in 
this  State.  The  Committee  recommends  the 
expansion  of  its  Committee  personnel  to 
include  representatives  of  the  Tennessee 
Hospital  Association,  the  Department  of 
Public  Health,  the  Tennessee  Society  of 
Pathologists,  Blood  Bank  personnel  and  the 
Red  Cross. 

It  proposed  a survey  of  all  Blood  Banks 
within  the  State  to  learn  total  production 
capacity  and  facilities  for  exchange  of  Blood 
Bank  products. 

Committee  on  Physical  Therapy 

S.  Benjamin  Fowler,  M.D.,  Chairman 

(No  report  was  submitted.) 


ERRATUM 

The  Journal  regre.s  that  Dr.  Albert  Weinstein’s  address  was  inadvertently 
listed  as  Chattanooga  on  the  Table  of  Contents  page  of  the  April,  1953  issue. 
Dr.  Weinstein  is  located  at  706  Church  Street,  Nashville. 


182 


STAFF  CONFERENCE 


May.  1953 


STAFF  CONFERENCE 


John  Gaston  Hospital* 

DR.  IRIS  PEARCE:  Our  case  today  will 
be  presented  by  Dr.  Ralph  Morgan. 

DR.  RALPH  MORGAN:  A 37  year  old  white 
male  was  admitted  to  the  John  Gaston  Hospital 
because  of  mental  confusion  and  inability  to  walk 
without  stumbling.  Because  of  extreme  nervous- 
ness following  a bout  of  “flu,”  the  patient  took  at 
least  three  bottles  of  Myles  Nervine  during  the 
week  preceding  admission.  His  nervousness  pro- 
gressively increased  and  he  became  quite  clumsy 
and  awkward  in  walking.  General  incoordination 
of  muscular  activity  became  manifest  shortly  be- 
fore hospitalization.  The  patient  became  mentally 
confused,  disoriented  and  had  hallucinations.  He 
was  noted  to  have  a rash  scattered  over  the  face, 
chest  and  arms  on  the  day  preceding  hospital  ad- 
mission. After  a short  course  of  Artane  and 
Chlortrimeton  therapy  prescribed  by  a private 
physician,  the  patient  was  referred  to  the  hos- 
pital. Review  of  systems  was  noncontributory 
except  that  the  patient  was  extremely  nervous 
and  rarely  had  frontal  headaches. 

Past  history  revealed  that  the  patient  was  a 
chronic  alcoholic  and  a member  of  Alcoholics 
Anonymous.  He  had  been  nervous  all  his  life 
and  previously  had  had  psychiatric  attention.  He 
had  been  married,  divorced  and  remarried.  He 
had  held  numerous  jobs  but  was  unable  to  stay 
with  any  one  for  more  than  a short  period.  One 
job  lasted  only  2 days  because  it  was  “too  fast” 
for  him.  The  patient  had  a duodenal  ulcer  in 
1944  and  fractured  his  left  ankle  and  fibula  in 
1946.  He  had  no  history  of  diabetes,  allergy, 
venereal  or  other  contagious  disease.  Family  his- 
tory disclosed  that  the  patient’s  father  was  an 
alcoholic.  His  wife  was  also  an  alcoholic  and 
member  of  Alcoholics  Anonymous. 

Physical  examination  revealed  a well  developed, 
well  nourished,  middle  aged  white  male  who  was 
somewhat  irrational,  delusional,  and  not  too  co- 
operative. Temperature  was  98.4,  pulse  88  per 
minute,  respirations  18  per  minute,  and  blood 
pressure  126  systolic,  84  diastolic.  Findings  about 
the  head  and  neck  were  normal.  Pupils  were 
round,  regular,  equal,  and  reacted  to  light  and 
accommodation.  Conjunctivae  were  red  and  in- 
jected. Ophthalmoscopic  findings  were  normal. 
Lungs  were  clear  and  resonant.  No  cardiomegaly 
was  detected,  cardiac  rhythm  was  regular,  and 
no  cardiac  murmurs  were  present.  The  abdomen 
was  flat,  soft,  non-tender  and  no  masses  were 
present.  Liver,  kidneys  and  spleen  were  not 
tender  nor  palpable.  External  genitalia  were 


*From  the  Department  of  Medicine,  University 
of  Tennessee  School  of  Medicine  and  the  John 
Gaston  Hospital,  Memphis,  Term. 


normal.  There  were  few  papulo-pustules  with 
erythematous  bases,  measuring  3-10  mm.  in  di- 
ameter, scattered  over  the  face,  chest  and  left  fore- 
arm. Neurological  examination  was  normal  ex- 
cept for  the  patient’s  mental  confusion  with  de- 
lusions and  hallucinations,  scanning  speech,  gen- 
eralized muscular  incoordination  and  ataxic  gait. 
Sphincter  tone  was  normal  on  rectal  examination. 

The  hematocrit  was  45  vol.  per  cent,  WBC 
5,700  per  cmm.,  and  the  blood  smear  showed 
normocytic,  normochromic  erythrocytes  and  ade- 
quate platelets.  The  differential  count  was:  seg- 
mented neutrophiles  55' , , basophiles  1%,  lympho- 
cytes 35' , , and  monocytes  9%.  The  urine  had 
a specific  gravity  of  1.020  and  was  negative  chem- 
ically and  microscopically.  Lumbar  puncture 
yielded  fluid  under  an  initial  pressure  of  120  mm. 
of  water  and  containing  3 cells  per  cmm.,  protein 
40  mg.  per  cent  and  sugar  67  mg.  per  cent.  On 
admission  serum  bromide  was  392  mg.  per  100  cc. 
serum  (as  Na  Br).  On  the  third  hospital  day  it 
was  380  mg.  per  100  cc.  serum,  and  on  the  sixth 
hospital  day,  256  mg.  X-ray  films  of  the  skull 
revealed  no  evidence  of  abnormality. 

After  seven  days  of  hospitalization  the  patient’s 
mental  condition  is  markedly  improved  and  his 
body  rash  is  clearing.  Therapy  has  included  high 
caloric  diet,  parenteral  fluids  including  normal 
saline,  sodium  chloride  orally,  and  ammonium 
chloride  and  sedation  as  needed. 

DR.  PEARCE:  Dr.  N.  W.  Guthrie  will 
open  the  discussion  of  the  case. 

DR.  GUTHRIE:  This  man  is  interesting  as 
a case  of  acute  bromide  intoxication  but 
even  more  interesting  as  a personality  study. 
The  history  which  he  gives  varies  from  time 
to  time,  but  it  appears  that  he  ingested  be- 
tween 24  to  35  ounces  of  “Dr.  Myles 
Nervine”  during  the  5 to  7 days  before  ad- 
mission. This  represents  about  100  to  150 
grams  of  bromide  salts.  The  blood  bromide 
levels  were  extremely  high  and  he  had  an 
acute  delirium.  The  history  relative  to  his 
emotional  status  is  the  most  interesting.  He 
has  no  occupation  and  has  held  numerous 
jobs  briefly.  In  the  past  medical  history  he 
states  he  had  a duodenal  ulcer  about  19  years 
ago.  Since  duodenal  ulcers  usually  occur 
in  responsible  men  who  are  trying  to  solve 
their  difficulties,  we  might  suspect  that  this 
man  did  for  a time  about  20  years  ago  make 
a real  effort  to  adjust  to  life  problems.  He  is 
no  longer  the  type  of  man  who  has  a duo- 
denal ulcer.  His  father  is  an  alcoholic  who 
was  drinking  heavily  during  this  patient’s 
early  childhood.  The  household  was  dis- 
rupted and  insecure.  The  patient  started 
drinking  alcohol  at  the  age  of  14  and  was 
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a regular  drinker  at  the  age  of  18.  He  has 
always  been  highly  nervous.  He  has  been 
in  jail  many  times.  At  the  present  he  rooms 
alone  but  spends  much  of  his  time  at  the 
apartment  of  his  mother.  Prior  to  last  Fall 
he  lived  on  unemployment  compensation 
but  at  that  time  he  had  the  misfortune  of 
holding  a job  for  3 months,  following  which 
his  unemployment  compensation  was  term- 
inated. Since  then  he  has  received  financial 
support  from  an  uncle.  He  has  been  mar- 
ried twice.  The  last  time  for  three  and  one- 
half  years.  His  wife  is  a member  of  the 
Alcoholics  Anonymous.  She  left  him  at  the 
beginning  of  his  last  drinking  spree  in  Jan- 
uary, 1953. 

We  have  a fairly  intelligent  man,  who 
makes  a good  initial  impression,  secures  jobs 
without  much  difficulty  but  is  so  unstable 
that  he  cannot  keep  them.  He  is  a chronic 
alcoholic  who  turned  to  bromide  in  excessive 
doses  while  trying  to  recover  from  his  last 
drinking  spree. 

The  inorganic  bromide  salts  are  excellent 
sedatives  when  properly  given.  Bromides 
are  rapidly  absorbed  from  the  small  in- 
testine. The  bromide  ions  remain  chiefly 
in  the  extra-cellular  fluids  and  behave  much 
like  chlorides.  They  are  excreted  chiefly  in 
the  urine.  Likewise,  they  occupy  the  same 
place  in  the  osmotic  and  ionic  equilibrium  of 
extra-cellular  fluid  as  do  chlorides.  Thus, 
in  bromide  intoxication  the  chlorides  in  the 
extra-cellular  fluids  drop  to  make  room  for 
the  bromide  ions.  The  serum  bromide  level 
required  to  produce  toxicity  varies  greatly 
in  different  individuals.  Mental  changes 
rarely  occur  below  150  mg.  per  cent,  but 
are  usual  at  200  mg.  per  cent.  Levels  of 
300  mg.  per  cent  and  above  are  dangerous 
to  life.  Bromides  are  excreted  slowly  at  a 
rate  of  approximately  10  per  cent  of  the 
bromides  present  in  the  body  per  day. 
Traces  of  bromide  remain  in  the  blood  3 
or  4 weeks  after  large  doses  have  been  given. 
Because  of  the  slow  excretion,  bromides  are 
excellent  for  chronic  sedation  provided  that 
they  are  not  continued  too  long.  A dose  of 
0.5  gram  3 to  4 times  daily  may  be  continued 
in  the  average  adult  without  danger  for 
one  month.  Doses  of  1 to  3 grams  of  the 
inorganic  bromide  salts  are  useful  for  seda- 
tion of  persons  who  are  excited  by 


barbiturates  and  other  common  sedatives. 
These  are  usually  older  people,  and  in  this 
group  the  positive  ions  which  accompany 
the  bromide  must  be  considered.  Potassium 
bromide  may  be  used  in  myocardial  in- 
sufficiency where  sodium  would  be  harmful. 
In  those  with  chronic  renal  insufficiency 
and  sodium  depletion,  sodium  bromide 
would  be  preferable  to  the  potassium  salt. 
The  signs  of  chronic  bromide  toxicity  con- 
sist of  apathy,  thick  speech,  impaired 
memory,  tremors,  malnutrition  and  nervous- 
ness. These  symptoms  also  occur  frequently 
in  those  conditions  requiring  chronic  seda- 
tion. Thus,  one  of  the  greatest  dangers  in 
the  reasonable  use  of  bromides  is  that  the 
signs  of  toxicity  may  be  attributed  to  the 
underlying  disease. 

DR.  PEARCE:  The  dermatologic  features 
of  bromidism  will  be  discussed  by  Dr.  Von- 
nie  Hall. 

DR.  HALL:  Skin  manifestations  of  bro- 
mide ingestion  are  most  frequently  seen 
in  those  patients  who  have  received  bro- 
mides in  the  treatment  of  hypertensive 
heart  disease  or  in  patients  with  epilepsy 
in  whom  bromides  have  been  substituted 
for  other  forms  of  therapy.  One  may  also 
encounter  the  cutaneous  reactions  where  it 
has  been  prescribed  for  nervousness  in 
women  who  are  in  their  so-called  “trying” 
period  of  life,  from  40  to  55  years  of  age, 
and  in  such  individuals  as  presented  here  to- 
day, that  is  in  those  that  have  been  on  al- 
coholic liquors  and  may  use  it  during  their 
withdrawal  period. 

The  types  of  skin  eruptions  seen  vary  with 
different  individuals  depending  upon, — the 
total  dosage,  the  period  of  time  over  which 
it  was  taken,  and  probably  a hypersuscepti- 
bility of  some  patients  to  bromides.  Large 
doses  taken  in  a short  period  of  time  usually 
produce  a generalized  acute  skin  eruption 
with  toxic  symptoms  as  presented  by  this 
patient,  whereas,  drugs  taken  over  a long 
period  of  time  in  smaller  doses  tend  to  pro- 
duce fewer  lesions,  though  the  latter  have 
a greater  tendency  to  become  fungating  or 
gummatous-like  in  appearance. 

The  most  common  type  of  eruption  is  an 
acne-form  type  which  r-esembles  acne 
vulgaris  in  many  respects.  The  eruption 
for  the  most  part  tends  to  occur  in  those 
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areas  where  sebaceous  glands  are  plentiful, 
that  is,  the  face,  shoulders  and  back.  It  can 
easily  be  differentiated  from  acne  as 
comedones  are  absent  in  an  eruption  due 
solely  to  bromides.  Iodides  produce  a sim- 
ilar reaction  and  sufficient  iodides  can  prob- 
ably be  taken  through  iodized  salt  to  pro- 
duce such  in  some  persons. 

Another  type  is  characterized  by  lesions 
which  resemble  furunculosis  or,  at  times, 
may  be  squamous  in  type.  There  may  be 
few  or  many.  This  particular  patient  pre- 
sents a few  lesions  which  are  similar  to 
furunculosis,  however,  suppuration  usually 
is  not  marked  as  one  would  expect  in  ordi- 
nary pyogenic  infections. 

A very  frequent  lesion  seen  from  bro- 
mides is  that  which  appears  on  the  lower 
extremities  after  administration  of  the  drug 
over  a long  period  of  time.  Usually  these 
are  few  in  number,  appear  first  as  erythe- 
matous areas  which  later  form  nodules 
with  ulceration  and  a tendency  to  fungate. 
These  eventually  improve  but  very  slowly, 
requiring  long  periods  of  time  after  with- 
drawal of  the  drug.  This  type  is  most  fre- 
quently seen  in  patients  who  have  epilepsy 
treated  with  bromides. 

The  fourth  type  of  skin  manifestation  is 
an  acute  vesicular  or  bullous  eruption  with 
generalized  and  marked  skin  involvement. 
It  may  be  erythema  multiforme  in  type,  re- 
sembling Steven-Johnson  syndrome  but 
usually  without  fever.  It  has  been  our  ob- 
servation that  most  patients  with  acute  bro- 
mide intoxication  present  the  marked  ex- 
citability just  as  this  patient  has  done,  al- 
though in  this  particular  case  I do  not  know 
whether  it  is  due  to  the  bromide  intoxica- 
tion or  to  his  withdrawal  of  alcohol. 


DR.  PEARCE:  Dr.  D.  B.  Morrison  will 
comment  on  the  laboratory  diagnosis  of  bro- 
midism. 

DR.  MORRISON:  The  laboratory  de- 
termination of  bromide  in  the  blood  is  rela- 
tively simple.  Gold  chloride  in  a specific 
concentration  is  added  to  the  sample.  In 
the  presence  of  bromide  a color  develops 
which  is  compared  colorimetrically  to  a 
standard. 

DR.  H.  S.  TACKET:  Does  the  method  for 
serum  chlorides  as  ordinarily  done  dis- 
tinguish between  chlorides  and  bromides? 

DR.  MORRISON:  No.  Incidentally,  it 
would  have  been  interesting  in  the  patient 
shown  today  to  have  determined  the 
chlorides  and  sodium.  I predict  that  the 
sum  of  the  chloride  and  bromide  levels 
would  have  been  higher  than  the  normal 
chloride  level  of  the  blood  and  that,  in  cases 
such  as  that  presented  today,  there  is  sodium 
retention  to  balance  in  the  increased  cation 
concentration. 

DR.  ALYS  LIPSCOMB:  Would  it  be  use- 
ful in  treatment  to  aspirate  the  stomach 
through  a tube  to  lower  the  bromide  level 
in  the  blood? 

DR.  MORRISON:  This  would  be  logical 
if  bromide  is  excreted  by  the  gastric  mucosa 
and  presumably  it  is. 

DR.  GUTHRIE:  The  administration  of 
mercurial  diuretics  has  also  been  advocated 
in  the  treatment  of  bromidism.  These 
agents  increase  the  excretion  of  bromide  in 
the  urine  just  as  they  do  chloride. 

DR.  PEARCE:  Our  time  is  exhausted.  I 
wish  to  thank  those  who  participated  in  the 
discussion.  We  stand  adjourned. 
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The  President's  Page 

A TRIBUTE  TO  MEMPHIS 


The  proverb  that 
opportunity  knocks 
at  your  door  and,  if 
not  admitted,  passes 
never  to  return  has 
been  repeated  so  of- 
ten that  its  truth  has 
been  accepted.  A 
great  poet  has  im- 
mortalized the  pessi- 
mistic concept  in  a 
great  poem  entitled 
“Opportunity.”  We  know  now  that  this  is 
not  true.  A visit  to  Memphis  has  assured 
us  of  this.  Did  Walter  Malone,  the  great 
Memphis  editor, — and  the  South  has  had 
her  share  of  these  great  men — have  pro- 
phetic insight  when  in  protest  he  wrote  a 
greater  poem  also  entitled  “Opportunity”? 
This  poem  is  engraved  on  the  bronze  bust 
of  the  great  editor  which  stands  in  one  of 
the  beautiful  parks  in  Memphis.  It  is  worth 
a trip  to  Memphis  to  read  it.  Mr.  Alfred 
Mynders  of  the  Chattanooga  Times  has  paid 
editorial  tribute  to  it  on  several  occasions. 
The  first  four  lines  of  this  poem,  we  think, 
are  prophetic  for  Memphis. 

“They  do  me  wrong  who  say  I come  no  more 
When  once  I knock  and  fail  to  find  you  in, 
For  every  day  1 stand  outside  your  door 
And  hid  you  wake  and  rise  to  fight  and 
win.” 

In  1878  Memphis  was  stricken  by  yellow 
fever.  Thousands  died.  Many  more  thou- 
sands fled  in  panic.  Forty-two  doctox’s  lost 
their  lives  in  the  epidemic.  The  Medical 
Society  of  Tennessee,  as  our  Association  was 
then  called,  memorialized  these  doctors  who 
remained  bravely  at  their  posts  and  in  full 
discharge  of  their  duty  exhibited  the  highest 
devotion  to  professional  obligation.  Well 
might  we  memorialize  these  hei'oes  again 
today  in  the  name  of  Public  Service. 

From  the  depths  of  disaster  but  not  of 
despair  Memphis  rose  again  and  became  a 
great  city  where  Cotton  was  King.  This 
ruthless  monarch  held  sway  till  the  early 


20’s  when,  following  World  War  I,  mon- 
archies fell  the  world  over.  King  Cotton 
also  was  dethroned.  Opportunity,  however, 
knocked  again  in  the  best  Malone  tradi- 
tion and  Memphis  recovered,  this  time  by 
diversification.  Since  then  it  has  become  a 
leading  city. 

The  visitor  senses  this.  The  beauty  mani- 
fest everywhere,  the  orderliness  and  clean- 
liness, the  atmosphere  of  pi’ogress,  the  signs 
of  well  being  and  prosperity, — all  these  are 
noticeable.  With  this,  there  is  a charm,  a 
spii’it  of  hospitality,  and  there  ai'e  courtesies 
on  all  sides.  The  many  educational  facili- 
ties have  also  left  their  cultural  imprint. 
The  beautiful  churches  portray  deep  spirit- 
ual qualities;  the  excellent  hospitals  bespeak 
the  interest  of  the  people  in  humanitarian 
works  and  public  sei’vice.  The  gi’eat  medi- 
cal school  and  medical  center  whose  in- 
fluence is  nation-wide,  reveals  the  quality 
of  the  Memphis  profession. 

The  Shelby  County  Medical  Society  and 
the  Woman’s  Auxiliary  x'eflected  all  this 
backgi’ound.  For  all  this  our  Association 
is  deeply  grateful,  and  we  hope  that  our 
other  cities  can  repay  these  courtesies  in 
kind. 

As  to  the  meeting  itself,  we  feel  that  it 
was  good.  The  new  set-up,- — -that  is,  inte- 
grating the  specialty  gi’oups  into  the  gen- 
eral program  was  a move  in  the  right  di- 
rection. There  were  a few  confusions,  to 
be  sure,  but  we  feel  that  these  can  be  elim- 
inated in  the  future.  For  those  who  were 
unable  to  attend  this  meeting  we  recom- 
mend that  they  read  the  Journal  closely. 
Many  of  those  fine  papers  will  be  published; 
you  cannot  afford  to  miss  them.  Let  us 
look  forward  next  year  to  another  great 
meeting. 

Memphis,  we  salute  you! 

The  Shelby  County  Medical  Society  and 

the  Woman’s  Auxiliary,  We  thank  you! 

//I.,  W- 
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TREPONEMAL  IMMOBILIZATION  TEST 

With  the  widespread  use  of  the  serologic 
tests  for  syphilis  in  case  finding  in  popula- 
tion groups,  it  became  apparent  that  false 
positive  reactions  might  occur.  They 
cropped  up  first,  to  be  recognized  as  such,  in 
the  routine  employment  of  blood  tests  in 
the  student  body  of  a large  Middle-Western 
University.  Increasing  examples  of  false 
positivity  accumulated  in  the  literature  be- 
fore World  War  II.  The  war  gave  impetus 
to  the  recognition  of  the  significance  of  false 
positive  tests.  Careful  studies  in  the  armed 
forces  revealed,  among  others,  a sizable  in- 
cidence of  false  positive  tests  for  syphilis 
in  patients  having  malaria,  vaccinia,  after 
“booster”  doses  of  tetanus  toxoid,  etc. 

In  the  years  following  the  war,  increasing 
cognizance  has  been  taken  of  the  precarious 
nature  of  the  diagnosis  of  latent  syphilis  on 
a positive  blood  test  alone.  This  has  empha- 
sized the  need  for  an  accurate  history  and 
its  careful  evaluation,  meticulous  physical 
examination  and  spinal  fluid  study  if  indi- 
cated. It  has  meant,  by  the  use  of  these  tools 
and  laboratory  studies,  the  elimination  of  a 
number  of  viral  diseases,  malaria,  infectious 
mononucleosis,  disseminated  lupus  and  dis- 


eases having  hyperglobulinemia,  as  possible 
causes  of  false  positive  blood  tests.  It  has 
meant  repeated  blood  tests,  the  use  of  a bat- 
tery of  blood  tests,  and  often  awaiting  the 
passage  of  time  for  the  spontaneous  reversal 
of  a false  positive  test  as  is  its  frequent  wont 
in  some  ninety  to  one  hundred  and  twenty 
days.  One  study  of  separatees  from  service 
with  positive  blood  tests  indicated  that  in 
only  17  of  150  men  could  a diagnosis  of  syph- 
ilis be  established.  Stokes  in  1949  indicated 
that  about  40  per  cent  of  routine  positive 
tests  might  be  biologic  false  or  nonspecific 
tests.  Moore  feels  that  at  least  one-half  of 
positive  reactors  in  mass  blood  testing  do  not 
have  syphilis. 

In  1949  Nelson  made  a very  interesting 
observation.  He  found  that  motile  T.  pal- 
lidum is  immobilized  when  exposed  to  the 
serum  of  a person  having  had  syphilis, 
whether  treated  or  not,  or  whether  sero- 
logic tests  were  positive  or  negative.  (The 
immobilization  antibody  has  been  shown 
to  be  separate  and  distinct  from  the  re- 
agin  factor  of  serum  which  produces  a 
positive  blood  test.)  Here  then  appeared 
a more  certain  method  of  determining 
whether  a person  is  syphilitic  or  not  since  it 
deals  with  a specific  antibody  in  contrast  to 
a non-specific  test, — a serologic  test.  Un- 
fortunately it  is  a complicated  laboratory 
procedure  requiring  a colony  of  rabbits  to 
provide  syphilomas  for  the  treponemes  need- 
ed in  the  test,  since  they  cannot  be  grown  in 
culture.  T.  pallida  plus  guinea  pig  comple- 
ment plus  patient’s  serum  or  spinal  fluid,  in 
dilutions,  provides  immobilization  in  at  least 
50  per  cent  of  the  organisms  in  18  hours. 

The  test  is  not  applicable  to  the  popu- 
lation at  large,  still  being  in  the  experi- 
mental stage.  Nevertheless  its  originator, 
Nelson,'  is  applying  it  on  a large  scale  study 
in  the  Navy.  The  diagnosis  of  syphilis  in 
that  service  now  is  predicated  only  on  this 
test  and  not  positive  serologic  tests.  This 
experience  will  also  provide  the  information 
as  to  whether  the  treponemal  immobiliza- 
tion test  can  be  provided  for  the  population 
at  large. 

The  experience  to  date  has  included  re- 

’Nelson,  R.  A.:  The  Treponemal  Immobilization 
Test  in  the  United  States  Navy,  Am.  J.  Syph., 
Gonor.  & Yen.  Dis,  37:1,  1953. 
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suits  on  496  untreated  patients  with  positive 
serologic  tests,  148  patients  treated  because 
of  positive  reagin  tests,  and  76  patients  of 
questionable  treatment  status.  In  the  first 
of  these  groups,  51.8  per  cent  were  positive 
and  thus  presumably  syphilitic.  However, 
42.5  per  cent  of  the  positive  serologic  reac- 
tors gave  negative  treponemal  immobiliza- 
tion tests  and  were  classified  as  non-syphi- 
litic.  Only  0.2  per  cent  gave  doubtful  tests. 
In  27  (5.5  per  cent)  the  test  was  not  valid, 
mainly  due  to  technical  difficulties.  Doubt- 
ful tests  are  of  interest  clinically  in  the  case 
of  primary  syphilis  where  the  antibody  is 
just  beginning  to  appear,  and  in  treated 
early  syphilis  where  the  antibody  is  declin- 
ing. Other  doubtful  tests  are  of  technical 
origin  requiring  rechecking  of  the  serum. 

In  the  sera  from  148  treated  patients  76.4 
per  cent  were  positive  and  17.6  per  cent  neg- 
ative and  6.0  were  not  valid.  Thus  26  (17.6 
per  cent)  patients  with  positive  blood  tests 
had  been  treated  for  syphilis  though  not  suf- 
fering from  the  disease.  Of  the  76  patients 
with  questionable  treatment  status,  one- 
fourth  showed  negative  treponemal  immo- 
bilization tests. 

Of  the  211  patients  who  had  positive  blood 
tests  and  negative  treponemal  immobiliza- 
tion tests  only  28.5  per  cent  had  had  diseases 
or  immunizations  which  could  cause  false 
positive  tests.  This  leaves  the  astounding 
proportion  of  71.5  per  cent  who,  though  ap- 
parently healthy  individuals,  had  positive 
blood  tests  for  syphilis  upon  routine  exami- 
nation. It  should  be  noted  that  the  findings 
of  negative  treponemal  immobilization  tests 
in  the  presence  of  positive  blood  tests  ap- 
plies to  all  types  of  the  latter, — VDRL, 
Kahn,  complement  fixation  tests,  etc. 

It  thus  seems  that  we  will  need  to  change 
our  thinking  completely  with  reference  to 
the  value  of  the  serologic  test  insofar  as  the 
diagnosis  of  latent  syphilis  is  concerned. 
Nelson  says,  “The  present-day  tendency  to 
diagnose  syphilis  on  the  sole  basis  of  a posi- 
tive reagin  test,  and  to  treat  patients  without 
careful  investigation  as  to  the  possible  oc- 
currence of  false  positive  reactions,  is  un- 
sound medical  practice.”  If  these  studies 
with  the  treponemal  immobilization  test 
withstand  the  test  of  time,  and  at  present 
there  is  no  information  to  the  contrary,  it 


becomes  quite  obvious  that  even  with  the 
most  careful,  unhurried  evaluation  of  the 
seropositive  patient  in  terms  of  history, 
physical  examination,  checking  and  re- 
checking of  serologic  tests,  many  of  us  have 
labeled  hundreds  and  probably  a thousand 
and  more  of  persons  as  having  “latent 
syphilis”  when  they  actually  were  non- 
syphilitic. It  is  hoped  that  the  technical 
difficulties  of  this  test  will  be  overcome  in 
such  a way  as  to  make  the  treponemal  im- 
mobilization test  available  for  general  use, 
relegating  the  usual  blood  test  to  a “screen- 
test.” 

This  development  so  beautifully  points  up 
the  living  nature  of  medicine.  What  is  a 
‘truth’  today  may  be  a falsehood  tomorrow! 
And  the  doctor  who  does  not  remain  a stu- 
dent always  is  left  hopelessly  behind. 

R.  H.  K. 

* 

THE  1953  ANNUAL  SESSION— 

A SIGNPOST  TO  THE  FUTURE 

The  one  hundred  and  eighteenth  session 
of  the  Tennessee  State  Medical  Association 
has  passed  into  history. 

Though  the  officers  of  the  Association  had 
hoped  for  a larger  registration  since  the 
meeting  was  held  in  the  largest  city  of  the 
State,  it  was  nevertheless  a successful  meet- 
ing from  a number  of  viewpoints.  The 
abstract  of  the  proceedings  of  the  House 
of  Delegates  appears  in  this  issue,  and 
though  our  Executive  Secretary  and  Public 
Relations  Officer  will  have  statements  to 
make,  your  Editor  feels  it  is  his  privilege  to 
comment  about  the  session. 

The  House  of  Delegates  moved  about  its 
business  with  dispatch  under  the  gavel  of 
efficient  Speaker  Trabue.  Of  especial  sig- 
nificance in  terms  of  far-reaching  results 
were  the  reports  of  certain  committees. 
That  the  Public  Service  Committee  could 
report  the  passage  of  the  bill  for  Hospitali- 
zation of  the  Indigent  meant  the  conclusion 
of  the  first  step  in  forward-looking  legisla- 
tion kept  in  the  hands  of  the  profession. 
Now  the  profession  must  move  on  to  the 
steps  urgently  needed  in  the  implementation 
of  the  bill  by  July,  1954.  Another  committee 
report  indicative  of  Tennessee  physicians’ 
willingness  to  meet  issues  was  that  by  the 
UMWA  Liaison  Committee.  With  initi- 


DEATHS— PROGRAMS  AND  NEWS  OF  MEDICAL  SOCIETIES 


May,  1953 


ative  lacking  in  sister  states  facing  the  same 
issues,  we  of  the  medical  profession  of  Ten- 
nessee are  showing  laymen  and  philanthrop- 
ic organizations  that  busy  practitioners  will 
take  time  to  attack  and  to  advise  concerning 
problems  of  medico-economic  import,  rather 
than  permitting  such  to  be  solved  by  pro- 
fessional social  and  economic  advisors.  We 
will  hear  more  of  this  Committee’s  work  and 
soon.  A new  committee  to  continue  and  ex- 
pand the  discussions  with  organized  labor, 
as  initiated  in  the  past  year  by  Dr.  Daugh 
Smith,  represents  explorations  in  a hitherto 
jungle  of  mistrust  and  suspicion.  The  grow- 
ing national  interest  in  the  medical  aspects 
of  the  Veterans  Administration  and  whether 
its  plan  for  medical  care  is  the  best  admin- 
istratively, throws  into  focus  the  continued 
and  renewed  activities  of  Dr.  Harrison 
Shoulders  and  his  Committee.  This  Com- 
mittee’s report  and  future  activities  are  of 
interest.  The  report  of  the  successful  enroll- 
ment of  most  of  the  Association’s  member- 
ship in  the  Tennessee  Plan  of  prepaid  sur- 
gical benefits,  along  with  the  other  activities 
just  mentioned,  will  continue  to  keep  the 
Tennessee  medical  profession  in  the  ad- 
vanced position  it  now  holds  nationally  as 
the  state  medical  association  which  is  mak- 
ing the  most  serious  attempt  to  sap  the 
blood  from  socialistic  trends  in  the  medical 
field. 

The  scientific  program  was  sound  and 
good.  The  plan  to  devote  afternoons  to  the 
meeting  of  specialty  groups  had  its  first  trial 
with  reasonable  success.  With  more  organi- 
zations entering  into  the  plan  next  year,  and 
by  changing  the  By-Laws  to  permit  a three- 
day  meeting — Monday  through  Wednesday 
— the  program  of  1954  should  be  successful. 

Last  but  not  least,  the  deep-seated  interest 
of  our  President  in  postgraduate  activities 
of  the  Association  presages  an  even  greater 
stimulus  to  this  function.  So  too,  the  gaunt- 
let thrown  down  before  the  Association  by 
our  newest  Past-President,  that  Medicine 
clean  house  in  the  small  area  of  shady  prac- 
tices suggests  that  it  (Medicine)  has  ma- 
tured finally  to  the  point  where  it  can  ask 
itself,  “Is  all  well?”  and  if  not,  “What  should 
be  done  to  maintain  and  to  strengthen  the 
confidence  of  the  knowledgeable  public  in  us 
as  a profession?”  r pp  k. 
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Dr.  Willard  Madell  Dowlen  died  of  a heart 
attack  in  Bordeaux  on  March  21,  1953.  Aged 
82. 
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Knoxville  Academy  of  Medicine 

The  agenda  for  the  April  21  meeting  of 
the  Academy  called  for  a report  of  AMA 
Delegate  Dr.  R.  B.  Wood  on  the  recent 
called  meeting  of  the  House  of  Delegates  of 
the  AMA.  It  also  called  for  a report  of  the 
Delegates  to  the  Tennessee  State  Medical 
Association’s  Annual  Meeting.  The  scien- 
tific program  was  presented  by  Dr.  R.  H. 
Winkelmann,  whose  subject  was  “New  As- 
pects of  Syphilis  in  Knoxville.”  Dr.  Win- 
kelmann’s  paper  was  discussed  by  Dr.  Rich- 
ter Wiggall. 

+ 

Putnam  County  Medical  Society 

A great  majority  of  the  members  of  the 
Society  assisted  in  a two-day  pre-school 
check-up  sponsored  by  the  local  P.-T.A.  last 
month.  A total  of  402  children  were  given 
thorough  physical  examinations  and  neces- 
sary immunizations. 

* 

Consolidated  Medical  Assembly 

The  Assembly  held  a regular  dinner  ses- 
sion on  April  7 at  the  New  Southern  Hotel. 
Dr.  A.  B.  Scoville,  associate  professor  of 
medicine,  Vanderbilt  University,  was  sched- 
uled to  deliver  a paper  on  “The  Newer  Con- 
cepts in  the  Management  and  Treatment  of 
Diabetes  Mellitus.”  Dr.  E.  W.  Edwards  of 
Jackson  discussed  Dr.  Scoville’s  paper. 

+ 

Four-County  Medical  Society 

Dr.  J.  Cash  King,  Memphis,  addressed  20 
physician  members  of  the  Society  at  its  reg- 
ular meeting  in  McKenzie  on  March  24,  1953. 

* 

Sullivan-Johnson  County  Medical  Society 

The  Society  held  a dinner  meeting  at  the 
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Ridgefields  Country  Club  on  April  1,  1953. 
The  guest  speaker  was  Dr.  Jean  Paul  Pratt, 
a national  authority  on  obstetrics  and  gyne- 
cology. Dr.  Pratt  is  consultant  at  Henry 
Ford  Hospital,  Detroit.  His  subject  was 
“Abdominal  Surgery.” 

* 

Memphis  and  Shelby  County  Medical 
Society 

On  March  3 a Symposium  on  Liver  Dis- 
ease was  held.  The  following  subjects  were 
presented: 

“Physiology  of  Ascites  Formation  in  Liver 
Disease”  by  Dr.  Robert  C.  Little. 

“The  Role  of  the  Laboratory”  by  Dr.  L.  W. 
Diggs. 

“Infectious  Hepatitis”  by  Dr.  J.  Warren 
Kyle. 

“Treatment  of  Chronic  Hepatic  Disease” 
by  Dr.  I.  Frank  Tullis. 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

At  the  meeting  on  March  24  Dr.  A.  Wein- 
stein discussed  “Vitamin  D Poisoning — A 
Therapeutic  Hazard.”  This  was  followed  by 
a movie  and  discussion  on  “Carcinoma  of  the 
Prostate”  by  Dr.  J.  M.  Tudor. 

The  members  of  the  Academy  were  guests 
of  Central  State  Hospital  at  the  meeting  of 
April  7.  The  superintendent,  Dr.  O.  S.  Hauk, 
presented  the  new  Director  of  Mental 
Health,  Dr.  Cyril  J.  Ruilmann,  who  made  a 
few  remarks.  Dr.  Hauk  then  read  a paper 
entitled  “The  Philosophy  of  Life.” 

On  April  28  a Memorial  Service  was  held 
for  those  members  who  had  died  during  the 
past  year. 
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Joint  Committee  on  Accreditation  of 
Hospitals 

This  Commission  under  the  Directorship 
of  Edwin  L.  Crosby,  M.D.,  will  “carry  on  the 
hospital  standardization  program  conducted 
by  the  American  College  of  Surgeons  since 
1919.”  The  member  organizations  are  the 
American  College  of  Physicians,  American 
College  of  Surgeons,  American  Hospital  As- 


sociation, American  Medical  Association  and 
the  Canadian  Medical  Association. 

The  Joint  Commission  assumed  responsi- 
bility for  accreditation  of  hospitals  on  Janu- 
ary 1,  1953.  One  of  the  first  actions  by  the 
Board  of  Commissioners  was:  “the  adoption 
of  the  program  of  the  American  College  of 
Surgeons.”  In  addition,  a “Grandfather’s 
Clause”  consisting  of  two  parts  was  estab- 
lished. 

“The  first  part  of  the  clause  states  that  the 
Joint  Commission  will  accredit  all  hospitals 
for  the  year  1953  which,  at  present,  have  full 
approval  of  the  American  College  of  Sur- 
geons. 

“Furthermore,  that  accreditation  will  be 
continued  until  an  inspection  of  the  hospital 
under  the  new  Joint  Commission  program 
has  been  made. 

“Secondly  . . . and  clause  two  . . . for  the 
present,  the  standards  as  well  as  the  point 
rating  system  developed  by  the  American 
College  of  Surgeons  will  be  used  as  a basis 
for  approval  of  hospitals.  As  the  Joint  Com- 
mission’s program  progresses,  however, 
forms  and  procedures  may  be  changed.  In 
fact,  the  JC’s  Board  of  Commissioners  in- 
tends to  review  the  standards  critically  and, 
where  needed,  to  make  helpful  changes.” 

The  Commission  hopes  to  survey  hospitals 
desiring  accreditation  every  three  years.  It 
will  avoid  duplication  of  inspections  since 
the  surveying  agencies  of  the  past  are  now 
combined  in  a unified  effort.  Accreditation 
will  be  issued  in  the  name  of  the  Joint  Com- 
mission hereafter.  A Bulletin  is  published 
by  the  Commission. 
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Special  Announcement  from  the  State 
Department  of  Public  Health 

Procedures  tor  the  Use  of  Immune  Globulin  in 
Infectious  Hepatitis  and  Measles 

Because  of  the  relatively  small  amount  of 
immune  globulin  which  will  be  made  avail- 
able to  Tennessee  by  the  Office  of  Defense 
Mobilization  for  use  in  Infectious  Hepatitis 
and  Measles  the  following  procedures  will 
apply  in  the  distribution  of  this  material  by 
the  Tennessee  Department  of  Public  Health. 
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1.  Forty  per  cent  of  total  allotment  to  the 
State  will  be  distributed  to  County  Health 
Departments  as  a basic  allotment.  Distribu- 
tion will  be  made  on  the  basis  of  the  popula- 
tion of  a given  county  as  it  relates  to  the 
population  of  the  State. 

2.  Additional  allocations  will  be  made  to 
local  health  departments  on  request  based 
upon  the  current  reporting  of  these  diseases. 
The  amount  to  be  distributed  will  be  one  and 
one-half  (IV2)  times  the  current  number  of 
cases  reported.  The  local  health  depart- 
ments will  be  expected  to  indicate  whether 
the  immune  globulin  is  for  measles  or  in- 
fectious hepatitis. 

3.  Because  of  the  shortage  of  the  material 
it  is  necessary  to  limit  its  use  to  non-immune 
familial  contacts  of  clinical  cases  of  the  dis- 
eases. 

4.  When  a request  for  immune  globulin  is 
made  to  a local  health  department,  it  will 
be  required  that  the  physician  report  the 
case  and  give  the  names  and  ages  of  the 
non-immune  familial  contacts  to  whom  he 
wishes  to  administer  the  agent. 

5.  The  local  health  departments  will  give 
out  the  immune  globulin  only  on  receipt  of 
the  above  information. 

6.  The  amount  of  immune  globulin  given 
out  for  a particular  non-immune  contact 
will  be  according  to  the  dosage  schedules 
given  below  for  each  disease. 

Measles  (Rubeola) 

1.  Immune  globulin  shall  be  given  only 
for  the  modification  of  measles. 

2.  The  agent  shall  be  restricted  to  children 
under  six  years  of  age. 

3.  The  dosage  for  modification  of  the  dis- 
ease is  as  follows,  and  this  should  be  given 
between  the  5th  and  9th  day  after  exposure. 

Under  1 year  of  age — 15-25  pounds — 0.5  cc. 

One  to  three  years — 25-38  pounds — 0.8  cc. 

Three  to  six  years — 38-70  pounds — 1.4cc. 

Infectious  Hepatitis 

1.  In  addition  to  being  limited  to  familial 
contacts  of  infectious  hepatitis,  the  immune 
globulin  shall  be  limited  to  persons  under 
18  years  of  age  and  pregnant  women. 

2.  The  dosage  schedule  is  as  follows: 

Under  six  years  of  age — 0.5  cc. 

Six  to  ten  years  — 1.0  cc. 


Ten  to  fourteen  years  — 1.5  cc. 

Fourteen  to  eighteen  — 2.0  cc. 

German  Measles  (Rubella) 

1.  Immune  globulin  shall  be  restricted  in 
German  measles  to  pregnant  women  during 
the  first  four  months  of  pregnancy  who  have 
not  previously  had  the  disease  and  whose 
exposure  has  not  been  longer  than  eight  (8) 
days. 

2.  The  dose  is  4 cc. 

Regulations  Governing  the  Distribution  of  Gamma 
Globulin  for  Use  in  Poliomyelitis 

The  plan  for  the  allocation  of  gamma 
globulin  in  poliomyelitis  drawn  up  by  the 
Office  of  Defense  Mobilization  calls  for  ap- 
proximately 57  per  cent  of  the  available 
gamma  globulin  to  be  distributed  to  states 
as  a basic  allotment;  approximately  33  per 
cent  will  be  retained  by  the  national  allocat- 
ing authority  for  mass  community  prophy- 
laxis in  areas  where  small  epidemics  occur 
during  the  year;  and  a reserve  of  10  per  cent 
will  be  retained  by  the  national  allocating 
authority  for  unusual  or  special  situations 
for  emergency  distribution  and  for  special 
investigations. 

These  regulations  drawn  up  by  the  Public 
Health  Council  deal  with  the  distribution 
within  the  state  of  the  basic  allotment  of 
gamma  globulin  received  from  the  national 
allocating  authority.  For  the  most  part  they 
are  governed  by  the  plan  set  up  by  the  Office 
of  Defense  Mobilization.  Because  of  the 
small  amount  of  gamma  globulin  available 
by  necessity  its  use  must  be  restricted. 

1.  Physicians  may  requisition  gamma 
globulin  for  use  in  poliomyelitis  from  the 
state  laboratory  to  which  they  usually  sub- 
mit specimens  for  examination.  The  lab- 
oratories are  as  follows: 

Division  of  Laboratories 
420  Sixth  Avenue,  North 
Nashville,  Tennessee 
Memphis  Branch  Laboratory 
874  Union  Avenue,  Room  304P 
Memphis,  Tennessee 
Jackson  Branch  Laboratory 
P.  O.  Box  841 
Jackson,  Tennessee 
Chattanooga  Branch  Laboratory 
City  Hall 

Chattanooga,  Tennessee 
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Knoxville  Branch  Laboratory 

309  Market  Street 

Knoxville,  Tennessee 

Johnson  City  Branch  Laboratory 

110  West  Fairview 

Johnson  City,  Tennessee 

2.  It  will  be  necessary  for  the  physicians 
to  make  their  request  to  the  laboratory  on 
a form  provided  which  includes  the  name, 
address,  color,  sex,  age,  type  of  poliomyelitis, 
and  the  names  and  ages  of  the  contacts  for 
whom  the  gamma  globulin  is  requested. 

3.  The  gamma  globulin  is  restricted  to 
household  contacts  of  clinical  cases  of  polio- 
myelitis 18  years  of  age  and  under  and 
pregnant  women.  Household  contacts  are 
defined  as  persons  living  under  the  same 
roof  but  not  including  other  persons  living 
in  duplexes,  apartment  houses,  and  housing 
projects. 

4.  Requisitions  will  be  filled  by  the  lab- 
oratories on  the  basis  of  the  following  dose 
table  which  represents  approximately  0.14 
cc.  per  pound  of  body  weight. 

Under  6 months — 2.0  cc. 

6 months  thru  2 years — 3.0  cc. 

3 years  through  18  years — 1.0  cc.  per  year 

Pregnant  women — 20.0  cc. 

These  regulations  are  subject  to  modifica- 
tion as  may  be  indicated  in  the  future. 

* 

Cancer  Follow-Up  Program 

A postgraduate  follow-up  Cancer  course 
will  be  offered  to  the  physicians  of  West 
Tennessee  during  the  week  of  May  18-22, 
1953.  The  following  teaching  centers  and 
schedule  are  announced: 

Monday,  May  18 — Columbia 

Oakes  and  Nichols  Funeral  Home 
Tuesday,  May  19 — Clarksville 

Science  Building,  Austin  Peay  College 
Wednesday,  May  20 — Union  City 

Union  City  Country  Club 
Thursday,  May  21 — Jackson 

Jackson  Golf  and  Country  Club 
Friday,  May  22 — Millington 

U.  S.  Naval  Hospital 

This  course  is  a part  of  a state-wide  pro- 
gram in  Cancer,  sponsored  jointly  by  the 
Tennessee  Division  of  the  American  Cancer 
Society  and  the  Tennessee  State  Medical  As- 
sociation. Funds  are  provided  by  the 


American  Cancer  Society  and  the  Tennessee 
State  Department  of  Health.  The  course  is 
arranged  by  the  State  Committee  on  Cancer. 

The  faculty  is  composed  of  Dr.  Maus  W. 
Stearns,  Jr.,  New  York  City,  and  Dr.  Sam  A. 
Wilkins,  Jr.,  Emory  University  at  Atlanta, 
Georgia.  Lectures  on  Diagnosis  and  Treat- 
ment of  Carcinoma  of  the  Cervix  Uteri, 
Cancer  of  the  Colon,  Carcinoma  of  the 
Fundus,  and  Cancer  of  the  Rectum  will  be 
given.  The  instructors  will  stress  the  early 
diagnosis  of  Cancer  as  well  as  treatment. 


Dr.  Wilkins 


Dr.  Stearns  is  a graduate  of  the  Albany 
Medical  School  in  New  York.  He  is  now 
Attending  Surgeon  of  the  Rectal  and  Colon 
Service  at  the  Memorial  Hospital,  Instructor 
in  Surgery  at  Cornell  Medical  School,  Lec- 
turer in  Proctology  at  Polytechnic  Medical 
School  and  Hospital.  He  is  Diplomate  of  the 
American  Board  of  Surgery  and  a Fellow 
in  the  American  College  of  Surgeons. 

Dr.  Wilkins  attended  the  Medical  Schools 
of  the  University  of  North  Carolina  and 
Cornell  and  is  now  an  Associate  in  the  De- 
partment of  Surgery  at  Emory  University, 
Associate  Director  in  the  Department  of 
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Dr.  Stearns 


Surgery  at  Winship  Clinic  and  of  Steiner 
Clinic  of  Grady  Memorial  Hospital.  Dr. 
Wilkins  is  also  a Fellow  of  the  American 
College  of  Surgeons  and  a Diplomate  of  the 
American  Board  of  Surgery. 

A similar  program  is  planned  for  East 
Tennessee  in  the  fall  of  the  year. 

* 

New  Officers  of  Specialty  Groups 

Tennessee  Chapter,  American  College  of  Surgeons 

President — Dr.  L.  W.  Edwards,  Nashville 
Vice-President — Dr.  Ed  Newell,  Chatta- 
nooga 

Councilor — Dr.  R.  L.  Sanders,  Memphis 

Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology 

President — Dr.  Clyde  Kirk,  Chattanooga 
Vice-President — Dr.  Charles  King.  Mem- 
phis 

Secretary-Treasurer — Dr.  Thomas  Bryan, 
Nashville 

Tennessee  Radiological  Society 

President — Dr.  Joseph  M.  Ivie,  Nashville 
Vice-President — Dr.  J.  Marsh.  Frere,  Chat- 
tanooga 


Secretary — Dr.  George  Hanshell,  Chatta- 
nooga 

Tennessee  State  Pediatric  Society 

President — Dr.  Amos  Christie,  Nashville 
Vice-President— Dr.  Luke  E 1 1 e n b u r g , 
Greeneville 

Secretary-Treasurer — Dr.  Philip  Elliott, 
Nashville 

Tennessee  Academy  of  General  Practice 

President-Elect — Dr.  Ben  L.  Pentecost, 
Memphis 

President — Dr.  Louis  Killeffer,  Harriman 
Vice-Presidents — Dr.  Rae  B.  Gibson, 
Greeneville 

Dr.  J.  Fred  Terry,  Cookeville 

Dr.  J.  A.  McQuiston,  Memphis 
Secretary-Treasurer — Dr.  D.  J.  Johns, 
Nashville 

The  Tennessee  Thoracic  Society* 

President — Dr.  David  Waterman,  Knox- 
ville 

Vice-President — Dr.  Duane  Carr,  Memphis 
Secretary-Treasurer — Dr.  Hollis  Johnson, 
Nashville 

■■The  Society  was  organized  formally  during 
the  meeting  of  the  Tennessee  State  Medical  As- 
sociation in  Memphis  on  April  16,  1953.  During 
organizational  procedure,  it  was  found  that  many 
physicians  present  were  members  of  the  Tennessee 
Chapter  of  the  American  Trudeau  Society;  others 
were  members  of  the  American  College  of  Chest 
Physicians;  and  still  others  were  not  members  of 
either  organization,  but  desired  membership  in 
a common  society.  Thus,  chest  physicians  in  Ten- 
nessee, irrespective  of  National  organization  af- 
filiation, are  eligible  to  membership  in  the  new 
Tennessee  Thoracic  Society. 

* 

The  University  of  Tennessee 

The  Contract  to  construct  a new  Chem- 
istry-Physiology Building  at  the  University 
of  Tennessee  Medical  Units  has  been 
awarded.  The  five-story  structure  is  the 
first  of  three  additions  to  be  erected  under 
a $4,800,000  expansion  program  of  the  Uni- 
versity’s Medical  Units  authorized  by  the 
1951  Legislature.  It  will  extend  192  feet 
on  Union  and  will  be  connected  to  the 
Pharmacy  Building  at  874  Union  by  an  arch- 
way east  of  the  Pharmacy  Building.  The 
new  structure  will  provide  a total  of  70,000 
square  feet. 
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Dr.  William  Hale,  senior  scientist  and  head 
of  the  Department  of  Bacteriology  and 
Virology,  Brookhaven  National  Laborator- 
ies, Long  Island,  New  York,  has  joined  the 
staff  of  the  University  of  Tennessee  Medical 
Units  as  professor  of  bacteriology. 

* 

The  Division  of  Physiology  has  been 
awarded  the  following  grants.  The  Amer- 
ican Heart  Association  has  awarded  $2,993 
to  Dr.  R.  C.  Little  for  the  study  of  “Produc- 
tion of  Heart  Sounds,”  and  $7,770  to  Dr. 
C.  R.  Houck  for  the  study  of  “Hypertension 
in  Nephrectomized  Dogs.”  Dr.  Lester  Van 
Middlesworth  has  been  awarded  a $5,464 
research  grant  by  the  U.  S.  Public  Health 
Service  for  the  purpose  of  comparing  the 
metabolism  of  radioactive  iodine  in  cystic 
and  non-cystic  thyroid  adenomas  with  the 
metabolism  in  normal  thyroid  tissue.  He 
will  also  attempt  to  produce  thyroid 
adenomas  in  animals. 

* 

Knoxville  Chest  Group 

On  May  6 a program  was  presented  upon 
the  subject  of  “Chest  Disability:  Diagnostic 
and  Medico-Legal  Implications.”  The  follow- 
ing discussions  took  place  under  the  Chair- 
manship of  Dr.  D.  H.  Waterman  of  Knox- 
ville: 

“The  Clinical  Evaluation  of  Chest  Dis- 
ability in  Soft  Coal  Workers — Correlation  of 
Clinical,  Roentgenographic,  and  Pathologi- 
cal Findings  in  Pneumoconiosis”  by  Dr. 
Louis  L.  Friedman,  Birmingham,  Alabama. 

“The  General  Problems  of  Recognizing 
and  Quantitating  Departure  from  Normal  in 
Respiratory  and  Cardiac  Function”  by 
George  W.  Wright,  M.D.,  Director,  Depart- 
ment of  Physiology,  Trudeau  Foundation, 
Saranac  Lake,  New  York. 

“Problems  in  the  Disability  Evaluation  of 
Occupational  Chest  Diseases”  by  Frank 
Princi,  M.D.,  Associate  Professor  of  In- 
dustrial Medicine,  University  of  Cincinnati 
College  of  Medicine. 

“Medico-Legal  Aspects  of  Chest  Disabil- 
ity” (A  Panel  Discussion)  with  moderator 
John  D.  Winebrenner,  M.D.,  Area  Medical 
Administrator,  U.M.W.A.  Welfare  and  Re- 
tirement Fund,  Knoxville,  Tennessee.  Other 
members  of  the  panel  were: 


Hon.  Robert  Ellison,  Attorney-at-Law, 
Pekin,  Illinois 

Hon.  William  Mitch,  Attorney-at-Law, 
Birmingham,  Alabama 
Prof.  Dix  W.  Noel,  Associate  Professor  of 
Law,  University  of  Tennessee 
Louis  L.  Friedman,  M.D.,  Birmingham, 
Alabama 

George  W.  Wright,  M.D.,  Saranac  Lake, 
New  York 

Frank  Princi,  M.D.,  Cincinnati,  Ohio. 


Dr.  W.  B.  Harrison,  Loudon,  addressed  the  Lou- 
don Parent-Teachers  Association  recently  on  the 
subject  of  “Communicable  Diseases.” 

Dr.  Alex  Shipley,  East  Tennessee  Regional  Di- 
rector of  the  State  Health  Department,  has  re- 
signed to  accept  a position  with  the  United  Mine 
Workers  of  America. 

Dr.  Charles  P.  Wofford,  Johnson  City,  has  been 
made  a Fellow  of  the  American  College  of  Physi- 
cians. 

Dr.  F.  H.  Norman,  Waynesboro,  was  honored  by 
the  Waynesboro  Lions  Club  in  a “Doctor  Day” 
celebration  in  Waynesboro  recently. 

Dr.  Kenneth  B.  Rule,  Knoxville,  reported  for 
duty  in  the  Air  Force  last  month  with  a rank  of 
captain. 

Dr.  John  H.  Burkhart,  Knoxville,  addressed  the 
North  Knoxville  Businessmen’s  Club  recently  on 
the  subject  of  “Prevention  and  Treatment  of  Heart 
Disease.” 

Dr.  L.  F.  Littell,  Tracy  City,  has  been  deferred 
from  military  service  until  June  30,  pending  a 
review  of  his  essentiality. 

Dr.  R.  L.  Sanders,  Memphis,  addressed  the  Ham- 
ilton County  Unit  of  the  American  Cancer  Society 
April  8.  His  address  keynoted  the  kick-off  lunch- 
eon which  opened  the  Annual  Hamilton  County 
Cancer  Fund  Drive. 

Dr.  C.  E.  Peery,  Jr.,  McMinnville,  was  recalled 
to  active  duty  with  the  Army  and  reported  for 
service  on  April  27  with  a rank  of  captain. 

Dr.  Robert  L.  Pettus  opened  a seven-room  clinic 
in  Orlando  last  month  for  the  general  practice  of 
medicine. 

Dr.  William  B.  Robinson  planned  to  open  his 
office  in  Newport  last  month. 

Dr.  John  R.  Sisk,  Harriman,  announces  the  re- 
moval of  his  offices  to  Devonia  Street. 

Dr.  Eugene  C.  Crafton,  Stanton,  has  moved  his 
offices  to  Trenton. 

Dr.  James  D.  Witherington,  Covington,  has  been 
recalled  to  active  duty  with  the  Army,  with  the 
rank  of  Captain.  Doctor  Witherington’s  father, 
Dr.  Jack  Witherington,  is  still  in  active  practice 
after  forty  years  of  service  in  Tipton  County. 
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Dr.  J.  H.  Gammon,  75  year  old  Knoxville  physi- 
cian. recently  completed  his  third  term  as  member 
of  the  Tennessee  General  Assembly  and  repre- 
sented Tennessee  at  the  First  Western  Hemisphere 
Conference  of  the  World  Medical  Association  in 
Richmond,  Virginia,  last  month. 

Dr.  William  W.  Cleveland,  Carthage,  terminated 
his  partnership  with  Dr.  Gordon  Petty  and  entered 
the  U.  S.  Air  Force  last  month. 

Dr.  John  J.  Smith  has  established  offices  for  the 
general  practice  of  medicine  in  Clinton. 


Dr.  W.  W.  Wilder,  Somerville,  left  last  month 
f jr  Butler  Air  Force  Base,  Montgomery,  Alabama, 
for  a two-year  tour  of  duty. 

Dr.  D.  W.  Mattson  planned  to  open  his  office  in 
Cookeville  last  month. 

Dr.  John  Harvey  Bowen,  former  radiologist  at 
Knoxville  General  Hospital,  is  now  serving  as 
adiologist  at  the  Blount  Memorial  Hospital  in 
Maryville. 

The  Sanders  Clinic,  Memphis,  announces  the 
association  of  Robert  P.  McBurney,  M.D.,  for  the 
practice  of  general,  thoracic  and  cardiac  surgery. 


GleaSiv-iew- 


ON  THE  KRATZVILiE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness.  Al- 
conousm.  and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — - Stereoscopic  X-rav 
— Basal  Metaooiism — Hydrotherapy. 

Albert  J.  Crevelio,  M.D. 

Diplomate.  American  Board  of  Psychiatry 
ana  Neurology,  Inc..  Medical  Director 
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STANDING  AND  SPECIAL  COMMITTEES,  1953 


Scientific  Work  am.  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
R.  H.  Haralson,  Maryville  (1956) 

W.  O.  Baird,  Henderson  (1954) 

Edward  T.  Brading,  Johnson  City  (1956) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1956) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1956) 

R.  H.  Kampmeier,  ex  officio,  Nashville 

A.  M.  Patterson,  ex  officio,  Chattanooga 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1956) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Ralph  G.  Nichols,  Knoxville  (1955) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville  (1954) 
Edward  D.  Mitchell,  Jr.,  Memphis  (1956) 
George  L.  Inge,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1956) 
J.  D.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 
Frank  Whitacre,  Chairman,  Memphis 
W.  O.  Colbert,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
W.  O.  Tirrill,  Nashville 
Edward  Buchner,  Jr.,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  Youmans,  Nashville 
Harry  Jenkins,  Knoxville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1956) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
(Sheridan  to  advise) 

Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1956) 

Estill  L.  Caudill,  Jr.,  Elizabethton  (1954) 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1956) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 


Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 

R.  H.  Kampmeier,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1956) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  ( 1954) 

Thurman  Shipley,  Cookeville  (1956) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1956) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1956) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1956) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1956) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1956) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
David  Hickey,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
J.  B.  Naive,  Knoxville 
W.  C.  Chaney,  Memphis 

(Six  additional  to  be  appointed) 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1956) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville  (1954) 

T.  G.  Cranwell,  Pikeville  (1956) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1956) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Jr.,  Germantown  (1954) 

Grievance  Committee 

Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Daugh  W.  Smith,  Nashville  (1956) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 

Physical  Therapy 

George  W.  Shelton,  Chairman,  Chattanooga 

S.  Ben  Fowler,  Nashville 
Marcus  Stewart,  Memphis 

Mental  Health 

Myrtle  Smith,  Chairman,  Livingston 
Robert  Foote,  Nashville 

O.  S.  Hauk,  Nashville 
Carrol  Turner,  Memphis 
Frank  Luton,  Nashville 

Autopsy  Committee 

Leland  Johnston,  Chairman,  Jackson 
W.  W.  Hurteau,  Memphis 
George  S.  Mahon,  Knoxville 
David  Gotwald,  Nashville 

C.  B.  Roberts,  Sparta 
Health  Project  Contest 

Mrs.  S.  J.  Sullivan,  Chairman,  Cleveland 
C.  B.  Roberts,  Sparta 
Daugh  W.  Smith,  Nashville 
Labor  Liaison 

Daugh  W.  Smith,  Chairman,  Nashville 
John  Winebrenner,  Knoxville 
(Three  others  to  be  appointed) 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President  -A.  M.  Patterson,  M.D.,  91„  Medical  Arts 
Building,  Chattanooga 

President-Elect — John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President  — S.  J.  Sullivan,  M.D.,  Cleveland 
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PAUL  R.  HAWLEY,  M.D.*  Chicago,  III. 

I am  here  at  the  gracious  invitation  of 
your  President,  who  also  suggested  the  title 
of  this  talk. 

I am  sure  that  what  he  had  in  mind,  what 
you  want  to  hear,  and  what  I would  like  to 
talk  about  is  the  interview  which  was  pub- 
lished in  United  States  News  and  World 
Report.  I would  like  at  first  to  explain 
briefly  the  circumstances  attending  that 
publication. 

The  interview  was  requested  by  United 
States  News.  This  request  was  not  prompt- 
ed by  anyone  in  my  office.  None  of  us  knew 
anyone  connected  with  that  publication.  We 
were  told  that  it  was  requested  for  the  pur- 
pose of  obtaining  background  material  for 
an  article  to  be  written  by  a staff  writer  of 
United  States  News.  The  request  was  grant- 
ed with  that  understanding,  and  with  the 
further  understanding  that  any  article 
would  be  submitted  for  criticism  before  pub- 
lication. 

The  American  College  of  Surgeons  has 
been  accused  of  instigating  a publicity  cam- 
paign in  lay  publications.  This  accusation 
is  false.  The  press  conference  held  in  New 
York  last  September  was  at  the  request  of 
the  science  writers  covering  the  Clinical 
Congress,  and  was  not  suggested  by  the  Col- 
lege. None  of  the  articles  appearing  in  lay 
publications  was  prompted  by  the  College. 
Neither  was  the  interview  requested  by 
U.  S.  News  and  World  Report. 

The  fact  is  that  it  is  the  public  which  is 
responsible  for  this  publicity.  The  public 
has  learned  the  hard  way  that  all  is  not  well, 
and  the  public  is  inquiring  into  the  situa- 
tion. I would  not  be  entirely  truthful  if  I 
did  not  tell  you  that  the  Regents  of  the  Col- 

*President’s Guest  Speaker  and  Director,  Amer- 
ican College  of  Surgeons.  Read  at  the  President’s 
Night,  Meeting  of  the  Tennessee  State  Medical 
Association,  April  14,  1953,  Memphis,  Tenn. 


lege  have  considered  the  advisability  of  a 
public  campaign;  but  no  decision  has  as  yet 
been  reached  by  them. 

Within  less  than  a week  after  the  inter- 
view I had  to  leave  for  South  America  on 
business  of  the  College,  and  was  away  for 
several  weeks.  During  my  absence,  a tran- 
scription of  the  interview  was  submitted  to 
the  College,  and  was  edited  by  a very  com- 
petent assistant  of  mine.  However,  it  was 
edited  as  an  interview  and  not  as  an  article 
for  publication. 

Few  people  are  as  unhappy  about  the  ar- 
ticle as  I — albeit  I am  unhappy  for  reasons 
which  differ  from  those  of  my  critics.  I am 
unhappy  because  the  wording  was  not  that 
I would  use  for  publication.  The  interview 
was  most  informal,  and  the  language  used 
was  that  of  informal  conversation,  which 
rarely  looks  well  in  print. 

Nevertheless,  I want  to  make  it  perfectly 
clear  that  I was  not  misquoted.  The  report- 
ing was  accurate.  Nor  do  I think  it  was  an 
intentional  breach  of  faith  on  the  part  of 
United  States  News.  I feel  sure  that  it  was 
an  honest  misunderstanding  either  on  their 
part  or  my  part. 

So  much  for  that.  Aside  from  differences 
of  opinion  in  the  choice  of  words,  that  inter- 
view can  be  judged  upon  two  grounds,  and 
two  grounds  only.  First,  were  the  state- 
ments true  or  false?  If  they  were  false,  it 
must  be  severely  condemned  as  a libellous 
attack  upon  the  medical  profession,  and  I 
should  be  dealt  with  accordingly. 

Second,  if  the  statements  were  true, 
should  they  have  been  made?  The  mere 
fact  of  the  truth  of  a statement  is  not  justifi- 
cation for  its  utterance.  There  are  some 
truths  better  left  unexpressed.  I propose 
to  examine  the  interview  upon  two  grounds. 

I assure  you  that  every  statement  of  fact 
made  can  be  fully  documented  from  the  files 
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of  the  American  College  of  Surgeons.  This 
College  examined  hospitals  for  approval  for 
thirty-five  years,  and  only  four  months  ago 
turned  over  this  program  to  the  Joint  Com- 
mission on  Accreditation  of  Hospitals.  One 
of  the  most  common  causes  of  failure  of 
approval  of  hospitals  has  been  unethical 
practices,  unnecessary  surgery,  inadequate 
control  of  surgery,  and  downright  dishon- 
esty in  the  medical  staffs.  If  called  upon  to 
prove  this,  we  can  produce  names,  places 
and  dates. 

However,  I had  rather  use  proof  from 
other  sources.  I realize  that  the  American 
College  of  Surgeons  is  under  attack  by  cer- 
tain segments  of  the  profession,  and  that 
proof  which  we  might  offer  from  our  own 
experience  would  not  be  convincing  to  some 
people. 

Let  us  turn,  rather,  to  the  files  of  the 
Journal  of  the  American  Medical  Associa- 
tion.  Certainly  that  organization  and  that 
publication  enjoys  the  complete  confidence 
of  every  member  of  the  medical  profession 
in  the  United  States.  It  is  inconceivable 
that  the  Journal  of  the  American  Medical 
Association  would  publish  any  false  or  li- 
bellous accusation  against  the  medical  pro- 
fession. 

In  the  issue  of  November  8,  1952,  of  the 
Journal  of  the  American  Medical  Associa- 
tion, there  appeared  an  article  entitled  “Ef- 
fectiveness of  Hospital  Tissue  Committee  in 
Raising  Surgical  Standards.”  I commend 
this  article  for  your  careful  study.  The 
records  of  two  surgeons  are  compared  as 
regards  appendectomies  which  each  per- 
formed. One  surgeon  removed  thirty  ap- 
pendixes during  the  period  under  study. 
In  only  one  of  these  cases  was  there  no  evi- 
dence of  pathology  in  the  appendix.  That 
I consider  exceptionally  good. 

Another  surgeon  removed  twenty-five  ap- 
pendixes in  the  same  period.  In  thirteen  of 
these  cases  the  appendix  was  completely 
normal;  in  six  cases,  there  was  minimal  evi- 
dence of  pathology;  and  in  only  four  cases 
was  the  appendix  acutely  inflamed.  I leave 
it  to  the  unbiased  judgment  of  every  honest 
doctor  as  to  whether  or  not  there  was  un- 
necessary surgery  in  that  hospital. 

This  article  goes  on  to  list  unnecessary 
hysterectomies,  uterine  suspensions,  caesa- 


rian sections,  etc.  But,  you  may  demand, 
what  proof  was  there  that  such  surgery  was 
unnecessary?  First,  there  was  a very  care- 
ful study  of  case  records  by  thoroughly  com- 
petent people.  Second — and  this  is  the  con- 
vincing evidence — after  the  inauguration  of 
these  checks,  the  number  of  questionable 
cases  dropped  at  once  to  a low  level.  If  pre- 
vious practices  were  justifiable,  why  the 
sudden  reduction  in  such  operations?  Re- 
member, this  is  from  the  Journal  of  the 
American  Medical  Association. 

This  experience  is  confirmed  in  an  article 
in  the  March,  1953,  issue  of  The  Modern 
Hospital.  In  a New  Jersey  hospital,  medical 
audits  were  begun  in  1949,  and  repeated  in 
1950  and  1951. 

In  1949,  there  were  ten  surgeons  on  the 
staff  who  were  doing  appendectomies.  Sev- 
enty-one per  cent  of  the  appendixes  re- 
moved by  one  of  those  surgeons  were  re- 
ported by  the  pathologist  to  be  normal.  The 
unweighted  average  of  normal  appendixes 
removed  by  all  ten  surgeons  was  23  per  cent. 

In  1951,  after  medical  audits  had  been  in 
effect  for  two  years,  the  average  of  normal 
appendixes  removed  by  the  same  ten  sur- 
geons was  two  per  cent.  The  surgeon,  who 
removed  71  per  cent  of  normal  appendixes 
in  1949,  removed  only  40  per  cent  in  1950, 
and  none  in  1951.  In  this  hospital,  the 
amount  of  normal  tissue  removed  in  gyne- 
cological surgery  dropped  from  11  per  cent 
in  1949  to  2.5  per  cent  in  1951. 

In  its  March  7,  1953,  issue,  the  Journal  of 
the  American  Medical  Association  published 
the  report  of  Doctor  Warren  Draper  to  the 
American  Medical  Association  upon  the  ex- 
perience of  the  United  Mine  Workers  of 
America  in  its  program  of  medical  care  for 
union  miners.  Those  of  us  who  know  Doc- 
tor Draper  know  that  he  is  not  given  to  loose 
statements  or  caustic  criticism.  He  is  one 
of  the  most  thoughtful  men  I know — and 
weighs  his  words  with  the  greatest  care.  He 
is  a bright  ornament  in  the  medical  profes- 
sion, and  has  compiled  an  enviable  record 
of  service  in  the  field  of  medicine.  Knowing 
his  extreme  conservatism,  I was  astonished 
at  the  bluntness  of  his  statements.  This 
could  have  been  prompted  only  by  great 
provocation. 

Let  me  read  to  you  what  Doctor  Draper 
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told  officials  of  the  American  Medical  Asso- 
ciation. I quote  verbatim: 

“Unnecessary  surgery  performed  by  rea- 
sonably competent  physicians  who  know 
better,  but  want  the  money,  is  hard  on  the 
patient  and  deprives  other  patients  of  much 
needed  service  that  could  be  provided  by 
the  money  wasted  . . . just  one  of  the  para- 
graphs of  documentation  is  quoted  as  fol- 
lows:” (and  I am  still  quoting  Doctor  Dra- 
per) (italics  added). 

“Out  of  fifty-four  appendectomies  per- 
formed, the  pathological  report  confirmed 
the  diagnosis  of  appendicitis  in  twenty-five 
and  reported  normal  appendices  in  the  other 
twenty-nine.”  (I  interpolate  here  that  that 
means  that  fifty-four  per  cent  of  these 
appendices  were  normal — an  exceedingly 
high  rate  in  even  badly  controlled  hospitals. 

I continue  to  quote  Doctor  Draper.)  “In  the 
case  of  one  physician  who  performed  eleven 
appendectomies,  only  three  were  confirmed 
by  the  pathologist.  Another  physician  who 
had  performed  twelve  appendectomies,  five 
of  which  were  confirmed  by  the  pathologist, 
did  not  obtain  more  than  one  white  cell 
count  during  the  hospitalization  of  any  of 
these  twelve  patients,  and  did  not  obtain  a 
urinalysis  on  five  of  these  patients.”  (End 
of  direct  quotation.) 

I leave  judgment  of  this  situation  to  all 
honest  and  competent  physicians.  I can 
assure  you  that  this  is  no  isolated  situation. 
Doctor  Draper  clearly  implies  that  he  can 
furnish  much  more  documentation.  Fur- 
thermore, he  is  not  one  to  go  to  the  Ameri- 
can Medical  Association  with  one  or  two 
cases  of  bad  medical  practice.  Also,  we  can 
document  from  our  files  even  more  than 
Doctor  Draper  can  present. 

Another  point  upon  which  I touched  in 
the  interview  was  the  evil  of  undertaking 
surgical  procedures  without  adequate  train- 
ing. Doctor  Draper  has  something  to  say 
upon  this  point;  and  again  I quote  verbatim: 
“Closely  related  are  the  services  performed 
by  physicians  who  know  they  are  not  quali- 
fied for  certain  work,  but  who  will  attempt 
almost  anything  in  order  to  retain  a fee. 
The  results  are  often  gruesome.”  (I  want 
to  repeat  that  sentence.)  “The  results  are 
often  gruesome.”  (Italics  added.) 

To  back  up  this  serious  charge,  Doctor 


Draper  adds,  and  I quote:  “The  physicians 
in  our  special  centers  and  specialists  in  the 
outstanding  clinics  to  which  these  patients 
ai'e  finally  referred  in  desperation  can  fur- 
nish abundant  information  on  this  score.” 

I would  like  for  you  to  consider  the  full  im- 
pact of  that  phrase,  “to  which  these  patients 
are  finally  referred  in  desperation”;  does  not 
that  paint  a picture? 

How  much  proof  do  you  want? 

That  leaves  only  ghost  surgery  and  fee- 
splitting to  be  considered.  No  knowledge- 
able medical  man  would  demand  proof  of 
the  existence  of  these  evils.  If  proof  were 
demanded,  I would  again  refer  to  the  article 
in  the  Journal  of  the  American  Medical  As- 
sociation of  last  November  in  which  it  was 
stated  that  ghost  surgery  had  been  entirely 
eliminated — which  is  certainly  tantamount 
to  stating  that  it  did  exist.  I would  also 
quote  the  statement  of  Doctor  Louis  Bauer, 
President  of  the  American  Medical  Associa- 
tion, who  called  for  driving  out  of  the  med- 
ical profession  all  those  who  indulged  in 
kick-backs  in  any  form.  It  is  obviously  im- 
possible to  drive  out  of  the  medical  profes- 
sion persons  who  do  not  exist. 

I would  invite  your  attention  to  another 
fact.  The  enemies  of  good  medical  practice 
have  charged  that  the  interview  maligned 
the  entire  medical  profession,  or  a large  part 
of  it.  This  is  not  true.  I was  very  careful 
to  state  that  only  a small  proportion  of 
physicians  engage  in  unethical  practices.  I 
stated  that,  while  the  number  was  few,  it 
was  still  too  large,  because  if  there  be  only 
one  unethical  doctor  in  the  United  States, 
that  is  one  too  many.  I might  add  that  I 
have  had  letters  from  several  fine  physicians 
who  labelled  this  part  of  the  interview  as 
the  understatement  of  the  year. 

So  much  for  the  truth  or  falsity  of  the 
interview.  For  those  who  accept  the  truth, 
there  remains  the  question  as  to  whether  or 
not  such  things  should  be  said  even  though 
they  be  true.  I think  there  is  an  honest 
difference  of  opinion  upon  this  issue,  and  I 
have  the  greatest  respect  for  those  doctors 
who  honestly  believe  that  the  existence  of 
these  evils  should  be  kept  secret. 

To  these,  however,  I would  direct  this 
question:  is  it  possible  to  keep  such  a secret 
for  long?  Regardless  of  the  silence  of  doc- 
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tors,  there  are  too  many  laymen  who  know 
the  truth.  Scarcely  a week  goes  by  that  the 
College  does  not  receive  a complaint  from  a 
layman  about  his  or  her  surgical  experience. 
Some  of  these  are  not  justified,  but  entirely 
too  many  are. 

Furthermore,  while  the  frightening  in- 
crease in  malpractice  suits  is  not  due  en- 
tirely to  an  inci’ease  in  bad  surgery,  neither 
is  it  due  entirely  to  an  epidemic  of  avarice 
among  laymen.  I do  not  know  whether  you 
are  aware  of  the  increasing  difficulty  in 
many  parts  of  the  country  of  obtaining  ade- 
quate malpractice  insurance;  but  this  prob- 
lem has  become  very  acute.  At  least,  this 
is  a bit  of  evidence  which  should  be  con- 
sidered. 

Next,  I would  return  to  Doctor  Draper’s 
address  in  the  Journal  of  the  American  Med- 
ical Association.  He  points  out  that  not 
only  are  the  United  Mine  Workers  following 
with  meticulous  care  their  experience  with 
surgery,  but  that  their  experience  is  also 
being  followed  closely  by  other  branches  of 
labor,  by  government,  and  by  many  other 
people.  This  adds  up  to  a lot  of  people  who 
are  thoroughly  familiar  with  the  situations 
Doctor  Draper  has  disclosed. 

I am  unable  to  see  how  such  facts  can  be 
concealed.  Too  many  people  already  know 
about  them.  It  seems  to  me  that  the  medical 
profession  has  only  the  choice  between  de- 
nying them  and  confirming  them;  and  that 
it  would  be  very  difficult  to  offer  convincing 
denials.  However,  everyone  is  entitled  to 
his  own  opinion  about  that. 

It  is  a fair  question  to  ask  whether  organ- 
ized medicine  or  the  public  should  take  the 
lead  in  eradicating  any  evils  which  may  ex- 
ist. Doctor  Louis  Bauer  has  called  upon 
organized  medicine  to  clean  its  own  house. 
The  Director  of  Public  Relations  of  one  of 
our  largest  State  Medical  Associations  said 
recently  that  the  absolute  essential  of  medi- 
cal public  relations  was  first  to  become  good 
before  telling  people  we  are  good. 

Again,  Doctor  Draper  told  the  American 
Medical  Association  something  about  this. 
He  said  that  he  had  placed  his  facts  before 
the  State  Medical  Society,  and  appealed  for 
the  correction  of  gross  deviations  from  pro- 
fessional and  ethical  standards.  Did  he  re- 
ceive any  help?  Let  him  reply  in  his  own 


words.  He  said,  and  I quote:  “Where  this 
[appeal  to  a State  Medical  Society]  has  been 
attempted  in  any  considerable  degree,  it 
has  been  a tedious,  wearing  and  generally 
unsatisfactory  process  that  we  should  dread 
to  repeat.”  He  stated  that  State  Medical 
Societies  have  been  reluctant  to  act  for  sev- 
eral reasons,  among  which  are  that  such 
action  would  question  the  right  of  any  doc- 
tor to  undertake  all  types  of  surgery,  and 
that  patients  might  learn  about  it  and  de- 
mand consultation.  I leave  to  you  the  de- 
cision as  to  whether  these  reasons  are  in 
the  best  interests  of  patients  or  of  doctors. 

Finally,  I want  to  quote  from  a recent 
statement  of  Doctor  George  F.  Lull,  Secre- 
tary and  General  Manager  of  the  American 
Medical  Association,  which  he  authorized  to 
be  published  in  a lay  magazine.  I quote 
Doctor  Lull  verbatim:  “It  cannot  be  denied 
that  the  reputation  of  the  medical  profession 
is  being  damaged  seriously  by  the  mistakes 
of  a very  small  percentage  of  malpractition- 
ers  within  its  ranks.  . . . The  situation  must 
be  corrected.  The  malpractitioners  must  be 
expelled  before  there  is  further  loss  of  pub- 
lic confidence  in  the  medical  profession.  We 
should  not  hide  these  things.  They  must  be 
brought  into  the  open.”  (Italics  added.) 

Well,  I assume  that  Doctor  Lull  states  the 
policy  of  the  American  Medical  Association. 
Neither  he  nor  I would  long  hold  our  posi- 
tions if  we  made  statements  at  variance  with 
the  policies  of  the  organizations  we  serve. 

So,  what  are  we  arguing  about?  I have 
been  roundly  condemned  in  certain  quarters 
for  making  a public  statement  upon  bad 
practices  in  medicine.  Doctor  Lull  states 
that  they  exist — although  to  be  completely 
fair  with  him,  we  might  not  agree  fully 
upon  the  prevalence  of  such  practices.  Doc- 
tor Lull  does  agree  they  exist,  and  further- 
more he  states  flatly  that  their  existence 
should  not  be  hidden,  but  that  they  must 
be  brought  into  the  open.  I agree  fully  with 
Doctor  Lull  and  would  not  press  the  point 
of  the  prevalence  of  such  practices.  To  my 
way  of  thinking,  even  one  such  case  is  a 
shame  to  the  medical  profession. 

Since  Doctor  Lull’s  statement  is  not  chal- 
lenged and  mine  has  been,  can  it  be  that  it 
makes  a great  difference  as  to  who  says  the 
same  thing?  If  this  be  the  issue,  then  I 
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assure  you  that  I have  not  the  slightest  pride 
of  authorship,  and  that  I am  more  than  will- 
ing to  have  Doctor  Lull,  or  Doctor  Draper, 
or  any  other  doctor  speak  out  against  these 
abuses  which  are  endangering  the  good 
name  of  the  medical  profession,  not  to  speak 
of  the  damage  to  patients.  I ask  only,  and  1 
ask  it  humbly  and  sincerely,  that  they  do 
speak  out,  and  continue  to  speak  out,  until 
these  evils  are  eradicated. 

Some  of  you  fear  that  such  exposures  will 
do  damage  to  the  medical  profession.  No 
institution,  with  as  high  an  average  of  hon- 
esty, competence  and  integrity  as  the  medi- 
cal profession,  can  be  damaged  by  its  own 
exposures  of  weaknesses  in  a sincere  effort 
to  increase  its  usefulness  to  humanity.  It 
might  be  damaged  by  wilfully  concealing  its 
defects  until  they  are  exposed  by  outsiders. 
No  thoughtful  person  expects  perfection  in 
any  area  of  human  endeavor.  Constant 
striving  for  perfection  is  expected.  I would 
remind  you  that,  in  his  selection  of  disciples, 
our  Lord  chose  Judas  Iscariot;  but  this  has 
never  reflected  any  discredit  upon  the  other 
eleven.  However,  it  is  a fair  assumption 
that  had  not  Judas  Iscariot  been  denounced 
and  cast  out,  the  reputation  of  the  other  up- 
right disciples  would  have  suffered  severely. 
Is  it  not  true  that  the  reputation  of  the 
eleven  upright  disciples  was  enhanced  by 
the  expulsion  of  Judas  from  the  fold? 

Is  the  reputation  of  the  medical  profession 
suffering  because  we  are  harboring  Judases? 
Well,  let’s  let  George  Lull  answer  that.  He 
says:  “The  malpractitioners  must  be  ex- 
pelled before  there  is  further  loss  of  public 
confidence  in  the  medical  profession.”  I 
repeat,  “before  there  is  further  loss  of  public 
confidence.”  So,  according  to  Doctor  Lull, 
and  who  should  know  better  than  he,  there 
has  been  loss  of  public  confidence  in  the 
medical  profession.  We  are,  according  to 
Doctor  Lull,  losing  public  confidence  be- 
cause we  are  doing  nothing  about  these  mal- 
practitioners. 

So,  my  point  is  that  the  reputation  of  the 
medical  profession  as  a whole  will  be  greatly 
enhanced  by  disowning  the  Judases  with 
license  to  practice.  And  how  do  we  do  this? 


Well,  says  Doctor  Lull,  “We  should  not  hide 
these  things.  They  must  be  brought  into 
the  open” — and,  I might  point  out,  “the 
open”  does  not  mean  executive  sessions  of 
County  Medical  Societies. 

It  is  a matter  of  common  knowledge  that 
a great  effort  will  be  made  to  expel  me  from 
the  American  Medical  Association.  For  my- 
self, this  causes  me  no  concern.  If  I were 
personally  ambitious,  or  sought  popularity 
with  the  public,  I would  welcome  such  an 
action.  From  the  large  number  of  editorials 
already  printed  in  papers  from  coast  to  coast 
and  from  the  Great  Lakes  to  the  Gulf,  I am 
sure  that  the  press  would  make  a Roman 
holiday  of  such  an  occasion.  It  is  for  this 
reason,  and  this  reason  only,  that  I sincerely 
hope  no  such  action  will  be  taken.  I have 
no  desire  to  be  cast  in  the  role  of  a martyr 
at  the  expense  of  American  medicine. 

Finally,  there  can  be  no  question  about 
my  devotion  to  the  medical  profession.  I 
shall  always  consider  an  honest  doctor  to  be 
the  noblest  of  all  God’s  creations.  His  im- 
portance in  society  cannot  be  measured;  and 
it  is  increasing  each  year  as  medical  knowl- 
edge advances.  We  must  permit  nothing  to 
impair  his  usefulness.  Each  year  new  and 
better  tools  are  given  to  the  medical  profes- 
sion for  the  alleviation  of  human  suffering. 
Many  of  these  new  tools  make  surgery  less 
dangerous.  For  this  reason,  we  must  insist 
that  these  tools  be  used  for  the  benefit  of 
patients  and  not  for  the  benefit  of  doctors. 
When  surgery  was  dangerous,  great  re- 
straint was  exercised  in  undertaking  it. 
Needless  surgery  was  almost  unheard  of. 
Now  that  surgery  is  much  safer,  and  is  be- 
coming safer  still  each  year,  we  may  ap- 
proach it  with  greater  confidence,  but  we 
must  never  relax  the  test  of  necessity. 

For  years,  I have  raised  my  feeble  voice 
against  every  threat  to  the  freedom  of  medi- 
cine; and  I expect  to  continue  to  battle 
against  everyone  who  threatens  the  practice 
of  good  medicine — whether  it  be  Mary 
Baker  G.  Eddy,  Oscar  Ewing,  or  the  traitors 
within  our  own  ranks.  Of  these,  the  traitors 
are  the  greatest  threat. 
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Patients  headaches  are  often  the  ' headaches'  of  the  doctor.  Espe- 
cially is  this  true  of  the  tension  headache.'  The  author  limits  his 
discussion  to  the  headaches  of  everyday  practice. 


THE  MANAGEMENT  OF  HEADACHE* 

EDWARD  P.  CUTTER,  M.D.,  Clarksville,  Tenn. 

I wish  to  thank  the  committee  for  inviting 
me  to  present  a brief  paper  on  the  Manage- 
ment of  Headache.  I have  something  to  say 
about  the  use  of  two  drugs, — nicotinic  acid 
and  ergotamine  tartrate,  and  the  manage- 
ment of  the  commonest  of  all  headaches, — 
the  atypical  vascular  headache  of  emotional 
tension. 

Diagnosis 

But  first,  a word  about  diagnosis.  If  head- 
ache is  the  chief  complaint,  the  patient  will 
be  able,  in  about  ten  minutes,  tell  you  all 
he  can  about  it,  while  you  have  an  oppor- 
tunity to  register  your  undivided  attention 
and  concern  over  his  trouble.  Actually,  this 
is  the  time  to  decide  whether  this  patient 
has  a brain  tumor  or  hypothyroidism,  and 
then  ask  him  whether  his  nose  is  blocked  up 
and  his  eye  waters  on  the  side  of  the  head- 
ache, or  whether  direct  pressure  over  the 
temporal  region  of  the  head  relieves  the 
pain.  Thus  one  can  rule  out  two  rare  types 
of  headache, — the  excruciating  paroxysmal 
histamine  headache  described  by  Horton,  or 
the  headache  of  a temporal  arteritis. 

Next  comes  the  physical  examination, — 
the  more  complete  the  better.  The  patient’s 
temperature  must  be  taken  so  one  does  not 
miss  the  ambulatory  patient  with  a febrile 
illness.  The  neck  must  be  tested  for  stiff- 
ness and  arthritis,  and  the  eye-grounds  must 
be  examined.  I have  in  mind  choked  disc 
and  retinal  changes  if  present.  Inequality 
of  the  pupils,  or  cloudy  anterior  chambers 
of  the  eyes  in  glaucoma  is  not  an  uncommon 
illness.  The  blood  pressure  determination, 
a check  of  the  nose,  throat  and  sinuses,  heart 
and  lungs  and  abdomen,  Wassermann  test, 
urinalysis  and  hemoglobin  are  in  order. 

Treatment 

I have  not  had  particular  occasion  to  pre- 
scribe aspirin  for  patients  having  headaches. 

Read  before  the  Meeting  of  the  Tennessee  State 
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They  have  invariably  tried  it  themselves 
before  they  have  come  to  me,  and  they  ex- 
pect me  to  do  better  than  that!  Codeine 
with  aspirin,  I find,  has  no  place  in  treating 
headache.  Usually  the  patient  who  needs 
something  “stronger  than  aspirin”  is  a con- 
stitutionally unstable  poor  soul  who  will  be- 
come habituated  to  drugs  and  dependent 
upon  doctors.  So  do  not  use  morphine  or 
Demerol  to  relieve  headache. 

There  are  two  drugs  to  be  considered  and 
the  first  is  nicotinic  cicid.  About  two  100  mg. 
tablets  crushed  and  dissolved  in  one-third 
glass  of  warm  water  taken  before  breakfast 
for  flushing  effect  will  relieve  the  occipital 
neuralgic-type  headache.  This  is  the  type 
of  headache  which  the  patient  discovers  is 
relieved  by  massage  of  the  neck  muscles,  or 
by  lingering  under  the  hot  shower,  or  relax- 
ing at  the  beauty  shop  under  the  dryer. 
Nicotinic  acid  (a  synthetic  Vitamin  B)  has 
the  capacity  in  large  doses  to  increase  capil- 
lary circulation  and  sometimes  relieves  the 
dizziness  of  a labyrinthitis  also.  I find  nico- 
tinic acid  helps  the  post-lumbar  puncture 
headache  as  well. 

Ergotamine  tartrate  is  used  for  migraine. 
It  is  not  a plaything  like  nicotinic  acid  and 
can  make  a patient  vomit  rather  severely. 
After  the  induced  nausea  and  vomiting  has 
passed,  the  migraine  sufferer  feels  complete- 
ly fatigued  and  sorry  for  himself,  yet  if  he 
will  speak  to  you  at  all  after  that,  he  will 
admit  that  his  headache  is  gone!  Ergota- 
mine being  an  ergot  derivative,  is  contra- 
indicated in  pregnancy,  in  coronary  disease, 
in  peripheral  vascular  disease  and  in  other 
patients  who  are  sensitive.  I seldomly  use 
all  of  the  0.5  cc.  of  Gynergen  subcutaneously 
because  I try  to  relieve  the  headache  with- 
out provoking  vomiting.  This  dose  may 
have  to  be  repeated  in  an  hour  or  two. 
Dihydro-ergotamine  (D.  H.  E.  45 — Sandos) 
is  supposed  to  have  less  side  effects.  Atro- 
pine sulphate  gr.  1/200  intravenously  may 
relieve  patients  who  have  been  made  quite 
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sick  with  gynergen.  A sufferer  of  migraine 
seen  late  in  the  attack  is  best  treated  with  a 
sedative  and  sodium  amytal  seems  to  be  the 
best.  Gynergen  is  more  or  less  ineffective 
because  there  is  a state  of  perivascular 
edema  following  long  standing  arteriolar 
dilatation. 

The  atypical  vascular  headache  of  emo- 
tional tension,  as  its  name  implies,  has  pre- 
cipitating emotional  factors  which  may  es- 
cape us  if  we  attack  it  too  directly  by  asking 
the  patient  if  he  is  nervous.  The  doctor 
must  decide  that  for  himself,  before  the 
patient  discovers  the  physician’s  objective, 
because  he  is  afraid  one  means  that  a nerv- 
ous headache  is  an  imaginary  pain,  or  else 
he  cannot  tolerate  the  unattractive  image  of 
himself  as  a hostile  or  frustrated  person. 
What  about  this  type  of  headache,  and  can 
we  recognize  from  the  patient’s  description 
that  we  are  dealing  with  a psychoneurosis? 
Yes,  I believe  we  can. 

First,  as  Crosby  points  out,  there  is  often 
an  exaggeration  of  description,  as  speaking 
of  the  headache  as  “agony.”  Or  the  descrip- 
tion may  be  vague,  as  “my  head  feels  like 
a lump  of  wood,”  or  “feels  all  numb,”  or 
“aches  for  a week  at  a time.”  Also  there 
often  are  associated  feelings  of  anxiety,  in- 
somnia or  lack  of  concentration. 

Second,  it  is  quite  common  to  be  able  to 
relate  headache  to  hostility.  Again  let  me 
warn  you  how  “cagey”  one  must  often  be 
to  develop  the  plot.  Certainly  the  patient 
with  the  headache  is  getting  the  worse  of  it, 
— “it”  being  a neurosis  (an  unsatisfactory 
solution  to  a difficulty)  like  hitting  himself 
on  the  head  with  headache  as  punishment, 
for  guilt  over  unrecognized  hostile  feelings 
within  himself. 

To  treat  successfully  the  atypical  vascular 
headache  of  emotional  tension  is  a gentle 
art — it  deals  with  what  Norman  Vincent 
Peale  calls  The  Art  of  Living.  The  patient 
wants  to  know  how  to  live  here  and  now  in 
a manner  that  will  bring  him  satisfaction 
and  peace  and  give  him  a sense  of  worth. 
It  takes  time,  your  office  time,  to  do  this  and 
your  devoting  your  time  to  this  patient  is 
what  helps  him.  It  is  important  to  have  a 
regular  appointment  for  the  following  week 
and  keep  this  up  regularly  for  a while  until 
the  patient  is  managing  for  himself,  and 


dismisses  the  doctor  rather  than  your  dis- 
missing the  patient! 
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Discussion:  Dr.  Frederick  E.  Cowden,  Nashville, 
Tenn. 

Mr.  Chairman,  members  of  the  Tennessee  Medical 

Association,  Guests: 

I congratulate  Dr.  Cutter  on  his  clear,  concise 
presentation  of  a most  important  subject.  Head- 
ache poses  one  of  the  most  frequent  and  at  times 
most  difficult  problems  with  which  we  have  to 
deal  in  everyday  practice.  I want  to  re-emphasize 
the  significance  of  a detailed  history,  for  it  is  from 
the  patients’  story  that  we  can  most  frequently 
make  the  diagnosis  and  decide  what  type  of  per- 
sonality we  are  dealing  with.  These  patients  need 
a lot  of  reassurance,  as  the  majority  are  already 
convinced  that  they  have  serious  brain  disease. 
Complete  evaluation  from  the  standpoint  of  ruling 
out  organic  disease  will  frequently  go  a long  way 
toward  alleviating  the  patients’  anxiety  and  gain- 
ing his  confidence.  It  is  only  after  he  is  thoroughly 
convinced  of  your  interest  that  he  will  begin  to 
talk  about  his  real  problems.  We  should  realize 
that  simple  reassurance  as  to  the  absence  of  serious 
pathology,  will  often  result  in  elimination  of  the 
headaches  for  long  periods  of  time.  It  is  important, 
however,  not  to  stop  here  in  your  treatment,  be- 
cause the  headache  will  invariably  recur. 

Wolfe,  in  his  detailed  studies,  has  found  that  the 
majority  of  headaches  result  from  reversible  tissue 
changes,  due  to  the  distention  of  cranial  vessels 
and  from  sustained  contraction  of  skeletal  muscles 
of  the  head  and  neck.  As  Dr.  Cutter  has  so  clearly 
emphasized,  it  is  worth  while,  from  the  standpoint 
of  treatment,  to  try  to  differentiate  the  vascular 
from  the  muscle  tension  type  of  headache,  despite 
the  fact  that  both  have  been  shown  to  be  related 
to  underlying  anxiety  and  emotional  conflicts. 
Management  of  these  cases  is  frequently  a frus- 
trating experience,  unless  we  take  the  time  to  help 
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the  patient  gain  some  insight  into  his,  or  more 
frequently  her,  emotional  problems.  It  is  my 
opinion  that  the  vast  majority  of  these  cases  do 
not  need  treatment  by  a psychiatrist  but  are  best 
handled  by  the  family  doctor.  Long  term  pre- 
ventative therapy  will  frequently  resolve  itself  into 
helping  the  overly  conscientious,  perfectionistic 
housewife  to  accept  certain  limitations  and  thereby 
to  avoid  disabling  headaches  during  the  menstrual 
cycle.  On  the  other  hand,  it  may  be  helping  an 
overworked  business  man  to  see  the  relation  be- 
tween his  attacks  of  headache  and  his  exaggerated 
sense  of  responsibility  which  drives  him  constantly 
to  the  point  of  exhaustion. 


Finally,  just  a word  about  sinus  disease  as  a 
cause  of  headache.  Many  of  these  cases  with 
atypical  vascular  headaches,  or  more  especially 
the  muscle  tension  type,  will  come  to  the  doctor 
with  a self-made  diagnosis  of  “sinus  headache.’’ 
Contrary  to  popular  opinion,  sinusitis  is  not  a 
common  cause  of  headache.  The  mere  finding  of 
a chronic  post  natal  discharge  does  not  justify 
explaining  periodic  headaches  on  the  basis  of 
sinusitis. 

I want  to  thank  Dr.  Cutter  for  the  privilege  of 
discussing  his  excellent  paper. 


Cul-De-Sac  Aspiration  and  Other  Diagnostic  Aids 
for  Ectopic  Pregnancy:  A Review  of  219  Cases. 
E.  G.  Winkler,  M.D.,  and  V.  J.  Capraro.  M.D., 
Am.  J.  Obst.  & Gynec,  65:340,  1953. 

Perhaps  the  most  difficult  gynecological  lesion 
to  diagnose  is  unruptured  ectopic  gestation.  There 
are  many  factors  to  consider  in  making  the  diag- 
nosis. The  error  in  diagnosis  given  by  Torpin  is 
14.8  per  cent  to  49  per  cent. 

Rather  than  review  the  history  and  physical 
findings,  as  has  been  done  by  many  authors  in  the 
past,  the  authors  have  attempted  to  review  the 
diagnostic  aids  used  in  making  a positive  diagnosis 
of  ectopic  pregnancy  or  in  ruling  out  the  presence 
of  this  condition  in  suspected  cases. 

One  hundred  cases  of  proved  ectopic  pregnancy 
and  119  cases  of  suspected  ectopic  pregnancy  have 
been  analyzed  to  determine  the  value  of  various 
diagnostic  aids.  Cul-de-sac  aspiration  was  per- 
formed in  197  cases.  There  were  10  false  positive 
(5.1  per  cent)  and  1 false  negative  (0.5  per  cent) 
results. 

The  correct  pre-operative  diagnosis  was  made 
in  92  per  cent  of  the  100  cases  of  ectopic  preg- 
nancy. In  all  8 cases  where  the  pre-operative 
diagnosis  was  not  correct,  cul-de-sac  aspiration 
was  not  performed.  Intrauterine  pregnancy  and 
pelvic  inflammatory  disease  are  the  conditions 
most  often  misdiagnosed  as  ectopic  pregnancy.  In 


197  cases  of  cul-de-sac  aspiration,  there  were  2 
instances  where  the  bowel  was  accidentally  en- 
tered. There  was  no  untoward  effect  following 
this.  Pelvic  examination  under  anesthesia  is  of 
definite  value  to  aid  in  making  a diagnosis.  Fre- 
quently adnexal  and  cul-de-sac  masses  and  en- 
larged pregnant  uteri  are  palpable  under  anesthe- 
sia which  were  not  felt  with  the  patient  conscious. 
Endometrial  tissue  was  examined  in  19  cases  of 
ectopic  pregnancy.  Decidua  without  villi  was 
present  in  7 cases.  If  vaginal  bleeding  had  been 
present  over  21  days,  no  decidua  was  found  and 
the  endometrium  was  in  the  proliferative  phase. 
The  biologic  pregnancy  tests  were  done  in  18 
cases  of  ectopic  pregnancy.  They  were  positive 
in  7 (38  per  cent)  of  the  cases.  The  pregnancy 
test  was  not  positive  in  any  case  where  vaginal 
bleeding  had  been  present  over  19  days.  Of  119 
cases  of  suspected  ectopic  pregnancy  unnecessary 
laparotomy  was  done  in  only  3 cases.  This  low 
incidence  is  attributed  to  the  procedure  outlined. 
History  and  physical  findings  alone  are  not  suffi- 
cient in  many  instances  to  diagnose  or  exclude 
ectopic  pregnancy.  The  authors  find  that  cul-de- 
sac  aspiration  and  examination  under  anesthesia 
are  the  most  important  diagnostic  aids.  They  are 
simple  and  of  negligible  risk  to  the  patient.  (Ab- 
stracted by  Hamilton  V.  Gayden,  M.D.,  Nashville, 
Tenn.) 
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The  surgical  treatment  of  patent  ductus  arteriosus  has  become  an 
established  procedure.  It  now  becomes  the  duty  of  the  family  physi- 
cian to  get  these  patients  into  the  hands  of  those  trained  in  cardiac 
surgery. 

THE  DIAGNOSIS  AND  TREATMENT  OF  PATENT  DUCTUS  ARTERIOSUS* 

WILLIAM  K.  SWANN,  M.D.,  THOMAS  L.  LOMASNEY,  M.D.,  and  JOSEPH  E.  ACKER,  M.D., 
Knoxville,  Tenn. 


The  great  progress  that  has  been  made  in 
recent  years  in  the  diagnosis  and  treatment 
of  both  congenital  and  acquired  lesions  of 
the  heart  make  it  incumbent  upon  us  all,  as 
physicians,  to  be  ever  alert  lest  a remediable 
cardiac  defect  be  overlooked.  Since  Stried- 
er1  first  attempted  obliteration  of  the  patent 
ductus  arteriosus,  and  Gross1'  reported  the 
first  successfully  operated  case,  many  large 
and  small  series  of  surgically  treated  pa- 
tients have  been  reported,  attesting  to  the 
relative  frequency  of  occurrence  of  this  con- 
dition. 

The  diagnosis  of  patent  ductus  arteriosus 
generally  presents  no  problem  and  in  per- 
haps 98  per  cent  of  the  cases  can  be  estab- 
lished by  a clinician  with  a stethoscope  as 
his  only  working  tool. 

There  is  apparent  universal  agreement  as 
to  the  indications  for  surgical  treatment. 
The  results  of  treatment  are  excellent.  This 
is  one  form  of  heart  disease  in  which  the 
patient  and  his  family  can  be  assured  of  a 
complete  cure.  The  recognition  of  this  con- 
dition when  it  occurs  is  therefore  of  consid- 
erable importance. 

Diagnostic  Aspects 

In  the  typical  case  of  patent  ductus,  and 
the  great  majority  will  be  typical  cases,  the 
diagnosis  is  based  for  the  most  part  upon  the 
presence  of  a continuous  or  “machinery 
murmur”  located  in  the  second  intercostal 
space  to  the  left  of  the  sternum.  The  mur- 
mur is  loudest  in  systole  but  can  be  heard 
throughout  diastole.  More  often  than  not  a 
systolic  or  continuous  thrill  is  palpable  over 
the  pulmonic  area.  There  may  be  some  wid- 
ening of  the  pulse  pressure  and  this  is  in- 
creased on  exercise.  The  heart  is  not  en- 
larged. The  child  is  usually  a female,  is  not 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  15,  1953,  Memphis, 
Tenn. 


cyanotic,  is  well  developed,  and  has  a nor- 
mal exercise  tolerance.  X-ray  and  fluoros- 
copy of  the  heart  are  within  normal  limits 
or  may  reveal  a prominence  of  the  pulmon- 
ary conus.  The  electrocardiogram  is  not 
diagnostic  and  will  generally  show  no  axis 
deviation. 

In  perhaps  one  out  of  five  patients  with 
patent  ductus  arteriosus  the  vascular  shunt 
will  be  large  enough  to  produce  the  addi- 
tional findings  of  retarded  growth  and  de- 
velopment, left  axis  deviation  by  electro- 
cardiogram, cardiac  enlargement,  or  even 
impending  cardiac  failure. 

Occasionally  infection  may  be  superim- 
posed on  the  ductus,  usually  streptococcus 
viridans  endocarditis,  and  rarely  the  ductus 
may  undergo  aneurysm  formation  and  rup- 
ture. 

It  is  in  the  first  group,  the  asymptomatic 
patient,  where  surgical  treatment  is  at  the 
present  time  almost  free  of  mortality  and 
poor  results.  Surgery  is  urged  for  this  group 
of  people  because  we  know  from  the  work 
of  Keys  and  Shapiro3  that  the  life  expec- 
tancy of  patients  with  patent  ductus  who 
are  alive  at  age  17  averages  only  half  that 
of  the  general  population.  Scott1  has  point- 
ed out  that  as  operative  experience  with 
closure  of  the  ductus  has  grown,  it  has  be- 
come increasingly  apparent  that  the  risk  to 
the  patient  by  the  untreated  ductus  is  con- 
siderably greater  than  the  negligible  risk  of 
surgical  closure. 

Infants  with  suspected  patent  ductus  ar- 
teriosus present  a special  problem.  Surgical 
correction  of  this  lesion  is  not  to  be  under- 
taken in  infancy  except  in  rare  instances, 
because  of  diagnostic  difficulties.  The  un- 
usual cases  with  marked  cardiac  enlarge- 
ment and  failure,  described  by  Dammann 
and  Sell,5  are  exceptions  to  this  rule. 

Usually  operation  will  be  done  between 
the  ages  of  four  and  twelve  years. 
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The  treatment  of  patent  ductus  in  adults 
differs  only  in  that  the  operation  is  techni- 
cally more  difficult  and  more  dangerous. 

Diagnostic  Pitfalls 

As  stated  previously  the  diagnosis  of  pat- 
ent ductus  arteriosus  is  generally  a simple 
matter.  However,  in  the  presence  of  asso- 
ciated lesions  such  as  a septal  defect  the 
ausculatory  findings  are  not  typical.  Such 
a case  is  reported  here  in  summary. 

Case  Report.  P.A.T.,  a 10  year  old  white  fe- 
male, had  been  treated  for  two  years  because  of 
recurrent  heart  failure.  Her  activities  had  been 
markedly  limited  to  the  point  of  almost  complete 
invalidism.  For  the  past  year  she  had  been  taking 
digitalis  and  mercurial  diuretics. 

Physical  examination  revealed  a chronically  ill, 
pale  white  female  with  a blood  pressure  of  100 
50-0.  There  were  very  active  carotid  pulsations. 
The  left  anterior  chest  was  prominent.  The  heart 
was  markedly  enlarged.  (Fig.  1.)  A systolic  thrill 


Fig.  1 — Pre-operative  status  of  patient. 


was  palpable  over  the  entire  precordium  and  a 
continuous  thrill  could  be  felt  over  the  left  second 
intercostal  space.  There  was  a grade  four,  harsh, 
systolic  murmur  over  the  entire  precordium  with 
a continuous  murmur  heard  in  the  left  second 
intercostal  space,  loudest  in  systole.  Below  this 
was  heard  another  to  and  fro  murmur  of  slightly 
different  quality.  Fluoroscopy  revealed  a very 
large  heart,  a large  pulmonary  conus  and  moderate 
enlargement  of  all  chambers.  The  vascular  mark- 
ings in  the  lungs  were  prominent. 

The  correct  diagnosis  was  made  by  Doctor  B.  M. 
Overholt  of  the  Acuff  Clinic  and  the  patient  re- 
ferred for  surgery.  At  operation  on  July  22,  1952, 
a tremendous  ductus  was  exposed.  The  anomalous 
vessel  was  thin,  short,  and  measured  2 cm.  across. 


Division  of  the  ductus  was  accomplished  according 
to  the  method  herein  described.  The  post-opera- 
tive course  of  this  patient  was  uneventful.  There 
has  been  complete  disappearance  of  murmurs  ex- 
cept for  a grade  two  systolic  murmur  in  the  left 
fourth  intercostal  space.  Since  surgery  the  patient 
has  had  complete  recovery  and  now  enjoys  unre- 
stricted activities.  The  exercise  tolerance  is  nor- 
mal. A marked  decrease  in  size  of  the  cardiac 
silhouette  has  occurred.  (Fig.  2.) 


F;  . 2 — Note  marked  decrease  in  heart  size  three 
months  after  operation. 


The  residual  findings  are  consistent  with  a 
diagnosis  of  ventricular  septal  defect. 

Other  lesions  which  we  have  encountered 
in  combination  with  a patent  ductus  consist 
of:  (1)  congenital  cataracts  in  a seven  year 
old  girl;  (2)  congenital  absence  of  the  peri- 
cardium (partial)  in  a nineteen  year  old 
boy;  (3)  tricuspid  atresia  in  a six  year  old 
girl;  (4)  severe  hypertension  and  success- 
fully treated  subacute  bacterial  endocardi- 
tis in  a forty-four  year  old  female.  This 
latter  patient  has  been  under  observation 
for  three  years,  is  still  living,  and  has  refused 
surgery.  We  are  inclined  to  accept  this  re- 
fusal with  graciousness  and  thanksgiving. 

In  addition  there  are  certain  lesions  which 
mimic  the  patent  ductus  arteriosus. 

(1)  A congenital  aortic  septal  defect  may 
duplicate  all  the  classical  findings  of  a patent 
ductus  arteriosus  including  the  “machinery 
murmur.”  Indeed  the  diagnosis  is  most  of- 
ten made  at  surgery  when  the  preoperative 
diagnosis  of  patent  ductus  arteriosus  has 
been  made.  In  such  an  instance  exploration 


June,  1953 


PATENT  DUCTUS  ARTERIOSUS — Swann,  Lomasney,  Acker 


207 


reveals  a thrill  near  the  base  or  origin  of  the 
pulmonary  artery  which  can  be  obliterated 
by  digital  pressure.  The  ductus  is  found 
obliterated.  There  have  been  recent  reports 
of  successful  surgical  treatment  of  this 
anomaly.6’7 

(2)  An  acquired  aortic-pulmonary  artery 
communication  due  to  rupture  of  an  aneui’- 
ysm  of  the  sinus  of  Valsalva  will  give  a sim- 
ilar picture.  We  have  encountered  one  such 
patient  and  another  has  been  reported  by 
Holman  et  al.8 

Case  Report.  A.C.,  a 41  year  old  white  male, 
had  been  healthy  and  worked  daily  until  the  onset 
of  his  present  illness.  He  had  previously  been 
rejected  for  military  service  because  of  an  asymp- 
tomatic cardiac  murmur.  Four  months  prior  to 
his  final  hospital  admission  this  patient  rather  sud- 
denly developed  marked  exertional  dyspnea  and 
orthopnea  followed  by  ascites  and  dependent  ede- 
ma. He  was  treated  by  the  usual  cardiac  meas- 
ures without  complete  disappearance  of  his  edema. 

He  was  sent  home  after  two  weeks  hospitaliza- 
tion but  again  developed  marked  congestive  heart 
failure. 

At  the  final  hospital  admission  on  January  25, 
1952,  a very  loud,  continuous  murmur  was  heard 
over  the  entire  precordium,  loudest  in  the  left 
third  intercostal  space.  The  murmur  was  accom- 
panied by  a systolic  thrill.  Other  positive  findings 
were,  blood  pressure  120/40,  moist  rales  in  both 
lungs,  a liver  enlarged  four  fingers  below  the  right 
costal  margin,  ascites,  and  four  plus  dependent 
edema.  X-ray  of  the  chest  showed  moderate  in- 
crease in  the  transverse  diameter  of  the  heart 
with  a large  pulmonary  conus.  The  electrocardio- 
gram revealed  left  axis  deviation. 

On  February  18,  1952,  exploratory  operation  was 
undertaken  with  a preoperative  diagnosis  of  pat- 
ent ductus  plus  an  associated  lesion.  No  patent 
ductus  arteriosus  was  found.  There  was  a systolic 
thrill  located  at  the  base  of  the  pulmonary  artery. 
This  thrill  was  not  obliterated  by  digital  pressure 
in  the  area  between  the  aorta  and  pulmonary  ar- 
tery at  their  origins.  In  view  of  this  we  felt  that 
we  were  dealing  with  an  aneurysm  of  the  sinus  of 
Valsalva  which  had  ruptured  into  the  pulmonary 
artery.  Because  of  the  extremely  poor  condition 
of  the  patient  no  further  exploration  or  attempts 
at  corrective  measures  were  undertaken. 

Postoperatively  the  patient’s  course  was  stead- 
ily down  hill  and  he  expired  on  February  27, 
1952.  Post  mortem  examination  revealed  a high 
interventricular  septal  defect  immediately  below 
an  aneurysm  of  the  sinus  of  Valsalva  which  had 
ruptured  into  the  right  ventricle. 

The  gross  description  by  Dr.  George  Mahon, 
Pathologist  to  Saint  Mary’s  Memorial  Hospital, 
follows.  “There  is  no  lumen  in  the  ductus  arteri- 
osus. There  is  an  anomaly  of  the  vessels  arising 
from  the  arch  of  the  aorta  in  that  there  is  a very 


short  innominate  artery  and  the  left  common 
carotid  artery  arises  from  the  innominate  arterial 
trunk.  The  aorta  and  great  vessels  are  otherwise 
normal.  The  wall  of  the  anterior  aortic  sinus 
(from  which  the  right  coronary  artery  arises) 
shows  an  aneurysmal  sac  measuring  2 cm.  deep  x 
1.5  cm.  in  diameter.  This  sac  has  a very  thin 
wall,  like  tissue  paper,  projects  into  the  right 
ventricle  just  below  the  pulmonic  valve  ring,  and 
presents  numerous  openings  1-3  mm.  in  diameter. 
There  is  also  a high  interventricular  septal  defect 
1.5  cm.  in  one  diameter  x 5-7  mm.  in  the  other 
diameter.  This  interventricular  defect  lies  imme- 
diately beneath  the  aneurysmal  sac  involving  the 
anterior  aortic  sinus.  The  foramen  ovale  is  ana- 
tomically closed.  The  right  auricle  and  ventricle 
are  dilated  and  hypertrophied.  The  wall  of  the 
right  ventricle  in  its  dilated  state  measures  1 cm. 
in  thickness.  The  tricuspid  and  pulmonic  valves 
are  normal.  The  left  auricle  and  ventricle  are 
likewise  dilated  and  hypertrophied.  The  wall  of 
the  left  ventricle  measures  2 cm.  thick.  The  mitral 
valve  is  normal  and  the  aortic  valve  is  normal 
except  for  the  aneurysm  of  the  anterior  sinus  as 
described.  The  heart  weighs  700  grams.” 

Treatment:  Operative  Procedure 

The  large  operative  series  of  Gross0  in 
which  the  ductus  is  routinely  divided  be- 
tween clamps  leaves  little  or  no  room  for 
improvement  in  mortality  statistics  and  re- 
sults. The  suture-ligation  technique  de- 
scribed by  Blalock10  is  equally  effective  and 
is  probably  less  dangerous  in  the  hands  of 
most  operators. 

The  technique  described  by  Conklin  and 
Watkins11  utilizing  the  Potts-Smith-Gibson 
clamp  for  occlusion  of  the  aortic  terminus 
of  the  ductus  has  appealed  to  us  as  the  safest 
procedure  of  all  in  the  hands  of  the  occa- 
sional ductus  operator. 

Most  unmanageable  operative  hemor- 
rhages have  probably  occurred  during  dis- 
section of  a broad,  thin-walled  ductus,  espe- 
cially during  dissection  of  its  posterior  as- 
pect. 

If  bleeding  should  occur  before  the  ductus 
has  been  adequately  exposed  and  with  con- 
trol or  neither  end  accomplished,  certainly 
a formidable  hemorrhage,  difficult  or  impos- 
sible to  manage,  might  be  expected. 

We  prefer  to  mobilize  the  aorta,  expose 
the  aortic  terminus  of  the  ductus  and  oc- 
clude this  with  the  Potts  clamp.12  Then  with 
sure  control  of  the  major  possible  source  of 
dangerous  hemorrhage  we  are  able  to  com- 
plete the  circumferential  exposure  of  the 
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entire  ductus  with  considerably  more  confi- 
dence, safety,  and  aplomb.  (Fig.  3.) 


jAo'chc  terminus  of  ductus 

occluded  by  Potts  clamp 

Fig.  3— Clamp  in  place,  anterior  aspect. 


It  is  possible  to  dissect  the  posterior  sur- 
face of  the  ductus  under  direct  vision.  (Fig. 
4.)  After  complete  exposure  is  obtained  the 


Fig.  4— Aorta  rotated  to  allow  posterior  dissection 
under  direct  vision. 

ductus  is  ligated  as  near  the  pulmonary 
artery  as  possible  and  divided  with  the 
knife  near  the  aorta.  A transfixation  suture 
is  placed  near  the  pulmonary  artery  to 
insure  against  slipping  of  the  tie.  The  aortic 
opening  is  then  closed  with  a continuous 
suture  of  arterial  silk.  (Fig.  5.)  The  second 
cause  of  dangerous  hemorrhage — slipping  of 
clamps  placed  on  the  ductus— is  likewise 
eliminated  by  this  technique.1 

The  long  ductus  of  small  caliber  is  no 
problem  by  any  operative  method.  The 
broad,  short  ductus  is  a formidable  surgical 
problem.  It  is  particularly  for  the  latter 
that  one  must  seek  out  the  safest  method 


Fig.  5 — The  divided  ductus  is  shown.  Aortic  open- 
ing is  closed  with  a continuous  suture. 

available  and  we  have  used  the  above  de- 
scribed technique  for  these  cases.  We  pre- 
fer to  handle  the  ordinary  ductus  by  the 
suture-ligation  technique  of  Blalock. 

Our  small  series  of  seventeen  operated 
cases  has  been  without  mortality.  The  only 
complication  encountered  has  been  one  tem- 
porary recurrent  laryngeal  nerve  palsy. 

Summary 

The  clinical  findings  in  patent  ductus 
arteriosus  are  reviewed  and  summarized. 
Modification  of  the  typical  picture  by  an 
associated  lesion  is  described  and  a case  pre- 
sented. Certain  lesions  that  may  mimic  the 
clinical  picture  of  patent  ductus  are  de- 
scribed and  an  illustrative  case  is  reported. 
One  method  of  operative  treatment  is  de- 
scribed and  seventeen  successfully  treated 
patients  are  reported. 
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Discussion 

DR.  CHARLES  B.  OLIM  (Memphis)— Dr.  Swann 
has  given  us  an  interesting  and  comprehensive 
approach  to  the  problem  of  patent  ductus  arteri- 
osus. 

As  he  has  pointed  out,  the  diagnosis  of  patent 
ductus  is  ordinarily  relatively  simple,  there  being 
a continuous  murmur  and  thrill  in  the  second  left 
intercostal  space  which  is  pathognomonic  of  the 
condition.  There  are  instances,  however,  where 
the  typical  murmur  is  not  present  and  the  config- 
uration of  the  heart  on  fluoroscopy  and  X-ray  does 


not  conform  to  the  classical  pattern.  In  these 
cases  the  phonocardiogram  may  be  used  to  record 
a tracing  of  the  cardiac  murmur.  At  times  a dias- 
tolic murmur  may  be  seen  on  the  tracing  when  it 
is  too  faint  to  be  heard  with  certainty.  One  may 
resort  to  aortography  for  further  assistance  in  the 
obscure  cases.  A retrograde  injection  of  diodrast 
down  the  aorta  via  the  left  common  carotid  artery, 
using  a large  calibre  needle,  or  polythene  catheter 
passed  through  a needle  directly  into  the  aorta, 
will  frequently  outline  the  ductus  on  an  X-ray 
film.  We  have  had  the  experience,  however,  where 
diodrast  failed  to  demonstrate  the  ductus,  and  the 
structure  was  later  found  to  be  present  at  opera- 
tion. One  should  not  rely  completely  on  such  ro- 
entgenographic  evidence  if  the  examination  is 
negative. 

We  believe  as  Dr.  Swann,  that  the  average  duc- 
tus arteriosus,  in  the  child,  can  be  safely  obliter- 
ated by  the  multiple  suture-ligation  technique  ap- 
plying five  ligatures  to  the  ductus.  In  our  hands 
this  technique  has  been  carried  out  approximately 
thirty  times  without  a single  recurrence.  Since 
the  ductus,  in  most  cases,  is  a very  short  struc- 
ture, we  prefer  the  above  technique  in  young 
children.  In  older  children  and  adults  we  believe 
that  division  and  suture  is  the  procedure  of  choice. 
The  brittle  nature  of  the  ductus  in  older  patients 
makes  ligation  more  hazardous.  An  aortic  encir- 
cling clamp  of  the  Potts  type  can  be  utilized  to 
occlude  the  ductus  and  it  greatly  increases  the 
safety  of  division. 

It  has  been  a pleasure  to  hear  Dr.  Swann’s  paper 
and  to  have  the  privilege  of  discussing  it. 
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The  author  calls  attention  to  the  problem  of  enlargements  of  the 
male  breast,  their  diagnosis  and  management. 


GYNECOMASTIA* 

JOHN  G.  RIDDLER,  M.D.,  Jackson,  Tenn. 

Should  all  tumors  of  the  male  breast  be 
removed? 

Nodular  masses  in  the  male  breast  are 
encountered  rather  frequently  and  cause 
considerable  concern  to  patients  as  well  as  to 
physicians.  At  the  Jackson  Clinic,  17  breast 
tumors  in  males  have  been  seen  during  the 
last  two  and  one-half  years.  The  diagnosis 
of  adenocarcinoma  was  made  in  two  in- 
stances and  the  remainder  were  examples 
of  gynecomastia.  The  ages  of  the  12  pa- 
tients with  gynecomastia  ranged  from  12  to 
63  years.  Hypertrophy  of  the  breast  was 
unilateral  in  nine  and  bilateral  in  three  of 
these  patients.  One  twelve  year  old  boy 
presented  bilateral  cryptorchidism,  other- 
wise there  was  no  associated  disease  in  the 
entire  group. 

Although  this  series  is  admittedly  small 
and  no  startling  conclusions  have  been 
reached,  I think  it  is  worthwhile  to  briefly 
review  the  subject  and  present  our  attitude 
toward  the  problem  of  gynecomastia. 

Etiology 

Even  though  large  numbers  of  cases  of 
gynecomastia  have  been  studied,  the  etiol- 
ogy is  still  disputed.  The  common  denomi- 
nator seems  to  be  an  altered  estrogen-andro- 
gen ratio  or  an  abnormal  reaction  of  the 
body  to  normal  levels  of  sex  hormones. 
Hypertrophy  of  male  breasts  is  seen  in  var- 
ious diseases  some  of  which  are  as  follows: 

1.  Disease  of  testis — atrophic  changes  re- 
sulting from  mumps,  injury,  tuberculosis 
and  the  Klinefelter-Reifenstein-Albright 
syndrome;  tumors  such  as  teratoma  and  in- 
terstitial cell. 

2.  Diseases  of  adrenal  cortex — hyperpla- 
sia; tumors  both  benign  and  malignant. 

3.  Disease  of  liver — homologous  serum 
jaundice,  cirrhosis,  primary  liver  cell  carci- 
noma. 

4.  Miscellaneous  diseases — hypernephro- 
ma of  kidney;  leprosy;  leukemia;  tumor  of 


" From  the  Jackson  Clinic,  Jackson,  Tenn. 


thymus;  carcinoma  of  thyroid  gland;  and 
thyrotoxicocis  with  liver  damage.  Gyneco- 
mastia has  been  associated  with  tumors  of 
the  hypothalamus  and  with  hypothalamic 
stimulation  from  amphetamine.  Treatment 
of  prostatic  carcinoma  with  estrogenic  sub- 
stances often  produces  hypertrophy  of 
breast  tissue. 

By  far  the  largest  number  of  patients  with 
gynecomastia,  however,  are  those  who  have 
no  associated  disease  and  it  is  with  this 
group  that  we  are  particularly  concerned. 
Greene,1  Jung  and  Shafton2  believe  that 
hypertrophy  of  the  breast  begins  most  com- 
monly during  puberty  because  of  the  influ- 
ence of  testosterone.  This  is  probably  cor- 
rect. However,  during  World  War  II  many 
cases  were  reported  in  which  gynecomastia 
first  appeared  many  years  after  puberty. 

In  the  great  majority  of  cases  gynecomas- 
tia is  unilateral.  This  fact  is  difficult  to  ex- 
plain if  one  accepts  an  altered  estrogen- 
androgen  ratio  as  the  etiological  agent.  The 
most  commonly  accepted  theory  is  that  the 
hypertrophied  breast  is  the  more  sensitive 
to  circulating  hormones. 

Diagnosis 

Bilateral  enlargement  of  male  breasts  in 
patients  of  all  ages  can  be  safely  considered 
as  gynecomastia.  Its  discovery  should  lead 
the  physician  to  suspect  associated  organic 
disease  rather  than  to  immediately  proceed 
with  local  treatment  of  the  enlarged  breasts. 
Unilateral  subareolar  nodularity  in  an  ado- 
lescent male  is  most  likely  gynecomastia 
but  other  lesions  such  as  papilloma,  fibro- 
adenoma, cysts,  etc.,  must  be  considered. 
There  is  one  case  recorded  by  Blodgett  of 
carcinoma  occurring  in  a twelve  year  old 
boy.  Unilateral  enlargement  in  adult  males 
is  usually  gynecomastia  but  neoplasms  are 
common  enough  to  justify  careful  consider- 
ation. 

Simple  glandular  hypertrophy  of  the 
breast  in  the  adult  is  often  poorly  demar- 
cated and  is  not  localized  to  subareolar  tis- 
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sue  as  in  the  adolescent.  Since  early  carci- 
noma presents  similar  characteristics  and 
metastases  occur  early,  the  diagnosis  of 
gynecomastia  must  be  made  with  caution. 
In  two  of  our  patients,  aged  26  and  57,  the 
tumor  was  very  suggestive  of  carcinoma  and 
microscopic  examination  was  required  to 
establish  the  diagnosis  of  gynecomastia. 

Treatment 

Some  authors  believe  that  gynecomastia 
will  spontaneously  disappear  in  the  majority 
of  instances,  while  others  maintain  that  no 
retrogression  will  occur.  Karsner3  believes 
that  focal  involution  is  common  but  com- 
plete involution  is  rare.  Androgen  therapy 
has  been  used  frequently  but  is  generally 
regarded  as  ineffective  if  there  is  no  other 
evidence  of  endocrine  deficiency.4'5,6  X-ray 
treatment  has  been  used  but  is  generally 
unsatisfactory. 

Most  patients  exhibiting  gynecomastia, 
either  unilateral  or  bilateral,  are  self-con- 
scious and  often  suffer  considerable  psycho- 
logical damage.  Three  of  our  younger  pa- 
tients were  reluctant  to  remove  their  clothes 
in  the  presence  of  other  students.  In  many 
reported  instances  among  military  personnel 
ridicule  from  other  soldiers  forced  the  pa- 
tient to  seek  medical  consultation.  In  addi- 
tion to  this  psychological  aspect  many  of 
these  men  reported  constant  discomfort  from 
pressure  over  the  affected  breast. 

Bilateral  asymptomatic  hypertrophy  dur- 
ing adolescence  should  be  observed  for  a 
year  to  see  if  involution  will  occur.  If  the 
swelling  persists  after  one  year,  excision 
with  preservation  of  the  nipple  is  advisable. 
If  the  enlargement  causes  undue  discomfort 


of  if  the  patient  is  overly  self-conscious,  the 
hypertrophied  tissue  should  be  excised  when 
the  patient  is  first  seen.  Unilateral  enlarge- 
ment during  puberty  should  be  treated  sim- 
ilarly unless  the  physical  characteristics  of 
the  swelling  suggests  another  lesion.  In 
such  an  instance,  surgical  removal  and  mi- 
croscopical examination  should  not  be  de- 
layed. 

In  the  adult  male  bilateral  asymptomatic 
enlargement  can  be  safely  observed  for  a 
year  and  if  involution  has  not  occurred,  the 
lesions  should  be  excised.  If  the  breasts  are 
tender  or  if  the  patient  is  self-conscious  sur- 
gical removal  is  indicated.  Unilateral  breast 
tumors  in  adult  males  are  usually  instances 
of  gynecomastia  but  because  of  the  possibil- 
ity of  neoplasms  all  should  be  excised  and 
submitted  for  microscopical  study  when  the 
patient  is  first  seen. 

Summary 

Fifteen  instances  of  gynecomastia  occur- 
ring in  twelve  patients  are  presented  with  a 
brief  discussion  of  the  etiology,  diagnosis 
and  treatment. 
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CASE  REPORT 

Mixed  Tumor  of  Hypopharynx  with 
Malignant  Changes  and  Distant 
Metastasis* 

Herbert  Duncan,  M.D.,  Nashville,  Tenn. 

This  case  is  presented  for  several  reasons. 
First  is  the  unusual  location  of  the  tumor 
and  the  more  unusual  metastasis.  Then 
the  occasion  was  offered  for  following  the 
case  rather  closely  for  a long  period  of 
time.  Finally  there  is  the  opportunity  for 
discussing  the  treatment  of  the  case,  both 
pro  and  con.  The  definition  of  a mixed 
tumor  is  taken  from  Ewing’s  Textbook  of 
Neoplastic  Disease  as  follows,- — “a  complex 
embryonal  tumor  of  local  origin,  which  re- 
produces the  normal  development  of  the 
tissues  and  organs  of  the  affected  part.  It 
is  a complex  structure  usually  presenting 
epithelial  elements  in  the  form  of  cell 
strands  alveoli  or  diffuse  masses,  and  meso- 
blastic  tissues  as  cartilage,  mucous  tissue 
and  cellular  connective  tissue.  Any  of  these 
elements  may  predominate.” 

There  are  three  theories  of  the  origin  of 
a mixed  tumor.  These  are  as  follows: 

(1)  From  acini  and  ducts  of  the  glands. 

(2)  Embryonal  portions  of  gland  tissue 
which  are  misplaced. 

(3)  Bracheal  remnants. 

The  tumor  may  occur  at  any  age  but  are 
most  usual  in  the  20-40  year  group.  Only 
about  10  per  cent  become  malignant.  Usual- 
ly they  only  become  malignant  after  sur- 
gery or  other  treatment.  They  spread  most 
frequently  by  local  extension.  Local  recur- 
rence occurs  in  some  50  per  cent  of  cases, 
due  to  inadequate  removal.  The  tumors  are 
resistant  to  radiation.  The  only  recom- 
mended surgery  is  complete  and  wide  exci- 
sion. After  malignant  changes  or  metasta- 
sis occur  there  may  be  some  response  to 
radiation  but  not  a definite  cure.  This  is 
illustrated  in  this  case  and  slides  of  the  lung 
fields  will  show  this. 

Case  Report 

J.  M.  C.,  colored  male,  35  years  of  age,  was  first 
seen  January  21,  1944,  at  the  Nashville  General 

sRead  before  the  Annual  Meeting  of  the  Tennes- 
see Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. April  13,  1953,  Memphis. 


Hospital  with  the  chief  complaint  of  hoarseness 
and  dyspnea.  He  has  had  increasing  hoarseness 
for  the  past  five  years  and  recently  he  has  had 
some  shortness  of  breath  on  exertion.  He  was 
admitted  to  the  hospital  for  study. 

The  past  history  was  essentially  negative.  He 
had  always  been  in  good  health  and  able  to  do 
hard  work.  There  was  no  family  history  of  tuber- 
culosis or  cancer. 

Examination.  The  voice  was  coarse  and  hoarse. 
The  anterior  cervical  nodes  were  palpable  but  not 
large.  The  rest  of  the  examination  was  essentially 
negative  except  for  the  hypopharynx. 

Here  there  was  a mass  which  arose  from  the 
base  of  the  epiglottis  and  right  pyriform  sinus.  The 
larynx  itself  was  not  involved  in  the  growth.  The 
cords  moved  normally  and  the  interior  of  the 
larynx  was  normal. 

Special  Studies.  All  were  essentially  normal. 
The  chest  film  was  negative.  X-ray  film  of  the 
larynx  showed  a soft  tissue  mass  in  the  larynx. 
There  was  probably  a small  amount  of  calcification 
in  the  posterior  portion,  and  there  was  a slight 
pressure  on  the  esophagus. 

Course  in  Hospital.  At  laryngoscopy,  under  local 
anesthesia,  biopsies  were  taken.  Tracheotomy 
was  necessitated  by  respiratory  distress  18  hours 
later.  The  biopsy  was  diagnosed  as  metaplasia  of 
laryngeal  epithelium  with  probable  early  malig- 
nant change. 

On  February  1,  1944,  a laryngofissure  was  done 
with  partial  excision  of  the  tumor  mass.  The 
tumor  was  attached  on  the  right  side  of  the  hypo- 
pharynx and  displaced  the  larynx  to  the  left.  The 
tumor  was  enucleated  as  well  as  possible  and  some 
of  the  underlying  tissue  was  also  excised.  This 
was  sutured  and  the  larynx  closed.  The  post- 
operative course  was  good. 

The  diagnosis  was  a mixed  tumor,  relatively 
benign  but  it  is  noted  that  the  capsule  showed  in- 
vasion by  masses  of  tumor  cells. 

Subsequent  Course.  The  patient  did  well  and 
was  followed  in  the  out-patint  clinic.  (I  first  saw 
the  patient  on  October  15,  1944.)  He  had  done  well 
and  there  were  no  signs  of  recurrences. 

Laryngoscopy  was  done  on  April  14,  1945,  one 
year  post-operatively,  and  no  tumor  was  found. 
He  was  followed  through  1945  without  recur- 
rences. 

On  January  27,  1946,  two  years  after  the  opera- 
tion, there  was  a mass  in  the  upper  end  of  the 
scar  on  the  neck.  This  was  excised  and  proved  to 
be  a tumor  mass  similar  to  the  original  growth. 
On  the  basis  of  metastasis  being  more  radiosen- 
sitive than  the  original  tumor,  superficial  X-ray 
was  given  to  the  area  of  the  scar. 

Laryngeal  examination  on  April  11,  1946,  by  the 
indirect  method  showed  a recurrence  at  the  site 
of  the  excision  in  the  hypopharynx.  The  patient 
was  not  hoarse  and  felt  good.  The  tumor  mass  was 
covered  with  intact  mucous  membrane.  Laryn- 
goscopy was  advised  but  the  patient  did  not  return 
until  September  when  he  had  several  nodules  in 
the  scar  in  the  neck  and  lateral  to  it.  X-ray  film  of 
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the  larynx  showed  a soft  tissue  mass  in  front  of 
the  larynx. 

The  patient  was  not  seen  for  the  next  two  years 
but  returned  on  September  10,  1948.  Laryngo- 
scopy was  done  and  a large  tumor  mass  was  seen 
in  its  former  location.  It  still  did  not  involve  the 
larynx  directly.  Biopsies  were  taken  with  diffi- 
culty as  the  mass  was  very  hard.  These  showed 
only  inflammatory  changes.  On  September  14 
the  masses  in  the  neck  were  removed  as  they  had 
begun  to  make  pressure  on  the  thyroid  cartilage 
and  had  increased  the  dyspnea.  A total  laryn- 
gectomy with  disection  of  the  neck  was  advised  but 
was  refused.  The  tumor  masses  removed  were 
diagnosed  as  before  with  the  following  notations. 
“The  mitotic  figures  indicate  fairly  rapid  growth 
of  the  tumor.  The  general  histological  appearance 
of  this  recurrence  probably  indicates  that  the 
tumor  is  undergoing  a malignant  change.  Certain- 
ly additional  recurrence  is  to  be  expected.” 

The  patient  was  advised  to  report  in  one  month 
for  the  operation  of  laryngectomy  and  pharyn- 
gotomy,  but  he  did  not  return  until  January  17, 
1949,  four  months  later.  There  were  no  local 
recurrences  on  the  neck  at  this  time.  However, 
an  X-ray  film  showed  metastasis  to  the  lung  and 
so  no  further  surgery  was  considered.  He  was 
followed  at  monthly  intervals  with  chest  films 
which  showed  enlargement  of  the  lung  masses. 

On  May  30,  1950,  he  returned  because  of  a nod- 
ule in  the  neck.  This  was  biopsied  and  the  report 
was  as  before  but  the  tumor  was  more  malignant 
in  appearance.  Merely  to  see  if  the  lung  metas- 
tasis would  respond  to  X-ray  therapy,  he  was 
given  deep  irradiation  to  the  right  lung  field  of 
3,400  R — posteriorily  and  3,600  anteriorly.  The 


left  lung  was  not  treated  being  left  as  a control 
for  comparison. 

The  chest  film  of  October  18,  1953,  showed  an 
enlargement  of  the  mass  in  the  left  lung  but  the 
right  lung  was  almost  clear.  He  was  then  given 
similar  treatment  to  the  left  lung.  The  nodules 
had  increased  in  the  neck.  Following  X-ray 
therapy  to  the  left  lung,  the  right  lung  almost 
cleared  and  the  masses  in  the  left  lung  showed 
some  shrinkage  but  not  as  much  as  on  the  right 
side. 

Since  then  the  masses  have  recurred  in  both 
lungs.  Many  nodules  have  appeared  in  the  neck. 
The  mass  in  the  hypopharynx  has  increased  in 
size.  The  patient  is  having  more  dyspnea  but  no 
difficulty  in  swallowing.  He  has  maintained  his 
weight  during  the  past  two  years  but  is  unable  to 
do  any  work.  He  is  now  on  narcotics  for  the  first 
time. 

Summary  and  Conclusions 

A case  has  been  reported  of  a mixed  tu- 
mor in  an  unusual  location,  becoming  ma- 
lignant with  distant  metastasis.  This  rep- 
resents a rather  rare  circumstance. 

Pulmonary  metastasis  responded  well  to 
deep  X-ray  therapy  but  with  only  recur- 
rence. 

Tumors  of  this  type  should  have  radical 
surgery,  as  total  laryngectomy  and  pharyn- 
gotomy.  X-ray  therapy  is  of  little  benefit 
and  should  not  be  used  as  the  primary  treat- 
ment. 
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In  a recent  issue  of  the  Journal,  in  this  section,  there  appeared  a dis- 
cussion of  small  skin  lesions  and  their  surgical  excision.  This  was  the 
presentation  of  the  surgeon  s viewpoint.  Since  several  dermatolo- 
gists take  issue  with  this  as  an  over-all  viewpoint,  it  seems  best  that 
their  thinking  also  should  be  heard. 

THE  RATIONAL  TREATMENT  OF  SMALL  SKIN  TUMORS 

CLARENCE  SHAW,  M.D.,  Chattanooga,  Tenn. 


In  the  March  issue  of  this  Journal  there 
appeared  an  article  which  recommended 
that  complete  surgical  excision  was  the 
treatment  of  choice  for  all  small  skin  lesions. 
It  is  the  purpose  of  this  contribution  to  elab- 
orate briefly  on  the  premise  that  there  are  a 
variety  of  procedures  at  the  disposal  of  the 
physician,  all  of  which  may  be  safely  used 
in  their  px-oper  place.  This  implies  that  the 
physician  must  possess  sufficient  diagnostic 
acumen  to  differentiate  clinically  such  com- 
mon lesions  as  warts,  benign  papillomata, 
seborrhoeic  and  senile  keratoses,  cellular 
and  junction  nevi,  sebaceous  cysts  and  basal 
or  squamous  cell  carcinomas.  Obviously,  no 
one.  general  practitioner  or  dermatologist, 
will  invariably  be  able  to  make  a correct 
diagnosis  based  on  what  he  sees  on  the  skin. 
Therefore,  when  in  doubt,  a biopsy  is  cer- 
tainly indicated.  Furthermore,  in  such  ques- 
tionable situations,  where  the  lesion  is  small, 
the  entire  growth  can  be  excised  as  easily 
as  part  of  it,  thus  obviating  the  necessity 
for  a double  operation. 

It  is  to  be  expected  that  dermatologists,  by 
virtue  of  their  special  training  and  experi- 
ence, are  best  qualified  to  differentiate  clin- 
ically, the  nature  of  skin  lesions.  In  a recent 
survey  of  the  experience  of  these  specialists 
in  their  treatment  of  over  a million  and  a 
half  pigmented  nevi,  a number  of  interesting 
facts  were  disclosed.  A large  majority  used 
electrodesiccation  as  their  treatment  of 
choice  whereas  very  few  routinely  excised 
nevi.  Although  dermatologists  themselves 
occasionally  make  a mistake  in  their  clinical 
evaluation  of  nevi,  it  certainly  happens  very 
seldom  (0.00001%). 

Should  there  be  no  question  regarding  the 
benign  character  of  a nevus,  a non-surgical 


approach  is  entirely  adequate.  Under  local 
anesthesia,  the  portion  of  the  nevus  project- 
ing above  the  surface  of  the  skin  may  be 
cut  off  level  with  the  skin  surface  with  scis- 
sors or  a scalpel,  following  which,  light 
sparking  of  the  base  to  control  hemorrhage 
and  smooth  the  cut  surface  is  sufficient.  On 
the  face,  no  dressing  is  necessary.  Such  a 
procedure  is  not  sufficient  for  junction  nevi 
which  should  be  excised  in  toto. 

Certainly  common  warts  may  be  safely 
destroyed  with  the  electric  needle  but  it  is 
advisable  to  thoroughly  curette  the  base  in 
order  to  remove  all  portions  of  the  wart.  In 
special  locations  such  as  around  and  under 
the  finger  nails  and  on  the  soles  of  the  feet, 
other  attacks  are  preferable.  Freezing  with 
liquid  oxygen,  X-ray  therapy,  or  local  appli- 
cation of  keratolytics  and  desiccants  are 
more  likely  to  give  a favorable  result.  It  is 
very  seldom,  indeed,  that  surgical  excision 
of  a common  wart  is  recommended. 

A similar  approach  is  safe  for  papillomata, 
seborrhoeic  and  senile  keratoses.  In  the 
case  of  the  last  disorder,  very  thorough  de- 
struction with  the  electric  needle  is  indicat- 
ed, since  these  are  precancerous  lesions. 
Early  senile  keratoses  can  be  easily  de- 
stroyed with  the  local  application  for  12  to 
15  seconds  of  dry  ice. 

Sebaceous  cysts  may  be  cut  out  with  good 
results,  particularly  where  there  has  been 
no  secondary  infection.  However,  there  are 
other  methods  which  are  entirely  satisfac- 
tory. With  the  electric  needle,  a small  area 
over  the  center  of  the  cyst  can  be  desiccated 
which  creates  a persistent,  artificial,  drain- 
age opening.  Within  a week  or  two,  the  en- 
capsulated material  will  drain  out  leaving  a 
very  insignificant  pit  scar.  Another  ap- 
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proach  is  to  make  a small  incision,  express 
the  contents  and  insert  a small  piece  of 
crystalline  silver  nitrate  (Lunar  caustic). 
This  destroys  the  sac  which  can  be  extracted 
in  one  piece  with  forceps  about  3 days  after 
the  operation. 

All  carcinomas  of  the  skin  must  be  indi- 
vidualized, and  if  there  is  any  doubt  about 
the  diagnosis  a biopsy  should  be  performed. 
Very  early,  small,  basal  cell  carcinomas  may 
be  curetted  and  the  base  thoroughly  des- 
iccated with  the  electric  needle.  Some,  by 
virtue  of  location,  such  as  the  neck,  may  well 
be  excised.  By  and  large,  irradiation  with 
either  radium  or  X-ray  therapy,  adminis- 
tered by  one  qualified  to  use  these  modalities 
will  effectively  handle  most  basal  cell  car- 
cinomas. Squamous  cell  carcinomas,  espe- 
cially those  that  occur  on  the  extremities, 


are  best  excised.  Small  ones  on  the  face  can 
usually  be  cleared  up  with  X-ray  or  radium. 

Thus  we  see  that  no  single  method  of 
treating  growth  on  the  skin  is  the  universal 
treatment  of  choice.  Nor  should  it  be  nec- 
essary to  routinely  remove  all  lesions  for 
pathologic  examination.  The  notion  that  all 
nevi  are  potentially  malignant  is  entirely 
without  foundation,  the  evidence  indicating 
that  very  rarely  is  such  the  case.  Indeed, 
most  dermatologists  feel  that  if  the  nevus 
proves  to  be  a malignant  melanoma,  it  had 
arrived  at  that  malignant  stage  before  the 
patient  consulted  the  physician  and  further- 
more any  therapeutic  approach  at  that  point 
is  unlikely  to  insure  success. 

A plea  is  therefore  made  for  carefully 
individualizing  every  lesion  both  from  the 
standpoint  of  diagnosis  and  treatment. 


Prophylaxis  of  Recurrences  of  Rheumatic  Fever 

with  Penicillin  Given  Orally.  Kohn,  Kate  H., 

Milzer,  A.,  MacLean,  Helen,  J.A.M.A.  151:347, 

1953. 

In  reporting  the  final  results  of  a five  year  study 
on  this  subject,  the  authors  have  reached  rather 
definite  conclusions  pointing  out  first  of  all,  that 
it  is  no  longer  necessary  to  justify  the  use  of  an 
agent  that  will  control  group  A hemolytic  strep- 
tococci in  the  prophylaxis  of  rheumatic  fever. 
Even  though  there  are  a few  investigators  who 
have  minimized  the  etiological  role  of  the 
hemolytic  streptococcus  it  remains  reasonable 
nonetheless  to  eliminate  this  factor.  It  is  agreed 
by  most  that  penicillin  is  the  antibiotic  of  choice, 
that  sulfonamide  drugs  may  exacebate  the 
symptoms  of  a mild  attack  of  rheumatic  fever 
and  indeed  the  sulfonamide  drugs  may  at  times 
appear  to  be  rheumatogenic.  The  advantage  of 
expense  relative  to  penicillin  versus  the  sulfona- 
mides is  negated  by  the  cost  of  frequent  examina- 
tions of  the  patient  and  the  medical  care  of  pos- 
sible complications.  Another  disadvantage  to 
sulfonamide  prophylaxis  is  the  finding  during 
World  War  II  in  military  populations  of  the  de- 
velopment of  resistant  group  A hemolytic  strepto- 
coccal strains  on  persons  receiving  small  doses 
of  sulfadiazine. 

At  the  time  of  the  reporting  of  this  article  there 
have  been  no  instances  of  the  development  of 
resistance  to  penicillin  by  group  A hemolytic 
streptococci  nor  did  the  authors  encounter  any 
when  using  one  week  courses  per  month  over  a 
period  of  five  years.  They  further  point  out  that 
using  penicillin  prophylactically  in  no  way  makes 


this  drug  unsuitable  for  treatment  use  in  the  event 
of  the  occurrence  of  subacute  bacterial  endo- 
carditis. The  authors  used  monthly  courses  of 
penicillin  rather  than  daily  administration  for 
reasons  which  to  them  seemed  safer  and  more 
practical  and  the  results  demonstrated  equal  ef- 
fectiveness. They  feel  that  the  interval  treatment 
lessens  the  incidents  of  reactions  and  likewise 
gives  the  gastro-intestinal  flora  an  opportunity 
to  return  to  normal. 

During  the  entire  five  years  of  the  study  ap- 
proximately fifty  per  cent  of  all  recurrences  oc- 
curred in  February  and  March  and  accordingly 
it  was  suggested  that  during  the  months  of  highest 
incidents  of  group  A hemolytic  streptococcal  in- 
fections in  each  locality  that  the  monthly  course 
of  seven  days  be  changed  to  semi-monthly  courses 
of  five  days  each.  The  daily  doses  used  by  the 
authors  was  approximately  800,000  units,  being 
given  either  as  250,000  unit  tablets  three  times  a 
day  or  500,000  unit  tablets  twice  a day.  The  use 
of  penicillin  troches  is  contraindicated.  Prophy- 
laxis is  recommended  through  puberty,  and  if  the 
rheumatic  child  is  exposed  to  concentrated  strep- 
tococcal infections  such  as  in  schools  or  in  the 
army,  until  the  age  of  25. 

As  a final  word  of  warning  it  is  pointed  out 
that  in  the  case  of  a rheumatic  child  the  condi- 
tion of  the  tonsils  should  be  carefully  evaluated 
because  large  reservoirs  of  infection  in  severely 
infected  tonsils  may  not  be  controlled  by  pen- 
icillin orally  in  prophylactic  doses.  (Abstracted 
for  the  Middle  Tennessee  Heart  Association. 
Summarized  by  J.  Lanier  Wyatt,  M.D.,  Nashville, 
Tennessee.) 
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Vanderbilt  University  Hospital* 

A 44  year  old  white  housewife  was  admitted  to 
the  Medical  Service  February  8,  1939,  in  a severe- 
ly, chronically  ill  state  complaining  of  diarrhea, 
weakness  and  weight  loss. 

History.  The  history  was  obtained  primarily 
from  the  patient’s  husband  and  son,  as  she  was  too 
sick  and  weak  to  give  an  adequate  story.  The  pa- 
tient was  described  as  a small,  active  and  ener- 
getic woman  who  considered  herself  to  be  in 
good  general  health  until  8 months  before  her 
admission  to  the  hospital. 

At  that  time  she  developed  a watery  diarrhea 
with  7-12  bowel  movements  daily.  The  diarrhea 
persisted  without  abdominal  cramps  or  tenesmus. 
No  blood  or  mucus  was  noticed  in  the  stools. 
Several  medications  failed  to  afford  any  relief. 
There  was  gradually  increasing  anorexia,  weak- 
ness and  weight  loss.  There  was  occasional 
nausea  and  vomiting.  Six  months  before  admis- 
sion she  developed  a red,  tender  rash  over  her 
ankles  and  the  dorsal  surfaces  of  her  hands  and 
feet.  The  skin  in  these  regions  became  thickened 
and  scaly.  She  consulted  her  physician  who  told 
her  that  she  had  low  blood  pressure  and  pellagra, 
and  prescribed  nicotinic  acid,  one  tablet  t.i.d., 
brewer’s  yeast,  and  instructed  her  to  eat  more 
fruits  and  meats.  She  took  the  medications  reg- 
ularly but  because  of  anorexia  did  not  increase 
her  food  intake.  The  skin  lesions  began  to  im- 
prove, leaving  brownish  areas. 

However,  the  diarrhea  persisted.  She  noticed 
slight  swelling  of  her  ankles.  There  was  pro- 
gressive weakness  and  loss  of  weight  and  during 
the  last  few  weeks  she  was  forced  to  spend  most 
of  her  time  in  bed.  For  several  weeks  before 
admission  she  complained  of  aching  pain  which 
seemed  to  be  in  her  bones.  It  was  noticed  that 
she  became  increasingly  pale,  and  red,  blotchy 
areas  appeared  on  the  back  of  her  hands.  During 
the  last  ten  days  before  admission  there  was  ex- 
treme weakness.  Over  the  period  of  her  illness, 
her  weight  dropped  from  100  pounds  to  60  pounds. 
Except  for  the  last  few  days  her  mind  was  clear. 
Apparently,  at  no  time  did  she  experience  paraes- 
thesias  or  localized  muscular  weakness.  There 
was  no  history  of  cough,  sputum,  hemoptysis, 
jaundice,  dyspnea  or  loss  of  blood.  She  was 
never  aware  of  blood  or  mucus  in  her  stools. 

Her  diet  before  the  onset  of  her  illness  con- 
sisted mostly  of  vegetables  with  a little  fruit 
and  milk  but  almost  no  meat.  For  several  years 
she  had  noticed  a papular  lesion  at  the  inner 
canthus  of  the  left  eye  which  in  recent  months 

From  the  Department  of  Medicine  and  Pathol- 
ogy, Vanderbilt  University  School  of  Medicine 
and  Vanderbilt  University  Hospital,  Nashville, 
Tennessee. 


became  ulcerated.  She  had  had  typhoid  fever 
at  the  age  of  20.  There  was  no  history  of  syphilis 
or  tuberculosis. 

Examination.  On  admission  to  the  hospital  she 
was  described  as  cachectic,  extremely  weak  and 
appeared  severely  and  chronically  ill.  There  was 
marked  pallor.  No  dyspnea,  cyanosis  or  jaundice 
were  present.  T.  100.4,  P.  120,  R.  24,  B.P.  50/35. 
The  skin  was  dry  and  scaling  and  appeared  slight- 
ly thickened  over  the  hands  and  feet.  Some 
brownish  pigmentation  was  noted  around  the  neck 
and  upper  trunk.  Several  scattered  purpuric 
areas  were  present  over  the  dorsum  of  the  hands. 
There  was  evident  loss  of  hair  of  the  head,  and 
body  hair  was  scanty.  There  was  no  lymphade- 
nopathy. 

A small  ulcerated  growth  was  present  at  the 
inner  canthus  of  the  left  eye.  The  ocular  fundi 
were  not  remarkable.  The  tongue  was  atrophic 
and  smooth  but  not  reddened.  There  was  no  dis- 
tention of  the  neck  veins.  The  lungs  were  clear. 
The  heart  was  not  enlarged.  The  sounds  were 
distant,  weak  but  regular.  No  murmurs  were 
heard.  The  pulse  at  the  wrist  was  barely  per- 
ceptible. The  abdomen  was  distended  and  tym- 
panitic throughout.  There  was  diffuse  tender- 
ness but  no  muscle  guarding.  No  masses  were 
felt  and  the  liver  and  spleen  were  not  palpable. 
Pelvic,  rectal  and  neurological  examinations 
showed  no  abnormalities.  There  was  slight  pit- 
ting edema  of  the  feet  and  ankles. 

Laboratory  Data.  The  hemoglobin  was  5.5 
and  6 Gms.%  on  admission  finally  reaching  14.4 
Gm.  after  transfusions.  The  red  cell  count  sim- 
ilarly was  raised  from  2 million  to  4.6  million. 
On  the  first  two  days  the  PCV  was  recorded  at  24 
and  14  later  reaching  43.  The  white  cell  count 
ranged  from  5,000  to  10,000;  the  differential  on  ad- 
mission was  juveniles — 9%,  stab  forms  10%,  seg- 
mented forms  70%,  lymphocytes  6%,  monocytes 
5%.  The  sedimentation  rate  was  6 mm.  Bleed- 
ing time  was  10  min.  with  no  clot  retraction  in 
24  hrs.  The  Wassermann  and  Kahn  tests  were 
positive  on  two  occasions. 

The  urine  showed  a sp.  gr.  of  1.011,  albumin  a 
trace,  no  sugar  and  5-10  WBC  per  field.  A culture 
showed  B.  coli  communis.  Two  stools  were  neg- 
ative for  occult  blood;  one  was  positive.  Stool 
cultures  revealed  no  organisms  of  the  typhoid- 
dysentery  group.  Gastric  analysis  showed  acid 
in  the  fasting  specimen. 

Blood  chemical  determinations  were  as  follow: 
— icterus  index  3,  NPN  46  and  48  mg.%;  fasting 
sugar  95  mg.%;  CO>  combining  power  33.4  and 
26.8  vol.%;  chlorides  91.0  meq/1;  calcium  9.9 
mg.%;  phosphorus  1.9  mg.%;  total  serum  proteins 
2.9,  albumin  1.4  and  globulin  1.5  Gm.%  on  ad- 
mission, and  after  transfusions,  4.3,  1.8  and  2.5 
Gm.%  respectively. 

Chest  film  (portable-bedside)  “No  pulmonary 
infiltration;  suggestion  of  minimum  fibrosis  at  the 
apices.”  The  EKG  showed  low  voltage  of  the 
QRS  and  T-waves. 
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Course.  She  showed  no  improvement  in  the 
hospital.  Nicotinic  acid,  vitamin  C and  B-complex 
preparations  were  administered  in  large  doses 
both  orally  and  parenterally.  She  was  given  four 
whole  blood  transfusions  which  raised  her  hemo- 
globulin  to  within  normal  levels.  The  diarrhea 
persisted  despite  use  of  paregoric.  Her  blood 
pressure  remained  low  and  the  purpura  and 
edema  increased.  She  died  suddenly  on  the  6th 
hospital  day. 

DR.  R.  H.  KAMPMEIER:  Before  we  get 
into  the  problem  of  diagnosis  in  this  case, 
a few  comments  might  be  made  about  the 
laboratory  data.  The  improvement  in  hemo- 
globin and  red  count  of  course  are  related 
to  the  several  transfusions  the  patient  re- 
ceived. The  significance  of  the  positive 
Wassermann  and  Kahn  tests  is  difficult  to 
evaluate.  They  are  of  no  importance  in  so 
far  as  the  course  of  events  in  this  patient 
are  concerned.  They  might  by  chance  rep- 
resent false  positive  tests  in  an  individual 
who  has  severe  systemic  disease.  The  trace 
of  albuminuria  may  well  be  related  to  de- 
hydration as  is  also  true  of  the  slight  eleva- 
tion of  the  non-protein  nitrogen  in  the 
blood.  There  was  improvement  in  the 
serum  proteins  after  transfusion,  but  still 
a hyperglobulinemia. 

Our  problem  in  diagnosis  is  that  of  a 44 
year  old  white  woman  who  had  had  diar- 
rhea as  a major  complaint  for  eight  months 
before  death.  There  is  no  question  but 
that  she  had  intercurrent  pellagra.  This 
came  on  two  months  after  the  onset  of  her 
present  illness  and  the  lesions  described  in 
the  protocol  are  characteristic  of  such  a 
diagnosis.  Under  therapy  these  lesions  im- 
proved. Pellagra  then  is  a secondary  nu- 
tritional deficiency  complicating  a primary 
disease.  As  is  true  in  most  of  the  instances 
you  will  encounter  in  your  practice,  pellagra 
is  of  secondary  and  not  primary  signifi- 
cance. Even  in  the  days  of  “hard  times”  of 
the  early  thirties  in  Charity  Hospital,  New 
Orleans,  most  of  the  cases  of  pellagra  were 
secondary  to  prolonged  diseases  such  as  ty- 
phoid fever,  tuberculosis,  carcinomas  of 
various  types,  chronic  nephritis,  pneumonia, 
etc.  The  minority  were  instances  of  pri- 
mary nutritional  deficiency  on  my  service 
at  that  hospital. 

While  discussing  nutritional  deficiency, 
as  related  to  this  patient,  attention  may  be 


called  to  several  other  items.  Edema  is 
part  of  the  deficient  state.  With  weight 
loss  there  is  an  increased  tendency  to  stasic 
edema  because  of  poor  tissue  tone.  With 
the  diminution  in  serum  protein,  especially 
in  the  albumin  fraction,  edema  may  readily 
appear.  This  tendency  is  also  contributed 
to  by  the  anemia.  This  patient  therefore 
was  certainly  entitled  to  edema.  Purpura. 
In  the  protocol  it  is  said  this  patient  had 
red  splotchy  areas  which  were  later  diag- 
nosed as  purpura.  Again  we  see  the  tend- 
ency for  subcutaneous  bleeding  of  de- 
pendent type  in  individuals  who  have  poor 
tissue  tone.  (This  is  found  particularly  in 
aged  individuals.)  However,  this  patient 
had  constant  diarrhea  and  certainly  had 
poor  absorption  of  nutritional  elements; 
therefore  she  may  well  have  had  a vitamin 
K deficiency  with  its  effect  upon  the  pro- 
thrombin time.  Anemia.  This  patient  was 
entitled  to  anemia  also.  It  is  a question  of 
how  much  gastro-intestinal  bleeding  she 
had.  One  stool  was  described  as  contain- 
ing occult  blood;  the  other  two  as  being- 
negative.  There  is  no  history  of  gross  loss 
of  blood  as  part  of  the  diarrhea.  There  are 
discrepancies  with  regard  to  the  blood  val- 
ues recorded.  On  one  date  the  MCV  was 
121  and  the  MCH  was  30;  on  another  day 
these  values  were  70  and  27  respectively. 
With  a poor  nutritional  state  this  patient  is 
entitled  to  anemia  on  the  basis  of  poor  ab- 
sorption, not  only  of  the  proteins,  which  are 
necessary  for  the  adequate  production  of 
blood  elements,  but  of  iron  as  well.  One 
may  thus  point  out  that  several  nutritional 
deficiencies  appear  in  this  patient  as  the  re- 
sult of  chronic  diarrhea  and  the  resultant 
impaired  or  decreased  absorption  of  nutri- 
tional elements.  We  have  thus  pellagra, 
edema,  purpura,  anemia  and  depressed 
serum  protein  levels  as  manifestations  of 
such  deficiencies. 

At  the  inner  canthus  of  the  eye  was  a 
papule  noted  for  some  years,  and  recently 
ulcerated.  I doubt  that  this  plays  any  part 
in  the  picture.  Small  pigmented  tumors 
are  sometimes  encountered  here  and  the 
ulceration  may  well  be  the  result  of  de- 
hydration of  tissues  in  this  area,  leading  to 
a poor  tissue  state,  easily  traumatized,  let 
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us  say,  by  rubbing  the  eye  or  something  of 
the  nature. 

I should  now  like  to  get  back  to  the  pri- 
mary problem  of  diarrhea  of  eight  months 
duration,  and  I wish  to  emphasize  certain 
characteristics  of  this  diarrhea.  First,  there 
were  7 to  12  bowel  movements  a day.  Sec- 
ondly, the  stools  were  described  as  being 
watery,  and  at  no  time  was  there  a de- 
scription of  blood  or  pus.  Thirdly,  there 
had  been  no  cramping  nor  tenesmus  associ- 
ated with  the  diarrhea.  The  systemic 
symptoms  have  been  those  of  progressive 
weight  loss  and  weakness  as  the  result  of  a 
poor  nutritional  state.  Hypotension  has 
been  part  of  the  picture,  also  as  part  of  the 
debility  which  occurred  as  the  result  of  long 
standing  diarrhea.  This  is  commonly  found 
in  debilitated  states. 

For  a practical  discussion  of  diarrhea  I 
think  we  could  consider  three  great  groups. 

1.  The  deficiency  states.  Pellagra  has  al- 
ready been  discussed  as  an  intercurrent 
disease,  and  I have  implied  that  it  v as 
not  the  primary  disease  entity  in  this  case. 
Diarrhea  of  course  is  a common  manifesta- 
tion of  pellagra,  in  fact  one  of  its  outstand- 
ing manifestations,  at  times  the  only  one. 
This  patient  had  the  attendant  cutaneous 
lesions  which  are  very  characteristic,  but 
the  important  point  to  recall  is  that  the  pel- 
lagra appeared  some  two  months  after  the 
onset  of  symptoms  and  responded  to  ther- 
apy- 

Primary  or  pernicious  anemia.  Diarrhea 
is  part  of  this  disease  as  one  considers  its  his- 
tory, and  as  we  used  to  encounter  it  before 
the  days  of  liver  therapy.  In  many  instances 
diarrhea  may  be  very  prominent,  and  that 
is  particularly  true  in  its  natural  course  in 
the  third  and  fourth  relapse  usually  the 
terminal  relapse.  (I  am  speaking  now  of 
relapses  and  intervening  remissions  either 
spontaneous  or  induced  by  transfusions.) 
Watery  stools  without  cramping  are  char- 
acteristic of  the  diarrhea  of  pernicious  ane- 
mia. However,  this  patient  had  free  hydro- 
chloric acid  in  her  stomach  and  she  lacked 
a macrocytic  anemia.  I believe  that  primary 
anemia  need  not  be  considered  seriously. 

Sprue  is  another  deficiency  state  in  which 
diarrhea,  unattended  by  cramping  or  tenes- 
mus, may  be  a prominent  symptom.  We 


do  have  in  such  instances  free  hydrochloric 
acid.  There  may  be  pigmentation  at  times, 
such  as  this  patient  had  about  the  neck, 
and  sprue  might  well  be  considered  as  a 
possible  diagnosis.  Nevertheless  we  lack 
the  macrocytic  anemia  which  should  go 
with  this.  In  addition  these  stools  are  not 
described  as  being  bulky  and  fatty  stools, 
but  rather  as  being  watery  stools.  There- 
fore this  diagnosis  is  not  tenable. 

2.  Coming  to  the  next  group  of  causes  of 
diarrhea,  we  must  consider  new  growth  in 
the  gastro-intestinal  tract.  Watery  stools 
without  cramping  indicate  an  increased 
amount  of  peristalsis  originating  rather 
high  up  in  the  gastro-intestinal  tract.  This 
would  point  then  to  some  possible  lesion 
of  the  small  bowel.  We  know  that  neo- 
plasms of  the  small  bowel  are  rare.  Lym- 
phomas, particularly  of  the  retroperitoneal 
type,  not  too  uncommonly  may  involve  the 
gut  and  could  therefore  give  rise  to  diar- 
rhea. Nevertheless  you  must  recall  that 
this  is  a picture  of  8 months  of  gastro- 
intestinal symptoms  which  have  remained 
unchanged.  This  seems  unlikely  in  the 
presence  of  a neoplastic  process.  In  addi- 
tion in  this  period  of  time  one  should  have 
some  information  upon  the  physical  exam- 
ination which  would  be  helpful  in  diagnosis. 
Somewhere  there  should  be  enlarged  lymph 
nodes  or  a tumor  should  be  palpable.  Of 
further  significance  is  the  absence  of  blood 
as  a part  of  the  diarrhea  in  this  case.  Car- 
cinoma of  the  large  bowel  in  its  upper 
reaches  certainly  may  be  associated  with 
diarrhea.  Nevertheless,  again  a persistent 
diarrhea  of  eight  months’  duration  without 
blood  and  without  the  manifestations  of 
palpable  tumor  makes  a malignancy  of  the 
large  bowel  ver}^  unlikely  as  the  cause  of 
this  patient’s  picture. 

3.  The  last  of  the  great  groups  of  disease 
which  might  give  rise  to  long  standing 
diarrhea  are  the  inflammatory  reactions  in 
the  gastro-intestinal  tract.  Quite  a num- 
ber of  these  may  be  enumerated.  I shall 
do  this  briefly.  Chronic  pancreatitis  is  a 
condition  which  may  have  an  associated 
diarrhea,  but  of  diagnostic  importance  is  the 
presence  of  steatorrhea  which  is  lacking  in 
this  patient.  I feel  this  diagnosis  cannot  be 
made  without  fat  in  the  stool.  Whipple’s 
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disease  or  intestinal  lipodystrophy  is  a rare 
disease  and  it  is  more  rare  in  women  than 
in  men.  There  are  a few  things  which 
might  fit  in  with  the  clinical  picture.  Hyper- 
pigmentation is  present  with  a story  of  ab- 
dominal disease,  watery  diarrhea,  hypoten- 
sion and  hypoproteinemia.  However  there 
is  no  ascites;  there  is  no  past  history  sug- 
gestive of  the  rheumatoid  state.  Regional 
ileitis  is  a possibility  which  might  be  given 
serious  consideration,  a disease  character- 
ized by  chronic  diarrhea  without  particular 
tenesmus,  low  grade  fever  and  constitution- 
al symptoms.  The  only  argument  I can 
find  against  this  diagnosis  is  that  I feel  a 
mass  should  be  demonstrable  in  the  right 
lower  abdomen  in  order  to  establish  such 
a diagnosis.  Such  a mass  probably  would 
not  have  been  missed,  since  it  is  stated  in 
the  protocol  that  there  was  no  muscle 
guarding,  and  I take  it  that  the  examination 
of  the  abdomen  was  relatively  satisfactory 
in  spite  of  distention.  An  X-ray  examina- 
tion would,  of  course,  have  been  very  sug- 
gestive, possibly  even  diagnostic.  How- 
ever this  patient  was  too  ill  to  have  X-ray 
examinations  during  her  six  days  in  the 
hospital  before  death.  No  serious  considera- 
tion need  to  be  given  to  the  diagnosis  of 
chronic  ulcerative  colitis.  This  patient  has 
had  no  cramping  nor  tenesmus.  She  has 
had  no  blood  and  no  mucus  in  the  stool  and 
had  been  ill  for  eight  months.  Such  disease 
would  be  extremely  unlikely  in  the  absence 
of  these  characteristics. 

One  can  hardly  discuss  chronic  diarrhea 
without  bringing  into  the  discussion  ame- 
biasis. Certainly  acute  amebic  dysentery  is 
not  to  be  considered.  This  is  a disease 
characterized  particularly  by  tenesmus, 
cramping,  the  “raspberry-jelly”  type  of 
stool  consisting  of  mucus  and  blood  and  no 
feces.  High  fever  is  to  be  expected  in  such 
a state  and  the  patient  either  recovers  or 
dies.  Chronic  amebiasis  might  be  given 
more  thought  in  the  differential  diagnosis, 
but  to  me  seems  improbable.  Chronic  ame- 
biasis is  not  associated  with  such  a per- 
sistent diarrhea, — intermittent  diarrhea,  yes, 
with  at  times  periods  of  either  normal 
stools  or  constipation  in  the  intervals.  In 
any  event,  there  probably  would  be  at  some 
time  definitely  some  griping,  though  not 


nearly  as  much  as  in  the  acute  stage.  In 
periods  of  freedom  from  diarrhea  flatulence 
is  very  common.  Somewhere  in  this  pa- 
tient’s course,  in  the  past,  the  presence  of 
bloody  mucus  would  have  been  encountered 
in  the  story.  In  our  review  of  some  400 
cases  of  intestinal  amebiasis  at  Charity  Hos- 
pital we  did  not  encounter  any  case  in 
which  a watery  diarrhea  present  for  eight 
months  was  the  clinical  picture.  To  some 
extent  the  comments  which  I have  made 
concerning  amebiasis  would  be  applicable 
to  dysentery  of  the  Shigella  group.  The 
acute  cases  have  a dramatic  onset  associ- 
ated with  fever,  chills,  much  cramping, 
tenesmus  and  so  on.  Obviously  this  is  not 
to  be  considered  in  the  discussion  of  this 
patient.  In  the  chronic  instances  of  bacil- 
lary dysentery  the  type  of  diarrhea  de- 
scribed here  would  not  be  expected.  The 
picture  would  be  rather  that  of  ulcerative 
colitis  and  with  this  the  manifestations 
which  one  thinks  of  in  such  cases.  We  must 
not  forget  the  diagnosis  of  histoplasmosis  in 
the  differential  discussion  in  a patient  of 
this  type.  Diarrhea  may  be  part  of  histo- 
plasmosis, but  it  is  my  impression  that  un- 
der such  circumstances,  we  would  expect  to 
find  characteristically  hepatomegaly  and 
splenomegaly.  I have  had  no  experience 
with  this  manifestation  of  histoplasmosis, 
but  I have  a feeling  that  the  absence  of  these 
physical  findings  plus  the  long  standing 
diarrhea  of  the  type  described,  in  the  ab- 
sence of  more  severe  systemic  manifesta- 
tions in  terms  of  fever  particularly  militate 
against  the  diagnosis. 

Of  the  inflammatory  types  of  diarrhea, 
then,  we  come  to  the  last,  which  I favor,  and 
that  is  tuberculosis  as  the  cause  of  diarrhea 
with  the  characteristics  which  have  been 
pointed  out  and  emphasized  before.  Tuber- 
culosis enteritis  is  common  in  terminal  pul- 
monary tuberculosis,  occurring  in  possibly 
as  high  as  some  60  to  70  per  cent  of  in- 
stances. Under  such  circumstances,  it  is 
associated  with  ulceration  of  the  small  bow- 
el probably  the  result  of  swallowing  sputum 
loaded  with  organisms  and  loss  of  tissue 
resistance  in  the  late  stage  of  the  disease 
In  this  patient  this  picture  is  not  applicable, 
since  we  have  no  evidence  of  advanced  pul- 
monary tuberculosis.  It  is  said  in  the  re- 
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port  that  the  film  shows  only  some  fibrosis 
at  the  apices.  Tuberculous  enteritis  how- 
ever may  be  part  of  miliary  tuberculosis. 
If  we  wish  to  accept  this  phase  of  tuber- 
culosis one  could  point  out  that  the  bone 
pain  which  was  related  to  the  last  several 
weeks  of  the  illness  and  the  anemia  might 
be  related  to  a miliary  dissemination  of  the 
organisms.  The  involvement  of  bone  mar- 
row in  miliary  tuberculosis  may  give  rise 
to  these  two  symptoms.  I cannot  seriously 
accept  the  diagnosis  of  miliary  tuberculosis 
however,  since  the  story  had  been  going  on 
too  long.  I feel  that  if  this  patient  had  had 
miliary  tuberculosis  as  a cause  for  her  diar- 
rhea, she  would  have  died  before  she  did. 
Furthermore,  I feel  that  her  course  would 
have  been  much  more  dramatic  with  high 
fever,  with  pulmonary  involvement,  prob- 
ably hepatomegaly,  possibly  splenomegaly 
— all  of  which  are  lacking.  This  brings  us 
to  a consideration  then  of  tuberculous 
peritonitis  as  the  probable  source  of  the 
diarrhea  in  terms  of  enteritis  secondary  to 
the  peritonitis.  The  clinical  picture  fits  this 
diagnosis  very  satisfactorily.  The  watery 
diarrhea  which  has  been  persistent  over  a 
period  of  months  without  cramping,  without 
tenesmus,  without  blood,  accompanied  by 
a low  grade  fever,  little  abdominal  pain,  a 
distended  abdomen.  (We  note  that  she  has 
had  amenorrhea.  Did  the  peritonitis  arise 
in  a pelvic  tuberculosis?)  This  is  a question 
which  might  be  raised  although  I would 
like  to  point  out  that  amenorrhea  is  also 
part  of  debility  and  nutritional  deficiency. 

In  summary  I will  make  the  diagnosis, 
from  the  clinical  viewpoint,  of  tuberculous 
enteritis  secondary  to  tuberculous  peri- 
tonitis, with  the  understanding  that  pellagra 
was  a complication  during  the  course  of 
this  disease.  Before  Dr.  Shapiro  takes  over 
I wonder  if  Dr.  Francis  would  like  to  make 
any  comments  concerning  the  film  of  the 
lungs  from  the  radiologist’s  viewpoint. 

DR.  HERBERT  C.  FRANCIS:  This  film 
of  the  chest  is  an  AP  projection  made  at  the 
bedside  and  is  somewhat  over-exposed.  In 
the  extreme  right  apex  is  found  a few  small 
fibrotic  nodules  with  apical  pleural  thick- 
ening. Overlapping  the  right  1st  anterior 
interspace  and  immediately  adjacent  to  the 
sternal  border  on  the  right  is  seen  some 


thicker  infiltration  which  shows  some  fi- 
brosis in  it  but  also  has  what  we  usually 
speak  of  as  a “softer  shadow”  suggesting 
active  infiltration.  At  least  in  this  latter 
area,  active  pulmonary  tuberculosis  is  sus- 
pected. Elsewhere  there  is  no  evidence  on 
this  examination  of  any  infiltration. 

Final  Anatomical  Diagnosis 

DR.  JOHN  SHAPIRO. 

Tuberculous  enteritis. 

Tuberculous  peritonitis. 

Mesenteric  lymphadenitis,  tuberculous. 

Pulmonary  tuberculosis,  active  and 
healed. 

Miliary  tuberculosis,  involving  liver, 
spleen,  pancreas  and  bone  marrow. 

Fibromyoma  of  uterine  fundus. 

Comment:  The  only  finding  at  autopsy 
which  Dr.  Kampmeier  did  not  anticipate 
was  the  presence  of  a fibromyoma  of  the 
uterine  fundus.  Otherwise,  the  findings 
were  essentially  as  he  predicted.  When 
the  peritoneal  cavity  was  entered,  there 
were  500  c.c.  of  dirty,  yellow  fluid  present. 
There  were  fibrinous  adhesions  between 
loops  of  the  small  bowel,  and  these  were 
more  conspicuous  toward  the  distal  portion 
of  the  ileum.  Numerous  moderately  en- 
larged, fairly  firm  lymph  nodes  were  pres- 
ent in  the  root  of  the  mesentery,  and  these 
were  found  to  be  filled  with  caseous  ma- 
terial and  tuberculous  granulation  tissue  on 
further  examination.  No  perforation  of  the 
gut  wall  could  be  found.  Throughout  the 
lower  part  of  the  ileum,  and  extending  on 
into  the  ileo-cecal  region,  there  were  in- 
numerable ulcerations  of  the  gut  mucosa. 
These  were  annular  in  type,  and  ragged  in 
outline;  each  had  a dirty,  necrotic  base. 
These  are  entirely  typical  of  tuberculous 
enteritis.  The  mesentery  in  this  area  showed 
the  presence  of  numerous  small,  opaque 
tubercles.  Typical  acid-fast  organisms  were 
found  in  the  nodes  in  the  mesentery  with- 
out difficulty. 

Examination  of  the  lungs  was  of  con- 
siderable interest,  in  that  in  the  right  upper 
lobe,  in  addition  to  a firm,  fibrous  mass 
about  2 cm.  in  diameter  at  the  apex,  there 
were  numerous  yellow,  opaque,  irregular 
areas  measuring  up  to  0.5  cm.  in  diameter. 
In  my  opinion,  this  represented  broncho- 
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genic  spread  of  the  tuberculous  lesion  in 
the  apex  along  the  adjacent  airways.  A 
few  similar  caseous  lesions,  of  small  di- 
ameter, were  found  in  the  left  lung,  and 
these  may  well  have  represented  a hema- 
togenous spread.  Again  acid-fast  organisms 
were  demonstrable  in  the  pulmonary  le- 
sions. 

Microscopic  examinations  of  the  differ- 
ent tissues  was  of  considerable  interest,  as 
there  was  evidence  of  hematogenous  spread 
in  the  presence  of  tubercles  in  the  liver, 
spleen,  connective  tissue  of  the  pancreas 
and  bone  marrow.  From  the  character  of 
these  lesions,  and  also  from  the  clinical 
course  I would  think  this  almost  certainly 
represented  a terminal  spread,  and  that  this 
miliary  spread  did  not  represent  the  mode 
of  pathogenesis  of  the  gut  lesions.  I think 
it  is  impossible  to  state  exactly  the  patho- 
genesis of  the  ulcers  in  the  bowel,  though 
in  my  opinion  the  most  likely  possibility 
is  that  they  arose  from  the  ingestion  of  or- 


ganisms, and  carried  in  the  intestinal  con- 
tents. Though  the  pulmonary  lesions  were 
small,  they  were  sufficiently  active  in  type 
that  numerous  organisms  may  have  been  re- 
leased from  these  foci.  According  to  this 
line  of  reasoning,  the  tuberculous  mesen- 
teric lymphadenitis  and  peritonitis  would 
be  secondary  to  the  tuberculous  lesions  in 
the  gut. 

In  regard  to  Dr.  Kampmeier’s  comment 
concerning  the  positive  Kahn  and  Wasser- 
mann  tests  in  this  patient,  I might  add 
that  at  the  time  of  autopsy  we  were  unable 
to  find  any  evidence  of  luetic  infection.  I 
feel  sure  that  the  extent  of  the  tuberculous 
lesions  of  the  gut  was  sufficiently  great  as 
to  interfere  with  the  proper  absorptive  func- 
tion of  this  structure.  This,  along  with  the 
hyperirritability  of  the  gut,  may  account 
for  the  dietary  deficiencies  shown  by  this 
patient  and  commented  upon  previously  by 
Dr.  Kampmeier. 
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LET  GEORGE  DO  IT 


We  all  admire 
greatness.  This  may 
be  an  inbred  quality 
in  man  and  should  be 
accepted  as  basic. 
The  primitive  man 
worshipped  moun- 
tains, the  sun,  fire, 
etc.  In  his  more  ad- 
vanced stages  his  my- 
thology and  folklore 
were  largely  a re- 
counting of  great  deeds  by  great  men.  The 
history,  biography  and  fiction  of  later  years 
have  embellished  the  same  pattern.  Her- 
cules, Ulysses,  Siegfried.  Don  Quixote,  St. 
George,  Cyrano,  Don  Juan;  and  in  this 
country,  Paul  Bunyan  and  even  John  Henry. 
Each  of  these  was  noted  for  feats  of  valor, 
strength,  cunning,  or  plain  cussedness  in 
various  proportions  and  combinations.  Even 
today  a feeling  of  warmth  and  admiration 
comes  over  us  as  we  review  the  tales  of 
these  characters  or  heroes. 

Who  today  is  the  counterpart  of  these 
heroes  or  characters?  Some  may  say  that 
Kilroy  should  be  mentioned;  he  at  least  got 
there  first.  We,  however,  nominate  George, 
even  though  he  is  different.  He  has  never 
done  anything.  His  notoriety  is  derived 
from  all  the  things  that  are  assigned  to  him 
or  that  he  is  permitted  to  do;  and  if  he 
really  did  all  these  things,  he  would  stand 
head  and  shoulders  above  all  these  heroes, 
or  characters,  of  the  ages. 

We  see  George  everywhere,  even  though 
he  was  not  there  first.  In  our  own  societies 
and  in  our  association,  he  is  at  times  very 
active,  especially  in  some  of  our  committees. 
Not  only  is  he  active  but  he  is  too  often  on 
the  job  with  the  net  result  that,  being  per- 
mitted to  do  the  job,  nothing  is  done. 

Our  obligations  to  our  patients  as  indi- 
viduals, of  course,  come  first.  This  is  easily 
understood;  and  as  an  individual  the  physi- 
cian often  performs  above  and  beyond  the 
call  of  duty.  This  is  most  commendable; 
and  the  esteem  for  the  doctor  and  the  re- 
spect for  his  profession  which  the  public 
shows  is  derived  from  this  devotion  to  duty. 

This,  however,  is  not  enough.  The  physi- 
cian is  also  obligated  to  his  community  as  a 
citizen;  and  in  this  respect  he  often  fails  to 


assume  his  share  of  responsibility  and  work. 
Not  only  this,  but  he  often  fails  to  carry 
his  part  of  the  load  in  the  activities  of  his 
local  medical  society. 

The  primary  function  of  the  medical  so- 
ciety is  to  bring  the  doctors  together  for 
better  understanding  of  each  other  and  of 
the  problems  that  are  peculiar  to  the  pro- 
fession. This,  however,  is  by  no  means  the 
only  function  of  the  society.  There  are 
others,  chief  of  which  are  those  which  have 
to  do  with  the  life  and  welfare  of  the  com- 
munity. The  public  expects  this  of  us;  for 
in  many  matters  our  professional  qualifica- 
tions not  only  enable  us  but  also  obligate 
us  to  assume  these  responsibilities.  To  per- 
form these  functions,  organization,  team- 
work and  delegation  of  tasks  are  necessary. 
This  means  service  on  committees  not  only 
within  the  society  but  also  in  collaboration 
with  lay  organizations,  and  here  is  where 
George  comes  in. 

The  Let  George  Do  It  attitude  may  be  only 
apparent.  The  busy  doctor,  being  at  heart 
an  individualist  and  having  had  drilled  into 
him  the  fear  that  he  might  be  “advertising” 
if  he  becomes  active  in  civic  matters,  feels 
that  he  must  “shun  the  appearance  of  evil.” 
We  all  respect  this  feeling,  but  we  must 
realize  that  there  is  always  a distinct  divid- 
ing line  between  advertising  and  performing 
a duty.  This  attitude  may  also  be  apparent 
where  a doctor  is  timid,  or  merely  unin- 
formed as  to  his  obligation.  This  can  be 
remedied  if  the  leaders  in  our  groups,  in 
the  proper  spirit  and  with  persuasion  and 
encouragement,  can  approach  these  mem- 
bers and  make  them  become  active.  The 
real  Let  George  Do  It  attitude  is  shown  in 
that  group  who  are  either  lazy  or  indiffer- 
ent. These  are  George’s  buddies.  The  only 
way  to  handle  them  is  to  see  to  it  that  they 
are  not  appointed  to  any  important  commit- 
tees. 

Your  president  has  had  the  honor  and 
pleasure  of  attending  a part  of  the  meeting 
of  the  Medical  Association  of  Georgia  in 
Savannah.  This  was  a good  meeting.  Their 
program  was  good.  George  was  not  there. 

//L.  W- 
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GAMMA  GLOBULIN  IN  POLIOMYELITIS 

The  polio  season  is  upon  us  and  many 
questions  will  be  put  to  the  family  doctor 
by  worried  parents  having  a sick  child  dur- 
ing the  summer  months.  Publicity  has  been 
given  in  the  nation’s  press,  both  in  the  news- 
papers and  magazines,  relative  to  gamma 
globulin.  In  last  month’s  issue  of  the 
Journal  were  presented  the  regulations  for 
the  distribution  of  the  gamma  globulin  al- 
lotted to  the  State  Department  of  Public 
Health. 

The  use  of  gamma  globulin  on  a wide 
scale  experiment  in  passive  immunization 
against  the  virus  of  poliomyelitis  was  first 
carried  out  in  the  summer  of  1951.  The 
globulin  was  prepared  and  furnished  by 
the  American  Red  Cross. 

The  experimental  background  for  the  use 
of  gamma  globulin  was  provided  by  animal 
studies  in  recent  years  by  at  least  two  stu- 
dents of  the  disease  working  independently, 
— Dorothy  Horstmann1  and  D.  Bodian2. 
Both  had  shown  that  a viremia  is  present 
during  the  incubation  period  before  the 
appearance  of  clinical  disease  in  monkeys 


and  chimpanzees.  It  was  shown  that  the 
viremia  was  prevented  by  the  use  of  gamma 
globulin  though  the  animals  continued  to 
excrete  the  virus  in  the  feces  and,  of  im- 
portance, developed  antibodies  to  the  virus. 
Bodian  showed  that  the  globulin  prevented 
paralytic  disease  in  his  orally  infected  ani- 
mals. 

The  Red  Cross  gamma  globulin  has  been 
shown  to  contain  antibodies  to  the  three 
known  types  of  polio  virus.  Furthermore, 
all  lots  of  this  gamma  globulin  have  been 
shown  to  have  a uniform  titer  presumably 
explained  by  the  fact  that  the  Red  Cross 
has  been  able  to  pool  plasma  from  tens  of 
thousands  of  donors  from  all  parts  of  the 
County.  Insofar  as  it  is  known  these  facts 
have  not  been  demonstrated  for  other 
globulin  products.3 

From  these  studies  in  animals  it  was 
hoped  that  by  the  use  of  Red  Cross  gamma 
globulin,  exposed  children  could,  by  passive 
immunization,  be  spared  paralytic  disease, 
but  would  still  develop  their  own  active 
antibodies  for  their  protection  in  subsequent 
years.  Passive  immunization  by  globidin 
must  be  thought  of  as  a stop-gap  against  the 
day  when  a vaccine  will  be  developed  which 
will  permit  the  active  immunization  of  chil- 
dren and  young  people. 

In  1951  and  1952  Red  Cross  gamma  glob- 
ulin was  used  in  extensive  field  studies  in 
certain  communities  in  the  Country,  Utah, 
Texas,  Iowa,  Nebraska.  The  study  was  car- 
ried out  under  a committee  of  scientists  in- 
terested in  the  disease.  A control  group  was 

1Horstmann,  D.:  Poliomyelitis  Virus  in  the  Blood 
of  Orally  Infected  Monkeys  and  Chimpanzees, 
Proc.  Soc.  Eper.  Biol.  & Med.,  79:417,  1952. 

2Bodian,  D.:  Experimental  Studies  in  Passive 
Immunization  Against  Poliomyelitis:  The  Prophy- 
lactic Effect  of  Human  Gamma  Globulin  in  Para- 
lytic Poliomyelitis  in  Cynomolgus  Monkeys  After 
Virus  Feeding,  Am.  J.  Hv.,  56:78,  1952. 

“Hammon,  W.  M.,  Coriell,  L.  L.,  and  Stokes,  J., 
Jr.:  Evaluation  of  Red  Cross  Gamma  Globulin  as 
a Prophylactic  Agent  for  Poliomyelitis.  I.  Plan 
of  Controlled  Field  Tests  and  Results  of  1951  Pilot 
Study  in  Utah,  J.A.M.A.,  150:739,  1952;  II.  Conduct 
and  Early  Follow-Up  of  1952  Texas  and  Iowa- 
Nebraska  Studies,  J.A.M.A.,  150:750,  1952;  III. 
Preliminary  Report  of  Results  Based  on  Clinical 
Diagnoses,  J.A.M.A.,  150:757,  1952;  IV.  Final 

Report  of  Results  Based  on  Clinical  Diagnoses, 
J.A.M.A.,  151:1272,  1953. 
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provided  for  in  each  study  by  the  use  of 
gelatin  packaged  to  appear  identical  with 
the  gamma  globulin.  Thus,  volunteers  for 
passive  immunization  in  a community  might 
i eceive  gamma  globulin  or  might  receive 
gelatin.  Which  was  given  was  unknown 
to  either  the  subject  or  to  the  physician 
giving  the  in  jection.  The  code  in  the  serial 
number  offered  the  only  identification  to 
the  investigators.  It  was  estimated  that  at 
least  50,000  children  would  need  be  in  the 
study  to  get  results  having  statistical  sig- 
nificance. 

A pilot  study  was  carried  out  in  Septem- 
ber 1951,  during  an  epidemic  in  Utah,  in  one 
community.  A total  of  5,767  children  re- 
ceived injections.  The  public’s  response  was 
astounding  and  only  shortage  of  material 
prevented  the  inclusion  of  an  estimated  75 
to  90  per  cent  of  the  child  population,  rather 
than  the  46  per  cent  who  were  injected.  The 
study  was  continued  in  epidemics  in  Texas 
and  Iowa-Nebraska  in  1952. 

In  these  three  epidemics  of  polio  in  1951 
and  1952,  54,772  children  from  ages  2 to  10 
years,  were  given  either  gelatin  or  gamma 
globulin.  The  final  results  show  that  104 
cases  of  paralytic  poliomyelitis  occurred  in 
these  children.  Of  these  104  cases  occurring 
in  a 12  week  period,  the  period  of  maximal 
protection,  73  occurred  in  the  control  (gel- 
atin) group  and  31  in  the  group  receiving 
gamma  globulin.  In  summary,  the  study 
revealed,  on  the  basis  of  these  31  cases,  that 
gamma  globulin  significantly  modified  the 
severity  of  the  disease  in  the  first  week, 
during  the  next  four  weeks  there  was  high 
though  not  complete  protection,  and  that 
protection  was  waning  during  the  sixth  to 
eighth  week. 

The  reason  for  the  limitation  placed  on 
the  use  of  gamma  globulin  available  through 
the  Department  of  Public  Health  is  clearly 
shown  by  the  following.  In  the  Texas  epi- 
demic one  case  only  was  prevented  per 
2000  prophylactic  injections;  in  the  Iowa- 
Nebraska  epidemic  one  case  was  prevented 
per  250  to  300  injections.  Thus  under  ideal 
circumstances  hundreds  or  thousands  of  in- 
jections must  be  given  to  protect  one  child 
for  5 weeks.  As  a result  the  available 
globulin  must  be  rationed  in  such  manner 
that  its  use  will  be  effective  in  the  preven- 


tion of  the  most  possible  cases  of  polio- 
myelitis. 

We  must  still  hope  for  the  vaccine  which 
will  permit  active  immunization. 

R.  H.  K. 

+ 

IS  THE  UNIONIZATION  OF  NURSES  IN  THE 
OFFING? 

In  March  of  this  year  Miss  Shirley  Titus,* 
Chairman  of  the  Committee  on  Employment 
Conditions  of  Registered  Professional 
Nurses  of  the  American  Nurses’  Associa- 
tion, appeared  before  the  Committee  on 
Education  and  Labor,  of  the  House  of  Rep- 
resentatives in  Washington.  As  a repre- 
sentative of  177,000  registered  nurses  in  the 
Country,  Miss  Titus  plead  for  the  elimina- 
tion of  the  exemption  of  non-profit  hospitals 
from  collective  bargaining  under  the  Labor 
Management  Relations  Act  of  1947. 

The  burden  of  Miss  Titus’  complaint  be- 
fore the  Committee  was  somewhat  as  fol- 
lows. The  average  salary  for  general  duty 
nurses  throughout  the  Country,  ranging 
from  $215  to  $220  per  month  for  a 44  hour 
week,  has  not  kept  pace  with  the  rising 
costs  of  living  as  have  the  wages  of  other 
skilled  workers.  She  pointed  out  that  at 
the  annual  convention  of  the  American 
Nurses  Association  in  1946,  its  House  of 
Delegates  went  on  record  as  in  favor  of 
State  Nurses’  Associations  developing  what 
they  call  “economic  security  programs.” 
This  program  Miss  Titus  frankly  says, 
established  the  State  Association  as  the 
agency  for  collective  bargaining  with  the 
hospitals  of  the  respective  state.  She  com- 
plains that  the  nurses  were  just  getting 
underway  with  this  program,  and  with  some 
success,  when  the  Labor-Management  Re- 
lations Act  of  1947  exempted  non-profit  hos- 
pitals from  the  obligation  to  bargain  col- 
lectively with  their  employees.  (The  rep- 
resentative of  the  nursing  profession  point- 
ed out  that  80  per  cent  of  the  nation’s 
335,000  practicing  nurses  are  employed  in 
the  3,227  non-profit  hospitals  of  the  Coun- 


*From  Transcript  of  Hearings  Before  the  Com- 
mittee on  Education  and  Labor,  House  of  Repre- 
sentatives, Washington,  D.  C.,  Vol.  13,  March  5, 
1953. 
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try.)  In  1950  the  “no-strike”  policy  was 
adopted  as  is  shown  in  the  following  state- 
ment: . . . “the  American  Nurses’  Associa- 
tion, in  conducting  its  Economic  Security 
Program  reaffirms  professional  nurses’  vol- 
untary relinquishment  of  the  exercise  of  the 
right  to  strike  and  of  the  use  of  any  other 
measure  wherever  they  may  be  inconsistent 
with  the  professional  nurses’  responsibilities 
to  patients;  . . 

In  her  request  that  non-profit  hospitals 
be  forced  into  collective  bargaining  with 
their  employees,  Miss  Titus  pointed  out  that 
the  poor  economic  status  of  the  nursing  pro- 
fession was  one  of  the  major  reasons  why 
fewer  and  fewer  women  were  enrolling  in 
schools  of  nursing.  She  said,  “The  regis- 
tered nurses  of  this  country  today  are  keen- 
ly anxious  to  have  a voice  in  the  determina- 
tion of  their  employment  conditions,  not 
only  because  of  self-interest  and  not  only 
to  stop  exploitation  of  registered  nurses  by 
the  hospitals,  but  more  than  that  the  nurs- 
ing profession  is  very  concerned  about  the 
increasing  shortage  of  nurses.” 

From  the  questions  which  members  of  the 
Committee  of  the  House  posed  to  Miss  Titus, 
it  is  quite  obvious  that  they  were  taken 
aback  by  Miss  Titus’  demands.  I am  quite 
sure  any  physician  would  feel  similarly.  We 
have  always  thought  of  the  nurses  as  offer- 
ing us  professional  assistance  with  some 
degree  of  idealism  mixed  with  the  practical 
aspects  of  making  a living.  Miss  Titus  said, 
“I  woidd  just  like  to  say  this,  that  I can 
predict  that  unless  there  is  some  assistance 
given  to  professional  nurses  in  this  matter 
of  collective  bargaining,  if  this  exemption 
of  non-profit  hospitals  continues,  I think  we 
will  have  to  accept  the  fact  that  the  nurses 
will  be  compelled  to  strike.  That  is  what  is 
bothering  us.  Other  employees  are  able  to 
threaten  strikes  and  use  it  very  skillfully, 
and  sometimes  do  it.”  . . . “It  is  to  avoid 
strikes  that  we  are  asking  for  this  exemp- 
tion to  be  eliminated.  As  it  is  now,  the 
nurses  have  no  way  of  improving  their  eco- 
nomic lot,  and  their  economic  lot  is  not  good. 
Even  though  we  recognize  the  cost  of  hospi- 
tal care  is  very  high  today  and  the  public  is 
feeling  the  strain  of  it,  the  nurses  cannot 
understand  why  they  must  continue  to  make 
a very  liberal  contribution,  financially,  to 


the  hospital  by  taking  low  salaries  in  order 
to  keep  hospitals  moving.  We  feel  that  the 
nurses  should  have  higher  salaries  and  im- 
proved employment  conditions,  . . .” 

If  this  statement  truly  reflects  the  feeling 
of  the  nursing  profession,  then  your  editor- 
feels  it  has  lost  the  right  to  speak  of  itself 
as  a profession.  It  then  clearly  represents 
a trend  toward  a nurses’  union. 

Your  editor  does  not  expect  every  nurse 
to  be  a Florence  Nightingale  in  ideals,  nor 
does  he  expect  nurses  in  1953  to  labor  for 
the  love  of  it  without  thought  of  remunera- 
tion and  what  it  can  buy  in  terms  of  living. 
But  he  does  hope  that  the  nurse  will  stay 
a cut  above  labor  insofar  as  a free  market 
for  her  skills  is  concerned  and  not  go  in 
for  a closed  shop,  which  will  be  the  eventual 
outcome  if  the  philosophy  expressed  by  Miss 
Titus  is  pressed  to  its  logical  conclusion. 
The  free  labor  market  permits  the  nurse  to 
work  where  she  can  do  the  best  in  terms  of 
money,  working  conditions  and  other  emolu- 
ments. The  psychologic  reaction  and  view- 
point which  goes  hand  in  hand  with  the 
closed  shop  would  be  dreadful  when  applied 
to  the  sick.  The  thought  of  the  perversion 
of  human  interest,  the  desire  to  serve  and  to 
excel  by  the  psychology  of  “feather-bed- 
ding” and  related  practices  of  labor,  when 
applied  to  nursing,  is  appalling.  We  can 
readily  visualize  under  collective  bargain- 
ing a limit  to  the  number  of  hypodermic 
injections,  other  medications  and  duties 
given  or  done  per  work  period.  This  is  not 
ridiculous  and  is  certain  to  follow  as  the 
labor-leaders  of  the  nurses’  union  “feel  their 
oats”  and  wish  to  earn  for  themselves  a 
good  salary  and  a home  in  the  country. 

We  are  surely  living  in  changing  times 
and  apparently  just  about  anything  can 
happen. 

R.  H.  K. 

* 

THE  MEDICAL  MIRROR 

Special,  selected  articles  appearing  in  the  public 
press  are  reprinted  here  for  your  information. 
Articles,  both  favorable  and  unfavorable,  will  ap- 
pear in  this  column  since  they  reflect  a significant 
segment  of  public  opinion. — Executive  Secretary. 

Sound  Advice,  Dr.  Smith 

The  medical  profession  throughout  the  entire 
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nation  would  do  well  to  take  a look  at  the  sound 
advice  delivered  before  the  Tennessee  State  Medi- 
cal Association's  annual  meeting  by  Dr.  Daugh  W. 
Smith,  Nashville  physician  and  retiring  president 
of  the  organization. 

He  told  his  colleagues  that  the  American  people 
don’t  want  to  see  a political  regimentation  of  med- 
ical practice  in  the  United  States,  but  that  they  do 
wTant  something  better  than  they  have  now.  He 
pointed  out  that  many  in  his  profession  have  too 
long  condemned  socialized  medicine  without  offer- 
ing a single  thing  in  the  way  of  a positive  service 
to  the  people  and  warned  that  compulsory  health 
insurance  is  inevitable  within  the  next  10  years 
unless  doctors  make  greater  effort  to  solve  the 
problem  of  medical  care  costs. 

He  accused  some  doctors  of  charging  their  usual 
lees  in  excess  of  the  individual’s  insurance  bene- 
fits. 

No  right  thinking  person  can  deny  that  freedom 
in  the  field  of  medicine  is  much  to  be  preferred 
over  operation  and  control  by  Washington  bureau- 
crats. For  under  a free  system,  tremendous  ad- 
vances have  been  made,  constituting  both  a cause 
for  pride  and  a heartening  indication  of  what  can 
be  done  in  the  future. 

But  such  progress  will  be  of  little  avail  if  great 
masses  of  the  people  are  financially  unable  to  pro- 
vide themselves  with  the  benefits  of  these  improve- 
ments. 

The  public  wants  and  needs  a more  adequate 
voluntary  health  insurance  program  with  more 
doctors  participating  and  with  less  restrictive 
clauses  in  the  contract.  It  v/ants  hospital  costs 
based  on  a realistic  budget.  And  as  Dr.  Smith 
suggests,  it  wants  a fee  scale  that  does  not  “vary 
from  the  ridiculous  to  the  sublime.” 

While  it  is  true  that  the  public  is  a major  benefi- 
ciary of  the  present  system  of  freedom  in  the 
doctor-patient  relationship,  so,  too,  is  the  medical 
profession.  Unless  the  latter  takes  steps  to  put 
its  house  more  nearly  in  order,  both  will  be  losers. 

Editorial — Nashville  Banner — April  16,  1953 
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Dr.  Anderson  Miller  Webb  died  after  a 
long  illness  at  General  Hospital,  Nashville, 
on  April  30.  Aged  83. 

Dr.  Rexford  M.  Powell  died  in  Knoxville 
on  April  27,  1953.  Aged  47. 

* 

Dr.  Joseph  Hugh  Edds  died  after  a short 
illness  in  Cumberland  Gap  on  April  27,  1953. 
Aged  27. 


Dr.  John  B.  Haskins  died  of  a heart  attack 
in  Chattanooga  on  May  5,  1953.  Aged  71. 

+ 

Dr.  R ayinond  ().  Kibler  died  after  an  ex- 
tended illness  in  Cleveland  May  7,  1953. 
Aged  78. 
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Robertson  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  on  May  25  at  the  Robertson  County 
Hospital.  Following  dinner,  Dr.  Dan  San- 
ders, Nashville,  and  Dr.  Thomas  Weaver, 
Nashville,  spoke  on  “Pediatric  Emergen- 
cies”; Dr.  Sanders  discussing  infant  condi- 
tions and  Dr.  Weaver  commenting  on  emer- 
gencies in  children. 

The  Society  voted  to  discontinue  meetings 
until  August  when  the  regular  fall  meetings 
will  be  resumed.  The  August  meeting  will 
be  preceded  by  a fish  fry  in  Springfield  with 
the  compliments  of  President  W.  B.  Dye. 
Many  guests  will  be  invited. 

* 

Consolidated  Medical  Assembly 

Two  Memphis  physicians  addressed  the 
regular  monthly  dinner  meeting  of  the  As- 
sembly on  May  5 at  the  New  Southern  Hotel 
in  Jackson.  Dr.  Harwell  Wilson  spoke  on 
“Colon  Tumors”  and  Dr.  W.  W.  Taylor  read 
a paper  on  “Medical  Management  of  Colon 
Tumors.”  Dr.  G.  B.  Wyatt,  Jackson,  led  the 
discussion.  Sixty-four  members  were  pres- 
ent. 

Dr.  T.  N.  Humphrey,  Selmer,  is  the  As- 
sembly’s President;  Dr.  S.  M.  Herron,  Jack- 
son,  is  Secretary;  and  Dr.  John  Pearce,  Jack- 
son,  is  Program  Chairman. 

* 

Maury  County  Medical  Society 

Members  of  the  Society  sponsored  a spe- 
cial joint  meeting  with  the  members  of  the 
New  Maury  County  Hospital  Board  at  Co- 
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lumbia  last  month  for  the  purpose  of  work- 
ing out  plans  for  opening  the  new  Maury 
County  Hospital  which  will  be  completed 
about  September  1.  The  two  groups,  after 
mutual  and  cooperative  planning,  pledged 
their  wholehearted  support  and  cooperation 
with  the  Administrator,  Mr.  William  B. 
Barnhart,  formerly  administrator  of  Poly- 
technic Hospital,  Harrisburg,  Pa. 

* 


institution  at  Silverdale,  recently  and  has 
made  its  recommendations  for  the  improve- 
ment of  the  hospital.  The  inspection  fol- 
lowed a series  of  investigations  of  the  in- 
stitution by  the  Hamilton  County  grand 
jury.  Committeemen  making  the  inspec- 
tion were  Dr.  Joseph  Killebrew,  Dr.  A.  F. 
Branton,  Dr.  Roy  van  Allen,  Dr.  R.  M.  Lan- 
dry and  Dr.  O.  N.  Derryberry. 

* 


Washington-Carter-Unicoi  Society 

The  Society  met  May  7 at  the  Erwin  Ho- 
tel, Erwin,  with  Dr.  John  C.  Burch,  Nash- 
ville, as  principal  speaker.  Dr.  Burch’s  sub- 
ject was  “Female  Surgery.”  Sixty-five  doc- 
tors from  the  surrounding  area  attended. 
Dr.  Earl  Peterson  of  Erwin  is  President  of 
the  Society. 

* 

Knoxville  Academy  of  Medicine 

The  scientific  program  presented  at  the 
regular  meeting  of  the  Academy  of  May  5 
was  a paper  on  “Bronciogenic  Carcinoma: 
Common  Diagnostic  Pitfalls  and  Their  Con- 
sequences,” read  by  Dr.  William  K.  Rogers. 
The  discussion  of  Dr.  Rogers’  paper  was  led 
by  Dr.  David  H.  Waterman. 

The  May  19  meeting,  held  in  the  Acade- 
my’s assembly  room,  was  well  attended. 
The  scientific  program  consisted  of  a paper 
on  “The  Occurrence  of  Cancer  in  Cervical 
Stumps”  by  Dr.  Vivian  Gibbs.  Dr.  A.  W. 
Diddle  led  the  discussion  of  Dr.  Gibbs’  pa- 
per. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

A dinner  meeting  of  the  Society  was  held 
at  the  Read  House  on  May  14  with  Dr.  James 
E.  Fitzgerald,  professor  of  obstetrics  at 
Northwestern  University,  as  the  guest 
speaker.  Dr.  Fitzgerald’s  subject  was 
“Heart  Disease  in  Pregnancy.” 

* 

The  Public  Health  Committee  of  the  So- 
ciety made  an  inspection  of  the  William  L. 
Bork  Hospital,  Hamilton  County’s  mental 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

Vanderbilt  University  Hospital  was  host 
at  a dinner  meeting  of  the  Academy  on  May 
12.  The  following  program  was  presented: 

“Tuberculous  Meningitis:  A Review  of 
Cases,”  by  Dr.  James  Garrison. 

“Management  of  the  Fractured  Sternum,” 
by  Dr.  Rollin  A.  Daniel,  Jr.,  and  Dr.  Walter 
L.  Diveley. 

“Radical  Surgery  and  the  Treatment  of 
Cancer  of  the  Uterus,”  Dr.  John  C.  Burch 
and  Dr.  Robert  Chalfant. 

Roane  County  Medical  Society 

The  Society  held  its  meeting  on  May  26 
at  the  Oak  Ridge  Hospital.  The  program 
consisted  of  a symposium  on  “Modern  Treat- 
ment of  Tuberculosis.” 

(1)  “Case  Finding  Program  and  Hospi- 
talization Procedures  for  Tubercidous  Pa- 
tients,” Dr.  Joe  T.  Marshall,  Field  Director, 
Tuberculosis  Unit  East  Tennessee. 

(2)  “Modern  Trends  in  the  Medical  Man- 
agement of  Pulmonary  Tuberculosis,”  Dr. 
Perry  M.  Huggin,  Medical  Director,  East 
Tennessee  Tuberculosis  Hospital. 

(3)  “Recent  Trends  in  Surgical  Manage- 
ment of  Pulmonary  Tuberculosis,”  Dr.  Rob- 
ert W.  Newman,  Attending  Surgeon,  East 
Tennessee  Tuberculosis  Hospital. 


University  of  Tennessee 
School  of  Medicine 

The  National  Science  Foundation  has 
awarded  a grant  to  Dr.  R.  R.  Overman  to 
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attend  a meeting  in  Istanbul,  Turkey.  He 
will  report  on  his  research  at  the  fifth  Inter- 
national Congress  on  tropical  diseases  and 
malaria. 

* 

Dr.  Robert  G.  Little  of  the  Department  of 
Physiology  will  join  the  faculty  of  the  Divi- 
sion of  Internal  Medicine. 

* 

A postgraduate  program  for  general  prac- 
titioners to  be  sponsored  in  cooperation  with 
John  Gaston  Hospital  and  Le  Bonheur  Chil- 
dren's Hospital,  will  be  offered  by  four  divi- 
sions of  the  College, — Obstetrics  and  Gyne- 
cology, Pediatrics,  Surgery  and  Medicine. 
Each  program  will  be  under  the  direction  of 
the  chief  of  the  respective  division.  Only 
one  physician  will  be  accepted  at  a time  by 
a division  and  for  a minimum  of  one  week, 
with  an  additional  week  in  a division  avail- 
able on  request.  Further  information  may 
be  obtained  from  the  Postgraduate  Depart- 
ment, University  of  Tennessee,  Memphis. 

* 

Tennessee  Heart  Association 

Officers  of  the  newly  formed  Tennessee 
Heart  Association  were  announced  last 
month.  Dr.  B.  F.  Bvrd,  Sr.,  Nashville,  is 
President;  Dr.  P.  H.  Livingston,  Chattanoo- 
ga, is  Vice-President;  John  W.  Apperson, 
Memphis,  is  Secretary;  and  Laurie  F.  Pratt, 
Knoxville,  was  elected  Treasurer. 

The  Association  will  begin  its  organized 
activities  July  1 with  the  opening  of  a state 
office  in  Nashville. 

Dr.  Byrd  has  been  active  in  Heart  Asso- 
ciation work  for  the  past  several  years  and 
was  instrumental  in  the  founding  of  the 
Middle  Tennessee  Heart  Association  several 
years  ago. 

* 

Gatlinburg  Named  Civil  Defense 
Evacuee  Center 

The  office  of  Civil  Defense  for  Tennessee 
has  designated  Gatlinburg,  a summer  resort 
city  located  in  Sevier  County  in  the  Smoky 
Mountains,  as  an  evacuee  reception  area. 

Dr.  R.  H.  Shilling  of  Gatlinburg  received 
an  official  communication  from  Mr.  E.  L.  J. 


Grandpierre,  Director,  requesting  that  plans 
be  made  to  provide  emergency  facilities  at 
Gatlinburg  for  serving  a possible  4,000  evac- 
uees in  case  of  military  disaster. 

* 

Hill-Burton  Hospital  Construction  in 
Tennessee 

Completed  and  in  Operation:  33  projects 
at  a total  cost  of  $25,843,416,  including  fed- 
eral contribution  of  $9,953,736  and  supplying 
1,716  additional  beds. 

Under  Construction:  12  projects  at  a total 
cost  of  $21,170,159,  including  federal  contri- 
bution of  $6,734,788  and  designed  to  supply 
716  additional  beds. 

Approved  But  Not  Yet  Under  Construc- 
tion: 10  projects  at  total  cost  of  $654,000, 
including  $338,000  federal  contributions  and 
designed  to  supply  14  additional  beds. 

* 

1953  Officers  of  the  Tennessee  Diabetes 
Association 

President — Dr.  Daniel  Thomas,  Knoxville. 

Vice-President — Dr.  Robert  Ackerman, 
Memphis. 

Secretary-Treasurer — Dr.  Jean  Hawkes, 
Memphis. 

Counselors — Dr.  Albert  Weinstein,  Nash- 
ville; Dr.  Addison  B.  Scoville,  Nashville; 
Dr.  Charles  Sienknecht,  Knoxville. 

* 

Middle  Tennessee  Medical  Association 

The  Association  held  its  one  hundred  and 
seventeenth  semiannual  meeting  on  May  21 
under  the  presidency  of  Dr.  O.  Reed  Hill  of 
Lebanon. 

Dr.  Hill  chose  for  his  Presidential  Address 
the  subject  “The  General  Practice  of  Medi- 
cine Today.” 

The  program,  a symposium  on  emergen- 
cies, was  given  as  follows: 

“Obstetrical  Emergencies,”  bv  Dr.  Homer 
Pace,  Nashville. 

“Urological  Emergencies,”  by  Dr.  C.  E. 
Haines,  Nashville. 

“Pediatric  Emergencies,”  by  Dr.  Dan  San- 
ders and  Dr.  Thomas  Weaver,  Nashville. 

“Dermatological  Emergencies,”  by  Dr.  C. 
M.  Hamilton,  Nashville. 
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“Surgical  Emergencies,”  by  Dr.  Carl  N. 
Gessler,  Donelson. 

“Cardiac  Emergencies,”  by  Dr.  Thomas 
Blake,  Nashville. 

“E.  N.  T.  Emergencies,”  by  Dr.  Herbert 
Duncan,  Nashville. 

“Orthopedic  Emergencies,”  by  Dr.  Sam 
Prevo,  Nashville. 

“Psychiatric  Emergencies,”  by  Dr.  Earl  D. 
Dorris,  Nashville. 

New  officers  of  the  Association  are  as  fol- 
lows: 

Dr.  Taylor  Farrar,  Shelby ville,  President; 
Dr.  Ogle  Jones,  Centerville,  President- 
Elect;  Dr.  Frank  G.  Witherspoon,  Nashville, 
Secretary-Treasurer.  Dr.  Roy  Money  of 
Pulaski  was  elected  to  the  Board  of  Trus- 
tees. 

The  next  semiannual  meeting  of  the  As- 
sociation will  be  held  in  Murfreesboro  on 
November  19,  1953. 

* 

Southeastern  Section  of  International 
College  of  Surgeons 

The  Herbert  Acuff  Memorial  Meeting  was 
held  in  Knoxville  on  April  24-25.  A pro- 
gram covering  many  phases  of  surgery  was 
offered. 

“Surgical  Aspects  of  Coal  Workers’  Pneu- 
moconiosis,” Dr.  Harwell  Dabbs,  Lynch,  Ky. 

“The  Differential  Diagnosis  and  Treat- 
ment of  Lesions  in  the  Mediastinum,”  Dr. 
David  Boyd,  Lahey  Clinic,  Boston,  Mass. 

“Uterine  Bleeding:  A Universal  Problem,” 
Dr.  Gilbert  Douglas,  Birmingham,  Ala. 

“Some  Problems  in  Prostatic  Surgery,” 
Dr.  J.  Ullman,  Mobile,  Ala. 

“Pre-cancerous  Lesions  of  the  Colon,”  Dr. 
Daugh  W.  Smith,  Nashville,  Tenn. 

“Management  of  Gastro-intestinal  Hem- 
orrhage”— Panel  Discussion  by  Dr.  B.  T. 
Beasley,  Atlanta,  Ga.;  Dr.  Donald  T.  Cham- 
berlain, Knoxville,  Tenn.;  Dr.  Arnold  S. 
Jackson,  Madison,  Wis.;  Dr.  David  Boyd, 
Boston,  Mass.;  and  Dr.  Daugh  W.  Smith, 
Nashville. 

“The  Neck,  Shoulder  and  Arm  Syndrome,” 
Dr.  Edward  Compere,  Chicago,  111. 

“The  Surgeons’  International  Hall  of 
Fame,”  Dr.  Max  Thorek,  Chicago,  111. 

“Present  Concepts  of  Thyroid  Surgery,” 
Dr.  Arnold  S.  Jackson,  Madison,  Wis. 


“Surgical  Management  of  Carcinoma  of 
the  Head  and  Neck,”  Dr.  Neal  Owens,  New 
Orleans,  La. 

A Symposium  on  “The  Current  Use  of 
Radio  Active  Isotopes,”  by  Dr.  Gould  An- 
drews, Dr.  Granvil  Kyker,  Dr.  Samuel  Root, 
Dr.  Malcolm  Tyor,  Dr.  Ralph  Kniseley,  Dr. 
Charles  Crompton  and  Dr.  Robert  Higgins. 


Dr.  J.  Gilbert  Eblen,  Knoxville,  addressed  the 
Knoxville  Area  Cerebral  Palsy  Council  recently  at 
the  Hamilton  North  Knoxville  Branch  Building. 

Dr.  Clifford  L.  Walton,  Timberlake  Road,  has 
been  named  radiologist  at  Knoxville  General  Hos- 
pital. 

Dr.  T.  B.  Yancey,  Kingsport,  addressed  the 
Kingsport  Jaycees  recently  about  the  shortage  of 
doctors  in  the  area.  He  told  the  group  that  efforts 
are  being  made  to  interest  additional  men  to  move 
into  this  area.  One  of  the  greatest  factors  in  im- 
proving the  standards  of  the  profession,  Dr.  Yan- 
cey pointed  out,  has  been  the  work  of  the  practic- 
ing physicians  themselves. 

Dr.  C.  E.  Peery,  Jr.,  McMinnville,  has  been  given 
an  extension  of  time  from  the  Defense  Department. 
He  will  report  for  active  duty  with  the  Army  in 
late  August. 

Dr.  W.  Powell  Hutcherson,  Chttanooga,  member 
of  the  Tumor  Clinic  at  Erlanger  Hospital,  used  as 
his  subject  “Cancer  and  Women”  in  a recent  broad- 
cast arranged  by  the  Hamilton  County  Cancer 
Committee  as  a part  of  their  cancer  campaign. 

Dr.  Jack  Adams,  Chattanooga,  discussed  “Iso- 
topes and  Treatment  of  Cancer”  in  a broadcast  re- 
cently. 

Dr.  II.  Jim  Brown,  Kingsport,  spoke  to  the 
Kingsport  Mental  Health  Association  on  the  need 
for  recognition  and  immediate  treatment  of  mental 
diseases. 

Dr.  Albert  Weinstein,  Nashville,  spoke  on  “Ul- 
cerative Colitis”  at  the  Annual  Scientific  Assembly 
of  the  Kentucky  Academy  of  General  Practice  and 
the  Jefferson  County  Chapter  of  the  Academy  of 
General  Practice,  Louisville,  April  23. 

Dr.  Carl  Hartung,  Chattanooga,  in  an  address 
before  the  annual  meeting  of  the  Hamilton  County 
Tuberculosis  Association,  called  for  support  of  a 
program  to  eradicate  tuberculosis.  He  said  that 
infectious  cases  must  be  taken  off  the  streets,  and 
more  stringent  laws  passed  to  deal  with  incorrigi- 
bles  who  refuse  treatment. 

Dr.  Preston  C.  McDow,  Chattanooga,  is  now  as- 
sociated with  Dr.  C.  A.  Clements  with  offices  at 
Hixson  Hospital. 

Dr.  William  J’.  Andrews,  Memphis,  will  continue 
practice  in  the  Physicians  and  Surgeons  Building 
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after  receiving  word  that  the  Army  had  revoked 
orders  calling  him  into  service  as  a Medical  Corps 
captain. 

Dr.  Howard  Kennedy,  Clarksville,  has  received 
active  duty  orders  to  report  to  Gunter  Air  Force 
Base,  Montgomery,  Alabama,  in  the  early  part  of 
June. 

Dr.  James  Hill,  Clinton,  was  the  guest  speaker 
for  the  annual  Aloha  Oe  ceremonies  at  UT  at 
Shields-Watkins  Field  recently.  Dr.  Hall’s  sub- 
ject was  "The  Passing  of  the  Torch.”  The  cere- 
mony was  the  senior  class  symbolic  farewell  to 
the  University. 

Dr.  Robert  M.  Foote,  Nashville,  announces  the 
opening  of  his  office  at  1909- A Division  Street,  for 
the  practice  of  psychiatry,  with  special  interest  in 
the  problems  of  children. 

Dr.  J.  J.  Frey,  Nashville,  has  moved  his  office 
from  the  Doctors  Building  to  3815  Baxter  Avenue. 

Dr.  Cleo  W.  Stevenson,  Memphis,  went  into  ac- 
tive duty  in  the  United  States  Air  Force  on  May 
25. 


BOOK  REVIEW 


A Manual  of  Clinical  Allergy.  By  John  M. 

Sheldon,  M.D.,  Robert  G.  Lovell,  M.D., 

Kenneth  P.  Mathews,  M.D.  Philadelphia, 

Pa.:  W.  B.  Saunders  Co.,  1953.  413  pages. 

Price  $8.50. 

From  their  experience  in  the  Allergy 
Clinic  of  the  Department  of  Internal  Medi- 
cine at  the  University  of  Michigan,  the  au- 
thors have  produced  a helpful  manual  for 
the  physician  interested  in  the  allergic  dis- 
eases. It  was  the  purpose  of  the  authors  to 
provide  a book,  as  they  put  it  in  the  Preface, 
“primarily  for  the  physician  interested  in 
devoting  part  of  his  time  to  the  treatment 
of  allergy  patients,  or  in  establishing  an 
allergy  practice.” 

The  theoretical  and  experimental  back- 
ground of  the  allergic  diseases  is  reduced  to 
a minimum.  There  are  introductory  chap- 
ters on  immunology  and  the  medical  evalu- 
ation of  the  allergy  patient.  Next,  chapters 
are  devoted  to  skin  testing  and  other  pro- 
cedures which  may  be  utilized  in  diagnosis. 

Consideration  is  given  to  hay  fever  and 
asthma  and  hyposensitization  therapy.  This 
is  followed  by  a discussion  of  constitutional 
reactions,  serum  sickness  and  the  like  and 
their  management.  Next  follows  material 
on  aerosols  and  drugs  used  in  the  treatment 
of  the  allergic  diseases. 


Chapters  are  devoted  to  food  allergy, 
gastro-intestinal  manifestations,  dermato- 
logic problems  of  allergy  (with  detailed 
discussion  of  patch  testing  in  the  latter  in- 
stances) headache  and  allergy  and  ophthal- 
mic allergy. 

The  remaining  chapters  consider  pollen 
identification  (beautifully  illustrated)  fun- 
gus and  mold  identification,  endocrinological 
aspects  with  a discussion  of  the  place  of 
ACTH  and  cortisone  in  management,  and 
the  diffuse  vascular  or  collagen  diseases. 
Finally,  detailed  descriptions  are  offered  for 
the  preparation  of  allergenic  extracts  for 
testing  and  treatment. 

In  the  reviewer’s  opinion  this  manual  ful- 
fills the  objectives  the  authors  set  forth  in 
the  Preface  in  a most  satisfactory  fashion. 
It  is  written  in  a clear,  concise  style  which 
makes  it  easy  reading  and  understandable 
for  the  doctor  not  an  expert  in  the  field  of 
allergy.  This  excellent  book  has  been  of 
particular  interest  to  the  reviewer,  for  it 
represents  the  growth  of  knowledge  and 
experience  gained  in  the  Clinic  first  con- 
ceived and  set  up  in  a small  wav  by  the 
reviewer  in  1925. 

R.  H.  K. 


Southern  Pediatric  Seminar 

The  Southern  Pediatric  Seminar  will  hold  its 
33rd  annual  session  this  summer  in  Saluda,  North 
Carolina.  Two  weeks  (July  20  through  August  1) 
will  be  devoted  to  pediatrics  and  one  week  (Au- 
gust 3 through  8)  will  be  devoted  to  obstetrics. 

This  is  an  institution  of  which  doctors  in  the 
south  have  a right  to  be  proud.  It  was  founded 
by  a southern  doctor,  it  is  owned  and  operated  by 
southern  doctors,  and  its  faculty  members  consist 
of  outstanding  southern  physicians.  It  has  been 
deemed  by  many  the  best  postgraduate  course  in 
pediatrics  and  obstetrics  available  in  the  country 
today. 

The  course  consists  of  lectures,  clinics,  demon- 
onstrations,  clinicopathological  conference.  The 
members  of  the  faculty  are  equally  divided  be- 
tween physicians  in  teaching  positions  and  physi- 
cians in  active  practice.  Ample  opportunity  is 
given  for  discussions  in  small  groups  and  for  the 
answering  of  questions.  Every  effort  is  made  to 
give  the  general  practitioner  the  material  and  in- 
formation which  he  needs  in  his  everyday  prac- 
tice. 
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The  course  is  fully  accredited  by  the  American 
Academy  of  General  Practice. 

One  great  feature  of  the  Seminar  is  that  it  is 
held  in  the  cooling'  atmosphere  of  the  mountains 
of  North  Carolina  and  many  physicians  make  of 
the  occasion  a vacation  as  well  as  a time  for 
learning,  taking  their  wives  and  children  with 
them.  Provision  is  made  for  the  housing  of  fam- 
ilies. 

Any  general  practitioner  who  is  anxious  to 
catch  up  on  what  is  new  in  the  fields  of  pediatrics 
or  obstetrics  is  urged  to  write  for  further  infor- 
mation to  Dr.  D.  L.  Smith,  Registrar,  Saluda, 
North  Carolina. 

* 

Special  Letter  -from  Department  of  Public 
Health 

TO:  Doctors  of  Medicine  in  Tennessee 
SUBJECT: 

1.  Gamma  Globulin  for  use  in  poliomyelitis 

2.  Reporting  of  poliomyelitis 

3.  Gamma  Globulin  for  infectious  hepatitis  and 

measles 

Dear  Doctor: 

1.  Enclosed  you  will  And: 

(a)  A copy  of  regulations  governing  the  dis- 
tribution of  gamma  globulin  for  use  in  poliomy- 
elitis. 

(b)  A small  supply  of  request  forms  for  req- 
uisitioning gamma  globulin  for  poliomyelitis. 

Please  read  carefully  the  regulations  governing 
the  distribution  of  gamma  globulin.  Additional 
request  forms  may  be  obtained  from  your  local 
health  department.  (See  Journal  of  Tennessee 
State  Medical  Association,  May,  1953 — Ed.) 

2.  The  Public  Health  Council  at  its  recent  meet- 
ing changed  the  regulations  governing  the  report- 
ing of  poliomyelitis.  Now  all  cases  of  poliomye- 
litis should  be  reported  to  the  local  health  officer 
and  you  should  indicate  whether  the  case  is  par- 
alytic or  non-paralytic.  It  is  important  that  all 
cases  be  reported  since  the  amount  of  gamma 
globulin  allocated  to  the  state  is  determined  on 
basis  of  reported  cases. 

3.  Enclosed  you  will  find  the  procedures  set  up 
by  the  Public  Health  Council  for  the  distribution 
of  gamma  globulin  for  infectious  hepatitis  and 
measles.  (See  Journal  of  Tennessee  State  Medi- 
cal Association,  May,  1953 — Ed.) 

Yours  very  truly, 

R.  H.  Hutcheson 
Commissioner 

* 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 


tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 


Location  Wanted 

A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 
Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

* 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
partnership.  Available  January  1,  1953. 

LW-17 

* 

A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 
tunity to  establish  solo  practice.  Available  July 
1,  1953.  LW-24 

* 

A 29  year  old,  married  physician,  Protestant, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4V2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 

LW-25 

* 

A 29  year  old,  married  physician,  protestant, 
degree  Temple,  1952,  interning  at  Frankford  Hos- 
pital, Philadelphia,  desires  location  for  general 
practice  on  an  assistant  or  associate  basis.  Now 
in  Reserve  Air  MC;  28  months  military  service. 
Available  July  1.  LW-28 

* 

Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

* 

Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 

LW-31 

* 

Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. LW-32 


A 31  year  old,  married  physician,  Protestant, 
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priority  4,  degree  Northwestern,  1946.  Four  year 
orthopedic  residency,  part  one  of  board  completed, 
desires  location  to  practice  Orthopedics  and  a part- 
time  teaching  position.  Available  September  1, 
1953.  LW-33 

* 


A 31  year  old,  married  physician,  Presbyterian, 
M.D.  from  the  University  of  Louisville  in  1947, 
priority  4,  desires  clinic,  associate  or  partnership 
for  general  practice.  Available  immediately. 


A 29  year  old  physician,  Protestant,  degree  U.  T. 
1952,  priority  4,  desires  location  for  general  prac- 
tice. Available  April  1,  1953. 

LW-34 


* 


A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4.  degree  from  Wisconsin,  1944,  board  cer- 
tified in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 


A 29  year  old  physician,  married,  Methodist, 
M.D.  from  Georgia  in  1952,  priority  4,  would  like 
location  lor  general  practice.  Available  August  1, 
1953.  LW-36 

* 


A 30  year  old.  married  physician,  Protestant, 
M.D.  from  Georgia  in  1951,  priority  4.  desires  loca- 
• n for  general  practice.  Available  July,  1953. 


Physician,  married  with  two  children,  Protestant 
faith,  M.D.  from  Maryland  in  1950,  priority  4,  de- 
sires an  associate  relationship  for  general  practice. 
Available  July,  1953.  LW-38 

-¥ 

A 29  year  old.  married  physician,  Presbyterian 
faith.  M.D.  from  Maryland  in  1952.  priority  4,  de- 
sires to  associate  with  another  physician  in  general 
practice  in  a small  community.  Available  July, 
1953.  LW-39 

* 

A 35  year  old,  married  physician,  Methodist, 
M.D.  from  Vanderbilt  in  1942,  board  certified  in 
surgery,  priority  4,  desires  clinic,  group  or  asso- 
ciate relationship  for  the  practice  of  general  sur- 
gery. Available  immediately.  LW-40 

* 


Physician  Wanted 

Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine.  PW-22 

* 

A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 

* 

WANTED— General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238, 
Gatlinburg,  Tennessee.  PW-24 

* 


Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 


South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 


* 


A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 


A 31  year  o'd,  married  physician,  Protestant, 
M.D.  from  UT  in  1952,  priority  4,  desires  location 
for  general  practice  in  small  community  with 
hospital  facilities.  Available  July.  1953. 


A new  Clinic  in  extreme  Northwestern  section 
of  Tennessee  desires  a full-time  Urologist,  a Pedi- 
atrician, and  an  Internist.  Present  group  consists 
of  five  doctors.  Population,  10,000,  medical  service 
area,  75,000.  PW-30 

M 


A 33  .'ear  old.  married  physician,  Protestant, 
M D.  from  Bowman  Gray  in  1952.  priority  4,  de- 
sires associate  relationship  for  general  practice. 
Available  November,  1953.  LW-42 


A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
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rector  of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  teacher  of 
Internal  Medicine,  and  clinician  and  physiologist. 


Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology. 

PW-32 


* 


Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center. 

PW-33 


Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 


* 


PW-34 


V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request.  PW-35 

* 

Nashville  physician  will  construct  office  and 
lease  same  to  physician  interested  in  good  location 
for  general  practice  and  surgery,  4,000  industrial 
employees  in  immediate  suburban  area.  This  lo- 
cation is  within  3 miles  of  downtown  Nashville. 

PW-36 


QleasuUew- 


ON  THE  KR  ATZVn.T  F.  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President— A.  M.  Patterson,  M.D.,  915  Medical  Arts 
Building,  Chattanooga 

President-Elect — John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President — S.  J.  Sullivan,  M.D.,  Cleveland 

Vice-President — Henry  T.  Kirby-Smith,  M.D.,  Se- 
wanee 

Vice-President — Malcolm  Aste,  M.D.,  Memphis 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  319-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

William  J.  Sheridan,  Jr.,  M.D.,  Medical  Arts  Build- 
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SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV.  M.D.,  Nashville 
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ville 

COUNCILORS 
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(1955) 

Third  District — Franklin  B.  Bogart,  M.D.,  Chatta- 
nooga (1954) 
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(1955) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1955) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1955) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1955) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1955) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1955) 
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R C.  Pryse,  LaFollette.  Sec. 

Bedford 
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Cumberland 
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Davidson  County 

W.  O.  Tirrill,  104  Twentieth  Ave., 
N..  Nashville,  Pres. 

Oscar  Noel,  2118  West  End  Ave., 
Nashville,  Sec. 

Jack  Bailentine.  647  Doctors  Bldg., 
Nashville.  Exec.  Sec. 

Dickson 

J.  T.  Jackson,  Dickson,  Pres. 

Mary  B.  Cook.  Dickson.  Sec. 
Dyer-Lake -Crockett 
W.  E.  Anderson,  Dyersburg,  Pres. 
W.  I.  Thornton,  Jr..  Dyersburg,  Sec. 
Fentress 

Guy  C.  Pinckley,  Jamestown,  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec. 

Franklin 

Ruth  Cameron,  Sewanee,  Pres. 
George  L.  Smith.  Winchester,  Sec. 
Giles 

J.  U Speer.  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec. 

Greene 

N.  P.  Horner.  Greeneville,  Pres. 

W.  L.  McGuffin,  Greeneville,  Sec. 

Hamblen 

John  E.  Pierce,  Morristown.  Pres. 
Y.  A.  Jackson,  Morristown,  Sec. 

Hamilton 

Wm.  G.  Stephenson,  612  Medical 
Arts  Bldg.,  Chattanooga.  Pres. 
Arch  Bullard.  Medical  Arts  Bldg., 
Chattanooga,  Sec. 


Henry 

John  E.  Newman,  Paris,  Pres. 

W.  G.  Rhea,  Paris,  Sec. 

Humphreys 

J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec. 

Jackson 

L.  R.  Anderson,  Gainesboro,  Pres. 
L.  R.  Dudney,  Gainesboro,  Sec. 

Knox 

S.  J.  Platt,  603  W.  Main.  Knoxville, 
Pres. 

Ralph  H.  Monger.  Medical  Arts 
Bldg.,  Knoxville,  Sec. 

Lauderdale 

Pres. 

Sec. 

Lawrence 

V.  H.  Crowder.  Lawrenceburg.  Pres. 
L.  B.  Molloy,  Lawrenceburg,  Sec. 

Lincoln 

W.  S.  Joplin,  Petersburg,  Pres. 

W.  D.  Jones,  Fayetteville,  Sec. 

Macon 

Pres. 

Sec. 

Maury 

C.  D.  Walton,  Mt.  Pleasant,  Pres. 
Carl  C.  Gardner,  Jr.,  Columbia,  Sec. 

McMinn 

Charles  T.  Carroll,  Athens,  Pres. 
Jess  A.  Powell,  Jr.,  Athens,  Sec. 

Monroe 

James  Barnes,  Sweetwater,  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec. 
Montgomery 

V.  H.  Griffin,  Clarksville.  Pres. 
Charles  A.  Trahern,  Clarksville,  Sec. 

Obion 

Pres. 

R.  C.  Gilliam,  Union  City,  Sec. 
Overton 

A.  B.  Qualls,  Livingston.  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec. 

Putnam 

K.  L.  Haile,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec. 

Roane 

Paul  Spray,  Medical  Arts  Bldg. 
Oak  Ridge,  Pres. 

W.  P.  Hardy,  Medical  Arts  Bldg., 
Oak  Ridge,  Sec. 


Robertson 

W.  B.  Dye,  Springfield,  Pres. 

John  S.  Freeman,  Springfield,  Sec. 

Rutherford 

Gilbert  Gordon,  Murfreesboro, 

Pres. 

S.  C.  Garrison,  Jr.,  Murfreesboro,  Sec. 
Scott. 

D.  T.  Chambers,  Norma,  Pres. 

Milford  Thompson,  Oneida,  Sec. 

Sevier 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec. 

Shelby 

E.  Guy  Campbell,  1118  Madison, 
Memphis,  Pres. 

Jean  M.  Hawkes,  1374  Madison, 
Memphis,  Sec. 

Robert  C.  Bird,  1363  Union,  Exec. 

Sec. 

Smith 

Robert  E.  Key,  Carthage.  Pres. 

David  Gordon  Petty,  Carthage,  Sec. 
Sullivan- Johnson 

Thomas  H.  Kuhnert,  Bristol,  Va., 
Pres. 

Julian  Williams,  Kingsport,  Sec. 
Sumner 

J.  W.  Osborne,  Hendersonville,  Pres. 
W.  B.  Farris,  Gallatin,  Sec. 

Tipton 

Pres. 

H.  Stirl  Rule,  Covington,  Sec. 
Washington- Carter- Unicoi 
Earl  Peterson,  Erwin,  Pres. 

John  M.  Wilson,  207  E.  Watauga  Ave., 
Johnson  City,  Sec. 

Weakley 

R.  W.  Brandon,  Martin,  Pres. 

G.  S.  Plog,  Martin,  Sec. 
White-Warren-Van  Buren 
John  T.  Mason,  McMinnville,  Pres. 
Hoyt  C.  Harris,  McMinnville,  Sec. 
Williamson 

Harry  Guffee,  Franklin.  Pres. 
Adolphus  Bray,  Franklin,  Sec. 

Wilson 

J.  H.  Tilley.  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon.  Sec. 
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Symposium  on  Disturbances  in  Fluid  and  Electrolytes 

In  every  field  of  medicine  the  clinician  is  confronted  by  problems  of 
maintaining  electrolyte  equilibrium  and  a normal  state  of  water 
balance  in  patients  who  for  some  reason  or  other  are  temporarily 
unable  to  do  this  for  themselves.  A variety  of  abnormalities  may 
occur  in  fluid  and  electrolyte  relationships  which  differ  qualitatively. 

Therefore  management  no  longer  consists  of  merely  giving  glucose  or 
saline  solutions  parenterally.  Flexibility  in  the  use  of  electrolytes 
and  water  is  now  mandatory  dependent  upon  the  circumstances. 

FLUID  BALANCE  IN  SURGERY  IN  THE  ADULT* 

JAMES  D.  HARDY,  M.D.,f  Memphis,  Tenn. 


Introduction 

It  is  our  purpose  to  present  a rational  ap- 
proach to  the  solution  of  fluid  balance  prob- 
lems. The  physician  in  practice  is  con- 
fronted by  such  an  infinite  variety  of  fluid, 
salt,  and  nutritional  derangements  in  his 
patients  that  even  a presentation  which 
lasted  several  hours  could  not  satisfactorily 
cover  individual  examples  of  all  problems 
which  may  be  encountered.  Furthermore, 
in  our  opinion  this  is  not  the  best  frame- 
work in  which  to  consider  the  subject  of 
fluid  balance.  For  example,  the  embryo 
surgeon  cannot  possibly  be  trained  to  do  all 
the  operations  that  he  will  do  in  his  life- 
time, if  for  no  other  reason  than  that  com- 
pletely new  operations  will  surely  be  ad- 
vanced in  the  future.  Yet,  if  the  surgical 
resident  is  well  versed  in  the  basic  prin- 
ciples of  good  surgery,  he  will  be  able  to 
cope  successfully  with  the  new  operations 
of  the  future.  So  it  is  with  the  physician 
who  treats  patients  who  present  states  of 
fluid  and  salt  imbalance.  If  the  physician 
has  mastered  a few  of  the  basic  rules  of  the 


*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  14,  1953,  Memphis, 
Tenn. 

tFrom  the  Department  of  Surgery  and  Surgical 
Laboratories,  Medical  College  of  The  University 
of  Tennessee,  Memphis. 


game,  he  will  be  able  to  adapt  his  therapy 
to  an  infinite  variety  of  problems.  With 
this  philosophy  as  a guide,  I have  chosen 
to  devote  this  first  section  of  the  symposium 
to  a review  of  certain  fundamentals  of 
fluid  balance,  using  but  one  clinical  example 
of  fluid  and  salt  derangement.  The  mimeo- 
graphed sheets  which  have  been  distributed 
will  allow  the  members  of  the  audience  to 
follow  the  discussion  and  to  make  your  own 
notes  in  the  ample  margins,  should  you  so 
desire. 

Basic  Concepts 

Eight  topics  are  to  be  outlined: 

I.  Atomic  weights  of  elements  used  in 
daily  fluid  balance  calculations. 

II.  Why  use  milliequivalents  instead  of 
milligrams? 

III.  Normal  plasma  values. 

IV.  How  to  convert  milligrams  to  milli- 
equivalents. 

V.  Questions  to  be  decided  in  treating  a 
case  of  fluid  imbalance. 

VI.  Steps  in  corrective  therapy. 

VII.  Repair  solutions  which  are  useful. 

VIII.  Some  general  suggestions. 

Since  this  presentation  is  necessarily 
somewhat  in  the  nature  of  a review,  we  are 
going  to  begin  with  certain  fundamentals 
which  are  familiar  to  most  of  you. 
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I.  Atomic  Weights. 

K 39  Na  23  Cl  35  Ca  40 

II.  Why  Use  Milliequivalents  Instead  oj 
Milligrams ? 

In  the  field  of  fluid  balance,  we  are  con- 
cerned with  the  number  of  charged  particles 
released  by  the  various  salts,  not  with  ab- 
solute weights  of  the  atoms  themselves.  At 
some  risk  of  oversimplification,  let  us  con- 
sider the  following  relationships: 

One  sodium  atom  can  combine  with  one 
chlorine  atom  (NaCl)  or,  one  sodium  ion 
can  combine  with  one  chlorine  ion 
(Na  Cl  ).  These  ions  are  “charged 
particles.” 

However,  since  the  atomic  weight  of 
sodium  is  23  and  that  of  chlorine  35,  ob- 
viously the  ions  released  by  one  gram  of 
sodium  are  not  equivalent  to  (cannot  com- 
bine with)  the  ions  released  by  one  gram 
of  chloride,  no  more  than  a bushel  of 
feathers  is  equivalent  to  a bushel  of  lead 
on  an  absolute  weight  basis.  However,  we 
can  compare  the  bushel  of  feathers  with 
the  bushel  of  lead  on  a bushel  basis,  and  we 
can  similarly  compare  sodium  with  chloride. 
Or,  c msider  two  infantrymen,  “Pfc.  sodium” 
and  “Pfc.  chloride,”  each  of  whom  is  man- 
ning a 30-caliber  machine  gun.  Though  “Pfc. 
sodium”  weighs  only  23  grams  whereas 
“Pfc.  chloride”  weighs  35  grams,  they  are 
equivalent  in  that  each  can  release  the  same 
number  of  “charged  particles”— and  in  the 
battle  of  fluid  balance  it  is  only  charged 
particles  that  count. 

Thus,  one  equivalent  weight  of  Na  -23 
grams. 

One  equivalent  weight  of  Cl  35  grams. 
Further,  one  equivalent  weight  of  either 
1.000  milliequivalents. 

Therefore  1 equivalent  of  Na  (23  G.) 

1 equivalent  of  Cl  (35  G.)  or,  1,000 

mEq.  of  Na.  (23  G.  : ; 1,000  mEq.  of 

Cl  (35  G.)  and,  1 mEq.  of  Na  releases  the 
same  number  of  ions  (charged  particles)  as 
1 mEq.  of  chloride.  Such  particles  preserve 
normal  osmotic  and  acid-base  equilibrium. 

III.  Normal  Plasma  V allies. 

Now,  note  the  relationships  between  the 
milliequivalents  of  cations  (Na  + , K + , 


Mg'  Cal  f)  and  the  milliequivalents  of 
anions  (Cl  , HCO.  , organic  acids,  sul- 
phates, phosphates  and  protein)  in  the  ex- 
tracellular fluid  represented  by  blood 
plasma.  (Fig.  1.) 


Fig.  1 

Normal  Plasma  Electrolyte  Values  (from  Bland, 
J.  H.,  The  Clinical  Use  of  Fluid  and  Electrolyte, 
W.  B.  Saunders  Company,  Philadelphia,  1952). 

Normal  Values:  Serum  or  Plasma  (per 
liter). 

Na=142  145  mEq./L. 

C1=1()0  105  mEq./L. 

K=3 — 5 mEq./L. 

Ca=5  mEq./L. 

HCO . — 22  27  mEq./L. 

IV.  How  to  Convert  Milligrams  to  Milliequiva- 
lents. 

The  facility  with  which  the  medical  stu- 
dent is  able  to  perform  this  simple  exercise 
is  almost  always  an  index  to  his  genuine 
understanding  of  the  fundamentals  of  fluid 
therapy. 

The  basic  formula  for  the  conversion  is: 

mg.  per  100  cc.  X 10  X valence=milliequivalents 
atomic  weight 

(a)  When  the  valence  oj  the  ion  is  one: 
For  example,  if  the  serum  potassium 
level  is  20  mg./lOO  cc., 

Then  20  mg.  X 10  200  mg.  in  one  liter 
of  plasma. 
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Further,  the  valence  of  K+  is  one. 
That  is,  one  ion  of  K can  combine 
with  only  one  other  monovalent  ion, 
e.g.,  KC1. 

The  atomic  weight  of  potassium  is  39; 

. ■ . 20  mg.  X 10  X 1=5.1  mEq. 

50 

(b)  When  the  valence  of  the  ion  is  greater 
than  one,  as  in  the  case  of  calcium 
(valence  of  2);  One  ion  of  Ca  + + com- 
bines with  two  monovalent  ions 

Cl  ) 

<Ca  f ' Cl~). 

The  serum  calcium  level  is  10  mg./lOO  cc 

. . 10  me.  X 10  X 2=5  mEq.  per  liter  of  serum 

40 

(c)  Where  the  milligrams  of  the  specific 
ion  (usually  chloride)  are  actually  re- 
ported by  the  laboratory  in  the  form 
of  milligrams  of  the  whole  molecule 
of  the  salt  (sodium  chloride): 

One  must  here  divide  by  the  mo- 
lecular weight  of  NaCl  instead  of  the 
atomic  weight  of  chlorine.  Thus,  if 
the  serum  chloride  is  reported  as  590 
mg./lOO  cc.  of  serum:  (as  sodium 

chloride)  then, 

590  X 10  X 1=5.900=102  mEq./L. 

23  + 35  " 58 

(d)  CO. — combining  power  to  mEq. 
Divide  the  “CO_.”  by  2.22  to  convert 
to  mEq.  If  Co_. — combining  power-  60 
vol.% 

mEq./L. 

V.  The  Specific  Patient:  Questions  to  he 
Answered: 

(a)  Is  there  a fluid  volume  deficit? 

Base  diagnosis  on  clinical  signs  of  de- 
hydration such  as  decreased  skin 
turgor,  sunken  eyeballs,  dry  tongue, 
and  scant  dark  urine. 

(b)  Is  the  osmolar  concentration  normal 
in  the  extracellular  fluid  which  re- 
mains? That  is,  is  the  extracellular 
fluid  hypotonic  or  hypertonic?  As  a 
rule  of  thumb,  the  sum  of  the  mEq.  of 
chloride  + mEq.  of  HCO;  130 
mEq. /liter  of  plasma  normally.  If 
the  sum  is  decidedly  less  than  130,  the 
patient  needs  relatively  more  salt 


than  water  in  the  administered  fluids. 
If  the  sum  is  significantly  greater 

than  130,  a salt  free  solution  such  as 
5 % glucose  should  be  given,  at  least 
initially. 

(c)  Are  there  deficits  of  specific  ions? 
(K,  Ca,  acid-base  derangements.) 

VI.  Steps  in  Corrective  Therapy. 

(a)  Correct  osmolar  deviation , i.e.,  restore 

the  over-all  salt  concentration  (and 
tonicity)  to  normal  (Cl  -f-  CO.  130 
mEq./L)  in  the  extracellular  fluid. 

This  is  done  first  because  it  can  be 
done  quickly,  with  a relatively  small 
volume  of  fluid. 

Example:  Case:  Pyloric  obstruction  with 
orolonged  vomiting:  Serum  chemistry:  CO, 
(HCO:)  80  vol.  ' < -36.3  mEq.  Cl  70 

mEq.  . . CO  . + Cl  106  mEq./L.  hypo- 

osmolarity  (extracellular  fluid  is  hypotonic). 

Therapy:  To  Correct  Osmolar  Deviation. 

Give  500  cc.  of  3' . NaCl  in  one  hour.  This 
will  do  much  toward  restoring  iso-osmolar- 
ity  of  the  extracellular  fluid  which  the  pa- 
tient still  has,  and  little  time  has  elapsed. 
Later  the  serum  chemistry  can  be  repeated 
and  more  hypertonic  NaCl  given  if  needed. 
If  hyperosmolarity  had  been  present  in  this 
patient  (CO  , + Cl  more  than  130  mEq./L.). 
glucose  in  water  would  have  been  our  choice 
for  initial  therapy. 

(b)  Restore  the  Volume  of  Extracellular 
Fluid  to  Normal.  (It  is  the  diminished 
volume  of  the  extracellular  fluid 
which  produces  most  of  the  clinical 
signs  of  dehydration.) 

If  iso-osmolarity  has  first  been  estab- 
lished, give  isotonic  sodium  chloride 
solution  (with  glucose)  to  restore 
volume. 

How  much  to  give?  There  are  various  for- 
mulas which  are  used  to  estimate  fluid  re- 
placement requirements  but  none  is  easier 
to  remember,  or  clinically  more  useful,  than 
is  the  following  rule  for  the  approximation 
of  the  volume  deficit: 

For  severe  dehydration:  give  6%  of  body 
weight. 

For  moderate  dehydration:  give  4%  of 
body  weight. 

For  mild  dehydration:  give  2 % of  body 
weight. 
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. If  the  patient  weighs  154  pounds,  di- 
vide by  2.2  to  convert  to  kilograms.  154  -f- 
2.2  70  kilograms. 

For  severe  dehydration:  70  X 6% =4.2 
liters  of  fluid  required. 

Therefore,  about  4 liters  of  0.85%  NaCl 
in  5%  glucose  will  be  required.  (Repeat  the 
serum  chemistry  determinations  the  follow- 
ing morning,  and  continue  therapy  based 
on  the  chemistry  values  and  on  the  appear- 
ance of  the  patient  (i.e.,  are  signs  of  de- 
hydration disappearing?)  Remember  that 
fat  contains  little  water;  use  4%  for  severe 
dehydration  in  very  fat  patients. 

(c)  Correct  Deficits  of  Specific  Ions: 
Example:  Serum  potassium  4.0  mEq.  on 
admission  but  is  found  to  be  only  2.0  mEq. 
after  the  extracellular  fluid  volume  has  been 
restored.  If  urinary  output  is  satisfactory, 
give  2 liters  of  0.6%  KC1  (6  G.  of  KC1  in  a 
liter  of  water)  in  0.45%  NaCl  solution  each 
day  until  the  serum  potassium  level  is 
normal  or  until  the  patient  can  eat.  If  neces- 
sary, one  may  give  three  liters,  or  even 
four  liters,  of  this  solution  (or  2 liters  of 
1.2' , KC1)  per  day  if  the  patient  is  followed 
very  carefully.  Potassium  chloride  may  be 
added  to  almost  any  solution  that  is  to  be 
given  intravenously.  This  salt  can  be  pur- 
chased in  sterile  ampules  from  pharma- 
ceutical houses,  ready  to  be  added  to  the 
various  intravenous  solutions. 

VII.  Repair  Solutions  Which  Are  Useful! 
Standard: 

0.85%  NaCl  with  or  without  5%  glucose 
5'  < glucose 

0.6%  KC1  in  0.45%  NaCl 
(6  G.  KC1  =80  mEq.  of  K) 

10%  Calcium  gluconate 
Special: 

2 '<  or  3%  NaCl  for  hypo-osmolarity  of 
extracellular  fluid 

1.2%  KC1  for  severe  potassium  de- 
ficiency 


2%  NH,C1  for  alkalosis 
1/6  molar  lactate  for  acidosis 
Nutrition: 

1,000  cc.  protein  hydrolysate=400  Cal. 
(50  G.  protein  and  50  G.  carbohydrate) 
1,000  cc.  protein  hydrolysate  + 70  cc. 
absolute  alcohol  890  Cal. 

(50  G.  protein  200  Cal.  50  G.  carbo- 
hydrate 200  Cal.) 

(70  cc.  ROH  490  Cal.) 

Thus:  3 liters  of  protein  hydrolysate= 
150  G.  protein 

2 liters  of  hydrolysate  % alcohol=2  X 
890  1,780  Cal. 

VIII.  Some  General  Suggestions. 

a.  Treat  osmolar  and  volume  deficits  first, 
and  acid-base  imbalance  will  usually 
take  care  of  itself  (kidneys). 

b.  Do  not  expect  wholly  to  correct  in  a 
few  hours  the  fluid  and  salt  imbalance 
which  was  produced  over  a period  of 
several  days.  If  the  situation  permits, 
plan  on  an  orderly  program  of  therapy 
extending  over  a period  of  from  24  to 
72  hours,  with  indicated  rechecks  of 
serum  chemistry. 

c.  Plan  slightly  to  undercorrect,  rather 
than  to  overcorrect,  with  the  first  fluids 
administered. 

d.  Keep  watching  two  things: 

1.  The  patient’s  clinical  course:  Are  his 
general  condition  and  his  apparent 
state  of  hydration  improving? 

2.  The  serum  chemistry:  Are  the  values 
moving  toward  normal? 

e.  Fluid  therapy  is  fun,  provided  one 
learns  and  uses  a few  simple  rules  of 
the  game.  The  first  step  is  to  learn  to 
think  in  terms  of  milliequivalents.  The 
second  step  is  to  realize  that  fluid  and 
salt  therapy  in  human  beings  is  not 
yet  an  exact  science.  After  noting  the 
above  ground  rules  (the  “key  signa- 
ture”), one  plays  by  ear. 
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FLUID  BALANCE  IN  MEDICINE* 

LELAND  M.  JOHNSTON,  M.D.,y  Jackson,  Tenn. 

Heart  Failure 

First  and  most  important  to  the  general 
practitioner  and  internist  is  the  manage- 
ment of  heart  failure.  Regardless  of 
whether  one  believes  in  the  “forward”  or 
“backward”  theory  of  congestive  heart 
failure,  there  seems  to  be  general  agreement 
that  retention  of  sodium  is  very  important 
in  edema  formation  and  plays  a major  role 
in  the  distressing  symptoms  of  congestive 
heart  failure.  Although  there  are  differ- 
ences of  opinion  concerning  the  order  of 
events  in  the  formation  of  edema,  there  is 
reasonable  agreement  about  its  treatment. 

Water.  Restriction  of  water  has  little  in- 
fluence on  edema  formation  and  is  produc- 
tive of  great  distress.1  Schemm-  advocates 
administration  of  large  volumes  of  water  to 
sweep  out  the  salt  but  the  beneficial  effects 
have  not  been  verified  by  others'  and  there 
seems  to  be  no  sound  physiological  basis 
for  such  forcing  of  fluids.  There  has  been 
considerable  discussion  about  the  wisdom 
of  restricting  fluid  intake,  allowing  a moder- 
ate fluid  intake,  or  actually  forcing  fluids 
in  the  patient  with  congestive  heart  failure. 
Thinking  on  this  matter  seems  to  have 
crystallized  and  most  agree  that  the  patient 
should  be  allowed  moderate  amounts  of 
fluids  usually  around  2,000-3,000  cc.  daily. 

Sodium.  Since  the  sodium  ion  is  so  im- 
portant in  the  management  of  congestive 
heart  failure,  it  is  important  to  pay  particu- 
lar attention  to  those  measures  which  dimin- 
ish absorption  and  promote  excretion  of  the 
sodium  ion.  Normal  adult  diets  contain 
5-15  grams  of  sodium  daily.  Low  salt  diets 
containing  as  little  as  200  mg.  of  sodium 
daily  are  frequently  used.  Such  extremely 
low  salt  diets  are  not  too  palatable  and  are 
very  uninteresting  to  the  average  patient. 
Salt  substitutes  may  be  used.  In  order  to 
restrict  further  absorption  when  using  a 
very  low  salt  diet  or  in  order  to  allow  a diet 
more  liberal  in  sodium,  the  use  of  ion- 


*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  14,  1953,  Memphis, 
Tenn. 

tFrom  the  Jackson  Clinic. 


exchange  resins  of  various  kinds  has  been 
tried  with  some  success.  These  materials 
combine  with  sodium  in  the  intestinal  tract 
thus  preventing  absorption  of  ingested 
sodium  and  the  reabsorption  of  sodium  from 
the  gastro-intestinal  secretions.  They  are 
not  specific  in  their  action  and  withdraw 
other  cations  as  well  as  sodium,  especially 
potassium.  This  defect  can  be  corrected  by 
supplying  potassium  with  the  resins  and 
today  most  products  on  the  market  contain 
potassium.  It  is  wise  to  administer  a cation 
exchange  resin  intermittently1  during  the 
week,  four  days  on  and  three  days  off,  since 
it  has  been  noted  that  diminished  sodium 
absorption  has  continued  one  to  five  days 
after  the  resin  dosage  has  been  discon- 
tinued, the  lag  averaging  three  days.  The 
taste  of  the  resin  is  not  pleasant  and  it  is 
best  to  take  it  in  a fruit  juice  stirred  well 
and  taken  immediately.  Usually  15  grams 
of  “Resodec”  or  a similar  resin  t.i.d.  is  suf- 
ficient. By  the  use  of  low  salt  diets  and 
cation  exchange  resins  the  amount  of  sodium 
absorption  can  be  limited. 

Diuresis.  Certain  drugs  are  important  in 
promoting  sodium  excretion  and  therby  re- 
lieving edema.  Digitalis  increases  cardiac 
output  which  in  turn  increases  glomerular 
filtration  and  promotes  sodium  excretion 
and  diuresis. 

Diuresis  may  be  provoked  by  salts  which 
alter  acid-base  equilibrium.  Ammonium 
chloride  acts  in  this  way.  The  ammonia  is 
converted  to  urea,  leaving  the  chloride  ion 
to  combine  with  the  base.  The  net  effect 
of  both  is  equivalent  to  the  administration 
of  hydrochloride  acid.  The  excretion  of 
chloride  is  increased  and  takes  with  it 
sodium.  Ammonium  chloride  is  used  to  ad- 
vantage (6  to  10  grams  daily)  to  supplement 
the  action  of  purine  and  mercurial  diuretics. 
It  is  best  given  prior  to  and  with  mercurial 
diuretics. 

Mercurial  diuretics  are  very  important  in 
controlling  edema  refractory  to  other 
measures.  The  mercurials  appear  to  act 
principally  by  inhibiting  the  reabsorption 
of  sodium  chloride  by  the  cells  of  the  renal 
tubules.  Accelerated  excretion  of  water 
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seems  to  be  a secondary  effect.  Mercurials 
are  best  given  intramuscularly  not  exceed- 
ing 1 cc.  daily. 

By  the  judicious  use  of  rest,  digitalis,  low 
salt  diet,  ammonium  chloride,  mercurial 
diuretics,  and  possibly  cation  resins  and 
oxygen,  it  is  possible  to  help  many  patients 
control  the  symptoms  of  dyspnea,  orthopnea, 
and  edema  which  would  otherwise  make 
life  miserable. 

Body  Weight.  In  managing  fluid  balance 
in  congestive  heart  failure,  it  is  important 
to  observe  closely  changes  in  body  weight. 
It  has  been  estimated  that  the  average  adult 
can  accumulate  about  ten  pounds  of  excess 
fluid  in  his  body  before  pitting  edema  can 
be  demonstrated.  Any  cardiac  patient  who 
has  a rapid  gain  in  weight  is  surely  accumu- 
lating fluid  and  this  is  a most  important 
danger  signal.  Therefore,  in  the  manage- 
ment of  fluid  balance,  a good  scales  with 
accurate  measurement  of  body  weight  is  an 
essential.  Weight  should  be  recorded  at 
least  every  three  days  and  more  often  if 
the  patient  is  having  difficulty  with  dyspnea 
or  edema.  The  patient  should  be  kept  near 
his  “dry  weight.” 

Salt  Depletion.  If  the  above  measures, 
particularly  the  use  of  a low  salt  diet  and 
mercurial  diuretics,  are  employed  too  en- 
thusiastically, it  is  possible  to  have  serious 
complications  develop  which  were  not  fully 
recognized  until  recent  years. 

Schroeder  in  1949  1 described  the  “low  salt 
syndrome”  which  is  actually  renal  failure 
associated  with  low  extracellular  sodium 
chloride.  Any  physician  using  low  salt  diets 
and  mercurial  diuretics  should  be  aware  of 
this  possible  complication  in  treating  con- 
gestive heart  failure.  This  syndrome  may 
develop  in  the  absence  of  shock,  acidosis, 
or  alkalosis.  It  may  go  unrecognized  unless 
looked  for  specifically.  The  patient’s  symp- 
toms are: 

(1)  weakness,  drowsiness,  lethargy, 

(2)  anorexia,  sometimes  with  thirst, 

(3)  nausea  and  rarely  vomiting, 

(4)  occasionally  abdominal  and  muscular 
cramps, 

(5)  the  secondary  symptoms  of  an  in- 
crease in  extracellular  fluids  when 
edema  is  already  present. 

In  addition  there  is: 


(1)  successive  depression  of  urinary  vol- 
ume, 

(2)  depression  of  urinary  chlorides, 

(3)  rapid  increase  in  body  weight, 

(4)  an  elevated  NPN, 

(5)  a fall  in  plasma  chloride  and  sodium, 

(6)  an  elevation  of  cardiac  rate. 

This  syndrome  may  be  corrected  with 
adequate  salt  replacement  in  the  form  of 
salt  by  mouth.  In  rare  cases  where  oral 
salt  cannot  be  used,  intravenous  sodium 
chloride  in  a 3 or  5 per  cent  solution  may  be 
used  cautiously,  giving  no  more  than  300  cc. 
at  a time. 

Fatalities  from  this  “syndrome”  can  be 
prevented  bv  recognizing  the  first  signs  of 
unusual  weakness,  lethargy,  and  depression 
of  urinary  volume  with  a rising  non-protein 
nitrogen.  In  such  cases,  if  the  plasma 
sodium  and  chloride  are  depressed  the 
diagnosis  is  established  and  the  judicious  ad- 
ministration of  sodium  chloride  may  be  life 
saving. 

Acute  Renal  Insufficiency 

Acute  renal  insufficiency,  including  the 
lower  nephron  syndrome,  is  characterized 
not  only  by  retention  of  nitrogenous  end- 
products  but  also  by  a profound  disturbance 
in  fluid  and  electrolyte  metabolism. 
Many';-  '• s have  described  the  clinical  pic- 
ture and  pathological  changes  in  the  lower 
nephron  syndrome.  It  is  not  necessary  to 
have  a crushing  or  battle  injury  to  suffer 
this  syndrome.  The  shock  of  diabetic  aci- 
dosis or  following  loss  of  blood  in  the 
operating  or  delivery  room  may  cause  it. 
It  has  been  described  following  transfusion 
reactions,  burns,  and  is  very  common  where 
shock  is  present  during  or  following  major 
surgery.  In  practically  all  cases  there  has 
been  destruction  of  tissues  or  blood  and 
there  has  usually  been  a period  of  shock 
with  low  blood  pressure.  There  are  three 
characteristic  stages — (1)  the  stage  of  shock, 
(2)  the  stage  of  oliguria,  (3)  the  stage  of 
diuresis. 

Following  the  stage  of  shock  oliguria  de- 
velops rapidly,  the  small  volume  of  urine 
having  a low  specific  gravity  approximating 
1.010.  This  is  characteristic  of  tubular 
damage.  Uremia  develops  rapidly.  Vomit- 
ing and  dehydration  may  accentuate  the 
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electrolyte  disturbance.  In  some  cases 
cardiac  irregularities  and  electrocardio- 
graphic changes  associated  with  potassium 
retention  develop.  Edema  may  be  produced 
by  giving  too  much  fluid.  In  favorable  cases 
the  urinary  volume  increases  after  4 to 
5 days,  followed  by  a polyuria  of  dilute 
urine  and  a decrease  in  blood  nitrogen.  Re- 
covery of  concentrating  power  may  require 
weeks  or  months.  The  fatality  rate  in  those 
who  become  anuric  has  been  very  high, 
even  up  to  90  per  cent,  the  majority  dying 
within  8 to  10  days. 

Unless  the  tubular  damage  has  been  too 
severe,  the  lower  nephron  syndrome  is  a 
reversible  process  and  recovery  can  take 
place.  In  the  past  many  patients  were  killed 
by  pulmonary  edema  resulting  from  the 
over-enthusiastic  administration  of  fluids  in 
an  effort  to  establish  urinary  flow.  There- 
fore, with  little  or  no  secretion  of  urine, 
fluid  intake  should  be  limited  to  500-1,000 
cc.  (enough  to  take  care  of  extra-renal  loss) 
more  than  the  previous  day’s  urine  volume. 
Sodium  chloride  should  not  be  given  during 
the  oliguric  phase  except  to  correct  salt  de- 
pletion from  extra-renal  losses  (vomiting, 
diarrhea,  etc.,).  When  diuresis  starts  re- 
placement therapy  with  salt  is  a necessity. 

Diabetic  Acidosis 

The  management  of  diabetic  acidosis  is 
largely  a problem  of  insulin  dosage  and 
proper  fluid  balance.  Characteristically,  in 
diabetic  acidosis  there  ai’e  great  deficits  of 
fluid,  sodium  chloride,  and  often  potassium. 
In  order  to  relieve  the  dehydration  of  dia- 
betic acidosis  it  is  important  not  only  to  give 
large  and  adequate  amounts  of  insulin  im- 
mediately but  at  least  two  liters  of  normal 
saline  should  be  administered  at  once.  If 
the  urine  volume  is  good  and  the  hematocrit 
is  high,  a third  or  fourth  liter  of  saline 
should  follow.  Occasionally,  if  the  patient 
is  in  profound  shock,  it  is  well  to  use  plasma, 
or  even  blood,  and  have  them  run  in  a 
separate  vein  at  the  same  time  saline  is 
going  in.  Intravenous  administration  of 
fluids  should  be  stopped  as  soon  as  the 
patient  can  take  adequate  fluid  and  nourish- 
ment by  mouth.  In  severe  diabetic  acidosis 
there  is  usually  a deficiency  of  potassium  in 
the  cells.  Saline  and  other  potassium  free 
fluids  administered  to  these  patients  cause 


increased  potassium  excretion  by  the  kid- 
neys and  dilute  the  plasma  potassium  caus- 
ing hypopotassemia.  Although  EKG  evi- 
dences of  hypopotassemia  develop  as  early 
as  three  hours  after  therapy  is  started,  the 
clinical  risk  from  low  plasma  potassium 
probably  begins  considerably  later,  usually 
after  six  to  twelve  hours.  Therefore,  ad- 
ministration of  potassium  chloride  should 
be  started  at  this  time. 

Potassium  chloride  should  be  admin- 
istered either  intravenously,  or  preferably 
by  mouth,  if  the  patient  has  responded 
enough  to  take  adequate  amounts  by  mouth. 
If  given  by  vein  more  than  2 to  3 grams 
should  not  be  administered  in  one  liter  of 
saline  and  this  should  be  allowed  to  drip 
in  over  a period  of  two  hours.  It  is  believed 
that  about  six  grams  given  intravenously 
over  a period  of  twenty-four  hours  is  suf- 
ficient, in  most  cases.  If  it  can  be  given  by 
mouth,  one  gram  of  potassium  chloride  may 
be  administered  every  four  hours  for  5 to 
8 doses  beginning  six  hours  after  therapy  is 
started.  All  this,  of  course,  providing  that 
kidney  function  is  good  and  that  adequate 
urine  is  being  excreted. 

Fluid  Balance  in  the  Aged 

In  the  aged,  when  water  and  electrolyte 
are  depleted  by  any  acute  illness  or  by 
vomiting  or  diarrhea,  often  water  alone  is 
replaced  and  the  salt  deficit  continues. 
Sometimes  death  follows  and  is  attributed 
to  “old  age”  when  sodium  chloride  would 
have  answered  the  problem.  Many  of  the 
confused  and  weak  states  of  the  elderly 
patient  who  is  acutely  ill  are  due  to  dehy- 
dration and  deficiency  of  salt  or  potassium. 
The  difference  between  too  much  and  too 
little  is  a narrow  one.  Excessive  saline  may 
produce  pulmonary  edema  very  rapidly. 

Much  more  has  been  said  and  written 
about  the  dangers  of  giving  intravenous 
saline  to  the  aged  than  has  been  said  or 
written  about  the  danger  of  not  giving  it 
when  needed.  Since  the  elderly  patient 
does  not  have  the  stamina  of  a younger  in- 
dividual it  is  even  more  important  that  the 
losses  from  skin,  lungs,  urine,  and  gastro- 
intestinal discharges  be  estimated  and  re- 
placed both  in  regard  to  volume  and  electro- 
lyte content.  By  doing  this  many  elderly 
patients  will  be  able  to  postpone  a death 
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from  so-called  “old  age”  which  in  reality 
might  have  been  a death  due  to  improper 
fluid  and  electrolyte  balance. 
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FLUID  AND  ELECTROLYTE  THERAPY  IN 

J.  R.  BOWMAN,  M.D.,  Johnson  City,  Tenn. 

I.  The  Recognition  of  Dehydration  and  Electrolyte 
Imbalance,  Acidosis  and  Alkalosis 

The  clinical  appraisal  and  treatment  of 
an  infant  or  child  with  losses  of  water  and 
electrolytes  incident  to  dehydration  is  in- 
deed a complicated  therapeutic  problem. 
The  history  and  physical  examination,  along 
with  good  clinical  judgment,  serve  to  indi- 
cate the  degree  and  nature  of  the  dehydra- 
tion and  suggest  the  probability  of  acidosis 
or  alkalosis.  Laboratory  studies,  initially 
and  serially,  help  to  confirm  the  above  con- 
ditions and  to  follow  the  progress  of 
therapy.1 

History.  The  location  in  the  alimentary 
tract  from  which  the  fluid  loss  occurs  will 
help  determine  the  type  of  electrolyte  de- 
pleted. Continual  vomiting  associated  with 
pyloric  obstruction,  or  prolonged  gastric 
suction,  frequently  results  in  an  alkalosis 
because  of  the  relatively  large  amount  of 
chlorides  in  the  gastric  secretion.  On  the 
other  hand  high  intestinal  obstruction  will 
lower  acid  and  base  elements,  whereas  the 
copious  flow  from  an  ileostomy,  or  a severe 
diarrhea,  will  deplete  the  base  elements  and 
acidosis  follows. 

The  amount  of  vomitus,  the  number  and 
consistency  of  the  stools,  the  volume  of 
urine,  a high  fever  with  hyperpnea  and 
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INFANTS  AND  CHILDREN* 


sweating  will  indicate  the  approximate 
water  loss. 

Physical  Examination.  By  physical  ex- 
amination the  clinical  appraisal  of  the 
weight  loss  (dehydration  becomes  evident 
when  about  6 to  8 per  cent  of  the  body 
weight  is  lost),  the  dryness  of  the  tongue, 
mucous  membranes  and  skin,  hydration  of 
the  eye  and  periocular  tissue  the  heart  ac- 
tion, peripheral  circulation,  stools,  urine 
volume  and  concentration  and,  in  the  infant 
the  depressed  fontanel,  further  define  the 
extent  of  the  dehydration  and  starvation. 
Muscular  hypertonicity,  hyperactive  re- 
flexes, a positive  Chvostek  or  Trousseau  sign 
or  carpopedal  spasm  suggest  alkalosis. 
Deep,  exaggerated,  pauseless  respirations 
in  the  absence  of  extreme  shock  or  pre- 
maturity or  encephalitis  confirm  the  proba- 
bility of  metabolic  acidosis.  When  deep 
shock  is  absent,  shallow  and  irregular 
respirations  support  the  probability  of  alka- 
losis. 

Accompanying  any  of  the  foregoing 
metabolic  disturbances,  there  is  some  degree 
of  starvation  and  ketosis. 

Laboratory  Data.  In  the  early  stages  of 
appraisal  and  therapy  readily  obtainable 
clinical  information  utilized  with  reasona- 
ble judgment  is  more  valuable  than  the 
usually  available  laboratory  determinations. 
In  other  words,  the  extent  of  dehydration 
and  electrolyte  imbalance  cannot  be  esti- 
mated reliably  by  any  single  laboratory  pro- 
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cedure.  Serial  determinations  may  con- 
tribute to  a retrospective  appraisal  of  the 
degree  of  the  dehydration  and  response  to 
therapy.2 

Determinations  of  the  hemoglobin  con- 
centration, the  hematocrit,  the  red-cell  and 
white-cell  counts,  the  plasma  proteins,  the 
non-protein  nitrogen,  the  serum  chlorides 
and  the  plasma  or  blood  carbon  dioxide 
content  usually  serve  to  confirm  the  degree 
of  dehydration  and  suggest  a plan  of  repair. 
Generally,  an  elevated  non-protein  nitrogen, 
in  the  presence  of  normal  kidneys,  indicates 
that  an  insufficient  amount  of  water  is  be- 
ing transported  to  the  kidneys  by  the  blood 
stream. 

Elevation  of  the  serum  chlorides  indicates 
a loss  of  water,  whereas  a low  chloride  level 
implies  loss  of  water  and  salt.  If  there  is 
marked  hemoconcentration,  a high  chloride 
level  will  be  present  even  though  the  total 
body  chlorides  may  be  almost  depleted, — a 
fact  again  emphasizing  the  importance  of 
clinical  judgment  based  upon  what  has  been 
learned  from  the  history  and  physical  ex- 
amination. The  carbon  dioxide  combining 
power  will  usually  indicate  the  presence  of 
acidosis  or  alkalosis.  Acidosis  or  alkalosis 
can  be  definitely  established  by  determining 
the  serum  or  whole  blood  pH.  (Un- 
fortunately, this  laboratory  procedure  is  not 
generally  available.)  Low  serum  protein 
and  hemoglobin  and  red-blood  count  levels 
will  indicate  the  need  for  plasma  or  whole 
blood  transfusions. 

II.  Replacement  of  Fluids  and  Electrolytes 

A.  Selections  of  Fluids  and  Electrolytes 

There  is  a wide  variety  of  fluids  and  elec- 
trolyte mixtures  commercially  available  for 
the  treatment  of  dehydration  and  metabolic 
disturbances. 

1.  Dextrose  Solutions.  Dextrose  solutions 
in  5 and  10  per  cent  strengths  are  used  com- 
monly. The  5 per  cent  solution  is  prefera- 
ble in  small  infants  and  in  older  children 
when  a large  volume  of  water  is  to  be  given, 
since  the  stronger  dextrose  solutions  would 
produce  glycosuria  and  diuresis.3 

2.  Solutions  of  Sodium  Chloride.  Physio- 
logic saline  and  Ringer  type  solutions  are 
used  to  treat  alkalotic  states  as  might  be 
encountered  in  a patient  with  congenital 
hypertrophic  pyloric  stenosis,  etc. 


3.  Mixtures  of  (1)  and  (2).  Five  per  cent 
dextrose  in  physiologic  saline  is  used  com- 
monly, though  a mixture  of  equal  parts  of 
5 per  cent  dextrose  and  physiologic  saline  is 
isotonic  and  preferable  for  infants  in  either 
subcutaneous  or  intravenous  infusion. 

4.  Alkalizing  Solutions.  Sodium  bicar- 
bonate and  M/6  sodium  lactate. 

Sodium  bicarbonate  solution  (3  to  5 per 
cent  in  distilled  water)  intravenously  is  in- 
dicated in  a desperately  ill  infant  or  child 
with  severe  acidosis  (carbon  dioxide  con- 
tent 15  to  20  volumes  per  cent  or  lower). 
An  amount  of  0.026  gram  of  sodium  bicar- 
bonate per  kilogram  of  body  weight,  or  0.01 
gram  per  pound  of  body  weight,  is  sup- 
posed to  raise  the  carbon  dioxide  content 
one  volume  per  cent. 

For  example,  a desperately  ill  20  pound 
infant  having  diarrhea  and  severe  acidosis 
(carbon  dioxide  content  of  plasma  20  vol- 
umes per  cent)  should  have  the  carbon 
dioxide  content  raised  to  about  40  volumes 
per  cent.  This  would  require  approximately 
4 grams  of  sodium  bicarbonate  intrave- 
nously according  to  the  following  formula: 

Grams  sodium  bicarbonate  required  (4 
Gm.)  = 

Wgt.  in  lbs.  (20)  X deficit  CO,  Vol.  % 
(40 — 20  20)  X 0.01  Gm. 

M/6  sodium  lactate  is  safer  but  not  so 
rapid  in  its  action  as  sodium  bicarbonate 
and  has  the  added  advantage  of  the  lactate 
for  combating  ketosis.  In  the  amount  of  1.8 
cubic  centimeters  of  M/6  sodium  lactate 
per  kilogram  of  body  weight,  or  0.7  cubic 
centimeters  per  pound  of  body  weight,  it  is 
supposed  to  raise  the  carbon  dioxide  con- 
tent one  volume  per  cent.  The  amount  of 
M/6  sodium  lactate  solution  required  may 
be  estimated  according  to  the  above  formula 
and  example. 

Butler  and  Talbot2  prefer  a mixture  of 
two  parts  of  physiologic  saline  to  one  part 
of  M/6  sodium  lactate  for  infusion  into  the 
seriously  ill  acidotic  dehydrated  patient 
whose  renal  function  is  impaired  by  the  loss 
of  body  fluid,  as  shown  by  the  elevated  non- 
protein nitrogen  and  other  abnormal  serum 
concentrations.  After  renal  function  has 
been  restored,  one  may  infuse  physiologic 
saline,  5 per  cent  dextrose,  or  a mixture  of 
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the  two  as  is  indicated  by  the  condition  of 
the  patient. 

Again,  it  must  be  added  that  sound  clin- 
ical judgment  founded  upon  a careful  clin- 
ical appraisal  is  safer  than  the  above  calcu- 
lations based  on  laboratory  procedures.  The 
calculation  of  the  bicarbonate  requirement, 
as  is  frequently  done  from  the  plasma 
carbon  dioxide  and  weight  of  the  patient, 
involves  the  assumption  that  the  bicar- 
bonate contents  of  the  extracellular  and  in- 
tracellular fluids  are  equal.  Since  it  has 
been  shown  that  no  such  equality  exists2*  ‘* 5* 
the  calculations  may  involve  a 50  per  cent 
error!  Moreover,  the  amount  of  sodium  bi- 
carbonate that  results  in  a given  effect  on 
the  serum  carbon  dioxide  has  been  shown 
to  vary  in  different  patients. i;* 2 

From  the  foregoing,  and  since  the  labora- 
tory procedures  are  not  generally  available, 
it  may  be  well  to  use  the  alkalizing  solutions 
cautiously,  observing  the  patient  closely  and 
discontinuing  them  as  soon  as  the  hyperpnea 
of  acidosis  has  subsided.  It  should  be  re- 
membered that  excessive  alkali  given  intra- 
venously produces  alkalosis,  and  drowsiness 
and  convulsions  may  ensue.  Furthermore, 
if  proper  hydration  is  obtained,  the  infant 
or  child  who  has  good  kidneys  will  most 
always  be  able  to  correct  his  own  acidosis  or 
alkalosis. 

5.  Protein  Containing  Fluids.  These  solu- 
tions are  especially  indicated  in  chronically 
ill  patients  with  starvation,  cases  of  burns, 
etc.,  requiring  prolonged  intravenous  ther- 
apy. 

(a)  Protein  Hydrolysate.  Solutions  con- 
taining 5 per  cent  of  amino  acids  and  5 per 
cent  dextrose  (Amigen),  are  especially  ef- 
fective in  helping  to  maintain  normal  pro- 
tein levels  and  nutrition. 

(b)  Plasma.  This  solution  is  indicated 
for  the  treatment  of  the  initial  shock  of 
severe  diarrhea  with  acidosis,  and  for  the 
shock  and  hemoconcentration  associated 
with  burns  particularly. 

(c)  Whole  Blood.  An  occasional  trans- 
fusion is  indicated  to  combat  anemia,  shock, 
and  to  sustain  the  electrolyte  balance  and 
plasma  level  when  prolonged  intravenous 
therapy  is  necessary. 

Carbonic  anhvdrase,  the  enzyme  present 
in  red-blood  cells  which  accelerates  the 


respiratory  exchange  is  known  to  be  low  in 
prematures  and  the  newborn  and  fresh 
whole  blood  transfusions  have  a particular 
role  in  treating  the  acidosis  and  cyanosis  of 
these  infants.9 

(d)  Serum  Albumin.  This  solution  is 
usually  supplied  in  25  per  cent  concentration 
and  is  indicated  occasionally  when  this 
fraction  of  the  serum  proteins  is  low 
(nephrosis).  Care  should  be  exercised  in 
its  administration  with  respect  to  rapid  in- 
crease in  blood  volume. 

6.  Solutions  Designed  for  Intracellular  Re- 
pair. Darrow’s  solution7  is  designed  to  re- 
place potassium  as  well  as  sodium  and  pro- 
vides lactate.  The  dangers  of  potassium 
administration  in  the  presence  of  impaired 
renal  function  have  been  reported,  and  such 
solutions  should  be  used  with  extreme  cau- 
tion. Where  careful  laboratory  control  is 
not  available  it  is  preferable  and  safer  to 
supply  the  intracellular  needs  by  giving 
small  amounts  of  beef  broth,  boiled  skimmed 
milk  and  orange  or  pineapple  juice  by 
mouth  as  soon  as  alimentation  is  possible.8 

B.  Route  and  Method  of  Administration  of 
Fluids  and  Electrolytes 

1.  Intravenous  Infusion.  This  method  of 
administration  is  by  far  the  most  satis- 
factory and  efficient  means  of  infusing 
fluids,  electrolytes,  plasma  and  blood. 

While  the  procedure  is  technically  dif- 
ficult in  infants  and  dehydrated  children, 
with  patience  and  experience  it  can  be  done 
when  satisfactory  equipment  is  available. 
In  premature  infants,  young  infants  and 
small  children  the  veins  of  the  scalp  and 
the  dorsum  of  the  hand  lend  themselves 
readily  to  venipuncture. 

When  it  is  impossible  to  locate  a suitable 
vein,  a “cut-down”  utilizing  the  greater 
saphenous  vein  just  above  the  medial 
malleolus  at  the  ankle,  is  easily  done  with 
a little  practice.  A metal  cannula  may  be 
tied  into  this  vein  for  continuous  fluid  ther- 
apy or,  preferably,  a polyethylene  tube  may 
be  inserted  into  the  vein  since  it  excites  less 
local  reaction  and  is  likely  to  remain  patent 
longer.  Thrombophlebitis  from  continuous 
intravenous  therapy  can  cause  fever  and 
complicate  the  clinical  picture  unless 
thought  of,  and  sought  for  under  the  dress- 
ing! 
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In  premature  and  small  infants  it  prob- 
ably is  better  to  give  intravenous  therapy  in 
“sets,”  two  or  three  or  more  times  a day  to 
avoid  the  danger  of  over-hydration. 

2.  Subcutaneous  Infusion.  This  is  an  easy 
way  to  give  fluids,  but  an  inefficient  and 
slow  route  when  the  peripheral  circulation 
is  impaired.  The  addition  of  hyaluronidase 
may  facilitate  the  absorption  of  the  subcu- 
taneous fluids,  though  there  now  is  increas- 
ing evidence  that  the  enzyme  merely  scat- 
ters the  fluid  in  the  tissues.  Certainly,  if 
hypertonic  solutions  such  as  5 per  cent 
dextrose  in  physiologic  saline  are  infused 
subcutaneously  into  the  desperately  ill  de- 
hydrated patient,  his  condition  likely  will 
be  worsened  rather  than  improved.  Sub- 
cutaneous solutions,  if  used  at  all,  should  be 
hypotonic  (as  2.5  per  cent  dextrose  in  dis- 
tilled water)  or  a mixture  of  equal  parts 
of  5 per  cent  dextrose  and  physiologic  saline 
which  is  isotonic. 

3.  Intramedullary  Infusions.  This  route 
of  infusion  should  not  be  used  unless  it  is 
impossible  to  get  fluids  into  the  patient  by 
other  means.  Severe  osteomyelitis  has  been 
known  to  complicate  bone  marrow  infusions. 
If  they  are  given  adequate  and  protective 
antibiotic  therapy  should  be  administered 
concommitantly. 

4.  I ntra-peritoneal  Infusion.  In  the  past 
this  method  was  employed  with  success  and 
apparent  safety;  it  is  a dangerous  route  and 
should  be  avoided  unless  as  a last  resort. 

5.  Retention  Enema.  Occasionally  a pa- 
tient with  persistent  vomiting  and  without 
diarrhea,  can  be  sedated  (sodium  pheno- 
barbital  subcutaneously  or  phenobarbital  or 
nembutal  by  rectLim)  and  be  given  tap 
water  with  or  without  added  sugar  by 
rectum.  When  instilled  slowly  via  a 
catheter  and  “Murphy  drip,”  or  even  by  the 
“home  fountain  syringe,”  at  intervals  until 
vomiting  ceases,  the  patient  can  be  saved 
from  a state  of  severe  dehydration  and  a 
period  of  hospitalization.  As  soon  as  the 
nausea  and  vomiting  have  subsided,  he  is 
given  small  amounts  of  diluted  Coca-Cola 
syrup,  sweetened  tea,  water  and  cracked  ice 
until  other  liquids  can  be  tolerated. 

C.  Amount  and  Rate  of  Flow  of  Fluids  and 
Electrolytes 

The  volume  and  rate  of  infusion  of  fluids 


and  electrolytes  depend  upon  the  size  and 
age  of  the  patient,  the  nature  and  severity 
of  the  dehydration  and  his  maintenance  re- 
quirements. 

It  is  a well  known  fact  that  premature 
and  newborn  infants  lose  little  salt  and 
water,  even  with  vomiting  and  diarrhea,  and 
have  a low  tolerance  for  physiologic  saline 
and  fluids.  Debilitated  infants  and  children, 
those  having  pneumonia,  and  especially  all 
infants  and  children  with  intracranial  dis- 
ease are  prone  to  develop  pulmonary  edema 
with  excessive  fluid  therapy. 

The  volume  of  fluids  to  be  administered 
depends  upon  the  water  lost  as  determined 
by  the  history,  the  physical  evidence  of  de- 
hydration, the  weight  loss,  the  degree  of 
starvation  and  the  patient’s  maintenance  re- 
quirements. 

In  general  the  normal  sodium  chloride 
(physiological  saline)  maintenance  allow- 
ances per  day  for  resting  non-sweating  per- 
sons of  varying  sizes  are  as  follows: 


Size 

Infant 

Children 

Adolescents 


Sodium 

Chloride 

1 Gm. 

3 Gm. 

6 Gm. 


Physiologic 
Saline  Solution 

125  cc. 

350  cc. 

700  cc. 


Add  to  the  above  maintenance  figures  the 
estimated  amount  of  loss  of  sodium  chloride 
and  the  total  quantity  of  physiologic  saline 
to  be  given  will  be  known.10 

The  dextrose  in  either  5 or  10  per  cent 
strength  is  added  to  the  physiologic  saline  or 
to  water  to  combat  ketosis  and  for  caloric 
intake.  If  the  infusion  is  slow  10  per  cent 
dextrose  is  used,  if  rapid  the  5 per  cent  solu- 
tion is  given. 

Protein  hydrolysates  (Amigen,  etc.)  are 
given  to  furnish  amino  acids  and  calories 
in  prolonged  illnesses  such  as  chronic 
diarrhea,  severe  burns  and  when  the  serum 
proteins  are  low. 

The  amount  and  rate  of  flow  of  parenteral 
fluids  are  important.  A newborn  infant 
with  a low  urinary  output  requires  small 
amounts  of  fluids  and  electrolytes  for  main- 
tenance. Age  and  illness  with  fluid  loss  add 
greatly  to  these  requirements.  Clinical  evi- 
dence of  dehydration  becomes  apparent 
when  the  fluid  loss  equals  about  6 per  cent 
of  the  body  weight.  A patient  then  should 
receive  in  twenty-four  hours  sufficient  fluids 
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for  hydration  plus  his  daily  maintenance 
requirements.  The  average  normal  water 
requirement  per  pound  of  body  weight  per 
twenty-four  hours  is  about  60  cc.  during  the 
first  two  years,  45  cc.  between  3 to  6 years, 
and  30  cc.  thereafter  to  teen  age. 

Average  Fluid  Requirements  Per  Pound  of  Body 
Weight  During  the  First  24  Hours  in  SEVERE 
Dehydration 


0-2 

3-6 

7-12 

Y ears 

Years 

Years 

Given  to  Hydrate 
Minimum  to 

30  cc. 

30  cc. 

30  cc. 

Sustain  Hydration 

60  cc 

45  cc. 

30  cc. 

Total  Per  Pound 

Per  24  Hours 

90  cc. 

75  cc. 

60  cc. 

Premature  and 

small 

enfeebled 

infants 

are  exceptions  to  the  above  rule  and  should 
be  given  not  more  than  about  30  cc.  per 
pound  of  body  weight  per  twenty-four 
hours.  It  is  rare  to  see  a small  infant  die  of 
dehydration  while  under  careful  clinical  ob- 
servation and  treatment;  it  is  not  uncommon 
to  see  one  expire  or  suffer  from  excessive 
hydration. 

Initially,  in  premature  and  small  debili- 
tated infants  5 to  10  cc.  or  more  per  pound 
of  body  weight  may  be  given  at  a rapid  rate; 
afterwards  the  flow  is  adjusted  according  to 
the  response  of  the  patient  and  the  estimated 
fluid  schedule.  At  all  times  during 
parenteral  fluid  therapy,  the  patient  must 
be  observed  carefully.  A fluid  chart  should 
be  kept  and  entries  made  at  hourly  intervals, 
noting  the  amount  of  intake  and  output,  and 
character  of  the  various  fluids.  One  must 
remember  that  excesses  and  deficiencies  in 
water,  salt,  protein  and  caloric  intake  are 
carried  over  from  day  to  day.  Unless  close 


account  is  kept  of  amounts  administered, 
cumulative  small  errors  may  assume  for- 
midable proportions.  Uncontrolled  intra- 
venous fluid  therapy  can  be  as  dangerous 
as  an  over-dosage  of  morphine! 
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OPERATIVE  TREATMENT  OF  SUPPURATION  OF  THE  HYPO-TYMPANIC  AND 
EUSTACHIAN  TUBE  REGIONS* 


W.  LIKELY  SIMPSON,  M.D.,  Memphis,  Term. 

The  statement  is  frequently  heard  that 
after  mastoid  surgery,  especially  after  the 
modified  or  the  complete  radical  mastoid 
operation,  if  the  mastoid  cavity  is  not  dry 
the  discharge  is  probably  due  to  disease  of 
the  eustachian  tube,  resulting  from  an 
upper  respiratory  infection,  or  possibly  al- 
lergy. It  is  my  impression  that  a large 
percentage  of  all  postoperative  middle  ear 
suppurations  are  the  result  of  insufficient 
exenteration  of  the  mastoid  cells.  Suppura- 
tion from  the  petrous  cells  may  be  the 
source  of  the  purulent  discharge  but  not 
commonly  so.  If  the  modified  radical  opera- 
tion is  completed  by  exenterating  all 
mucous  membrane  from  all  of  the  mastoid 
cells  to  the  cortex,  with  a thorough  exen- 
teration of  disease  of  the  attic,  including 
cells  of  this  region,  the  usual  suppuration 
of  the  middle  ear  without  cholesteatoma 
should  be  controlled  with  a dry  ear  as  a final 
result.  In  a small  percentage  of  cases  a re- 
vision of  a modified  radical  mastoid  cavity 
may  be  necessary  to  obtain  a good  final  re- 
sult. 

In  a chronic  suppuration  of  the  middle 
ear  with  very  poor  hearing,  or  with  choles- 
teatoma which  can  only  be  eradicated  by 
very  complete  surgery,  the  radical  mastoid 
operation  is  indicated.  After  the  radical 
mastoid  operation  suppuration  may  occur, 
and  again  I believe  that  it  is  the  result  of 
incomplete,  or  poor  surgery.  If  the  mastoid 
is  exenterated  completely  of  all  mucous 
membrane,  including  the  attic,  hypo- 
tympanum  and  eustachian  tube  cells,  most 
of  the  patients  should  have  dry  ears. 

For  the  exenteration  of  all  cells  with  their 
mucous  membrane,  good  illumination  with 
satisfactory  magnification  is  basic.  The 
motor  burr  is  probably  the  best  means  of 
accomplishing  this  procedure,  beginning 
with  the  cutting  burr  and  finishing  all  sur- 
faces with  the  polishing  burr. 

The  hypo-tvmpanic  and  eustachian  tube 
region  can  be  approached  most  satisfactorily 

*Read  before  the  annual  meeting  of  the  Tennes- 
see Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, April  13,  1953,  Memphis. 


by  removing  the  annulus  tympanicus  as  the 
first  step.  The  protruding  floor  of  the  bony 
meatus  should  be  lowered,  so  that  direct 
view  of  the  eustachian  tube  and  hypo- 
tympanic  region  is  obtained.  The  burr 
should  be  inserted  deeply;  strokes  from 
within  outward  is  a safe  procedure.  After 
the  annulus  and  meatus  are  prepared,  the 
cells  of  the  hypo-tympanum,  the  peritubal 
and  pericarotid  cells  are  exenterated  under 
direct  vision.  In  exenterating  these  regions 
one  should  be  alert  since  the  jugular  bulb, 
or  carotid  artery  may  come  into  the  field 
during  the  removal  of  cells.  It  is  probably 
best  to  use  a polishing  burr  which  would 
not  lacerate  the  walls  of  the  vessels  if  the 
bony  wall  is  pierced.  The  tensor  tympanic 
muscle  with  its  semi-canal  are  thoroughly 
removed  with  all  the  mucous  membrane  of 
the  middle  ear. 

Anyone  operating  in  this  field  must  visu- 
alize the  seventh  nerve  with  its  bony  cover- 
ing, and  if  the  nerve  has  been  uncovered, 
proper  protection  should  be  given  to  it.  The 
operator  should  know  at  the  end  of  the 
mastoid  operation  whether  there  has  been 
an  injury  to  the  seventh  nerve.  With  the 
modern  refinements  in  mastoid  surgery  in- 
jury to  the  seventh  nerve  should  be  very 
unusual. 

After  meticulous  exenteration  of  the  mas- 
toid, attic  and  tympanum,  with  special  con- 
si  deration  of  the  hypo-tympanic  and 
eustachian  tube  regions,  it  has  been  sug- 
gested that  the  insertion  of  bone  from  the 
ilium  into  the  eustachian  tube  area  after  it 
has  been  divested  of  all  mucous  membrane 
will  aid  in  sealing  off  the  tube  with  a result- 
ing dry  ear.  The  chips  of  bone  are  packed 
firmly  into  the  mouth  of  the  tube.  A covei’- 
ing  of  skin  is  placed  over  the  bone  chips  and 
surrounding  area.  Adin  and  Corgill1  re- 
ported upon  this  procedure,  giving  detailed 
instructions  of  this  technique.  Radcliffe2 
reported  upon  twelve  cases  in  which  he 
used  the  cancellous  bone  from  the  ilium  with 
good  result.  Horwitz1  states  “that  can- 
cellous bone  has  sponge-like  open  spaces 


248 


SUPPURATION  OF  HYPO-TYMPANIC  AND  EUSTACHIAN  TUBE  REGIONS— Simpson 


July,  1953 


which  contain  cellular  bone  marrow  and 
blood  vessels  which  communicate  freely. 
Each  trabecula  has  its  own  endothelial  lin- 
ing. Cancellous  bone  is,  therefore,  more  re- 
ceptive for  survival  of  cellular  elements 
and  replacement  of  new  bone.”  Behrman4 
reported  on  blocking  the  eustachian  tube 
with  free  full-thickness  skin  grafts.  Of 
fifty  consecutive  cases,  only  one  showed  any 
leakage  into  the  eustachian  tube. 

It  has  been  debated  whether  bone  grafts 
should  be  used  in  the  presence  of  choles- 
teatoma. I feel  there  would  be  little  risk 
if  a thorough  removal  of  all  disease  and 
cells  with  their  mucous  membrane  has  been 
done.  I have  used  this  method  and  have 
found  it  most  satisfactory.  The  skin  which 
I have  used  has  been  that  of  the  meatus.  I 
have  used  free  skin  grafts  many  times  in 
mastoid  surgery,  but  a dry  ear  by 
meticulous,  complete  exenteration  of  the 
cells  with  their  mucous  membrane  is  much 


more  important  than  skin  grafting.  The 
smaller  the  cavity  after  healing  the  better; 
cavities  which  have  been  grafted  are  larger 
than  un-grafted  cavities  and  more  frequent 
cleansing  is  necessary  in  the  grafted  cavi- 
ties. 

Summary 

A short  discussion  of  chronic  suppuration 
of  the  middle  ear  has  been  given  with 
special  emphasis  on  treatment  of  the  hypo- 
tympanum  and  eustachian  tube  regions. 
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Lipodystrophy  Following  Insulin  Injections,  Paley, 

R.  G.,  Metabolism  2:201,  1953. 

Loss  of  subcutaneous  fat  by  some  diabetic 
patients  treated  with  insulin  has  often  been 
termed  lipodystrophy.  Various  causes  have  been 
suggested  but  no  proof  has  been  advanced.  The 
typical  disfigurement  is  a dimpling  of  the  tissue, 
progressing  to  a definite  large  flat-bottomed  de- 
pression. The  incidence  is  variously  reported  as 
from  1%  to  42%.  In  the  series  reported,  how- 
ever, it  was  even  higher,  54.8%.  It  is  more  com- 
mon in  females  than  in  males. 

Analysis  of  possible  factors  rules  out  a history 
of  allergy,  infection,  repeated  trauma,  lipase  ac- 


tivity, and  soluble  insulin.  None  of  these  could 
be  substantiated  as  a cause.  The  possibility  of  a 
dermal  reaction  factor  was  favored  by  the  writer. 
It  appeared  that  all  patients  suffering  lipodystro- 
phy had  had  local  insulin  skin  reactions  at  the 
onset  of  treatment.  The  dermal  reaction  wears 
off,  but  the  subcutaneous  adipose  tissue  may  con- 
tinue to  react  abnormally,  with  resulting  atrophy. 

Spontaneous  improvement  occurs  in  30%  of 
patients  with  this  complication.  No  rational 
treatment  is  known.  (Abstracted  for  the  Tennes- 
see Diabetes  Association  by  Jean  M.  Hawkes,  M.D._ 
Memphis,  Tenn.) 
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The  author  sets  forth  the  indications  for  cesarean  section. 

INDICATIONS  AND  CONTRAINDICATIONS  FOR  CESAREAN  SECTIONS* 

WILLIAM  N.  CARPENTER,  M.D.,  Union  City,  Tenn. 


In  discussing  anything  in  obstetrics  it  is 
necessary  always  to  bear  in  mind  that  the 
lives  and  health  of  both  mother  and  the  in- 
fant have  to  be  considered.  As  an  end  result 
of  delivery,  we  should  have  a mother  in 
essentially  the  same  condition  as  when  she 
became  pregnant  and  have  a normal  infant. 
Increased  emphasis  on  proper  prenatal  and 
post  partum  care,  improved  concepts  of  the 
treatment  of  toxemia,  blood  banks,  fewer 
home  deliveries  and  treatment  of  infections 
have  all  contributed  to  more  healthful  preg- 
nancies. The  use  of  cesarean  section,  when 
indicated,  has  done  its  part  in  maternal  and 
fetal  salvage.  The  present  day  techniques 
of  low  cervical  and  extraperitoneal  sections 
can  be  accomplished  with  little  danger  to 
the  patient  even  after  labor  ensues. 

In  preparing  this  paper  it  was  thought 
that  it  would  be  of  some  interest  to  compare 
the  cesarean  section  rates  of  various  hospi- 
tals in  West  Tennessee.  No  attempt  was 
made  to  make  an  exhaustive  study  of  all 
the  hospital  records  for  indications  given. 
Of  ten  hospitals  in  this  area  with  deliveries 
of  at  least  100  a year,  there  was  found  to  be 
a wide  variance  in  the  number  of  sections 
performed.  The  section  rate  varied  from 
0.5  to  33  per  cent.  It  is  my  belief  that  the 
fetal  mortality  should  always  be  considered 
when  consideration  is  given  to  section  rate. 
The  hospital  reporting  a section  rate  of  33 
per  cent  had  a fetal  mortality  rate  of  2 per 
cent.  The  next  highest  rate,  13.5  per  cent 
with  1,000  deliveries  yearly,  had  a fetal 
mortality  rate  of  5 per  cent.  The  hospital 
with  the  lowest  section  rate  of  0.5  per  cent 
had  a fetal  mortality  rate  of  3 per  cent,  with 
some  550  deliveries  a year.  A section  rate 
of  2-5  per  cent  with  a fetal  mortality  of  2 
per  cent  or  less  is  considered  to  be  consistent 
with  good  obstetrics. 

Perhaps  the  most  common  indication  for 
a cesarean  section  is  that  one  has  been  done 
previously.  Even  though  it  is  not  always 


*Read  before  the  West  Tennessee  Medical  and 
Surgical  Association,  Jackson,  Tenn.,  May  22,  1952. 


mandatory  to  do  subsequent  sections,  it  is 
an  indication  that  it  is  always  accepted.  If 
a cesarean  section  should  have  to  be  done 
in  a multipara,  who  had  delivered  normally 
before,  a normal  delivery  can  usually  be 
accomplished  with  careful  watching.  If 
low  cervical  sections  have  been  done  with 
proper  wound  healing  afterwards  the  num- 
ber of  sections  done  need  not  be  limited  to 
the  classic  number  of  three. 

Pelvic  contractions  and  mechanical  dys- 
tocia probably  account  for  the  second  larg- 
est number  of  sections.  It  is  in  these  pa- 
tients that  some  prediction  should  be  made 
before  labor  ensues  of  the  method  of  deliv- 
ery to  be  used.  At  the  initial  examination 
the  pelvis  should  be  evaluated  as  an  inte- 
gral party  of  the  examination.  Most  of  us 
were  taught  the  technique  of  external  pel- 
vimetry and  therefore  have  placed  some  or 
great  reliance  on  the  measurements  thus  ob- 
tained. With  the  advent  of  X-ray  mensura- 
tion it  has  been  found  that  there  is  often 
little  or  no  correlation  whatsoever  between 
the  results  of  external  and  internal  pel- 
vimetry. External  pelvimetry  alone  should 
never  be  relied  on  as  an  indication  for  a 
cesarean  section.  (It  is  considered  of  such 
little  value  that  several  schools  and  at  least 
one  textbook  have  discontinued  its  teach- 
ing.) Of  great  importance  is  the  accurate 
evaluation  of  the  internal  measurements. 
It  is  impossible  for  an  examiner  to  make 
any  but  the  outlet  measurements  accurate- 
ly, but  with  experience,  a fairly  accurate 
impression  can  be  gained  of  the  other  two 
planes.  In  addition  to  the  initial  examina- 
tion, an  examination  should  also  be  done 
at  the  eighth  month.  The  tissues  are  softer 
at  that  time  and  a more  accurate  impression 
can  be  gained.  Some  idea  can  also  be  had 
of  the  relationship  of  the  fetal  head  to  the 
pelvis. 

An  additional  and  more  accurate  method 
for  measuring  the  pelvis  is  by  X-ray  pel- 
vimetry. The  method  commonly  in  vogue 
by  a great  many  practitioners  is  to  take  one 
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anteroposterior  view.  The  various  tech- 
niques for  doing  pelvimetry  are  legion  and 
need  not  be  discussed  in  any  detail.  All  of 
them  have  one  thing  in  common  and  that  is 
that  they  have  two  basic  views,  an  antero- 
posterior and  a lateral.  This  comprises  the 
absolute  minimum.  In  checking  the  various 
techniques  against  each  other  it  will  be 
found  that  the  results  obtained  are  essen- 
tially the  same. 

The  management  of  a patient  in  labor 
with  a disproportion  is  important  and  should 
not  be  relegated  to  a nurse  as  is  so  often 
done.  Despite  all  the  rules  that  have  been 
made  about  minimal  measurements  and  the 
amount  of  disproportion  to  be  permitted,  the 
only  true  test  is  to  let  the  woman  try  under 
careful  supervision.  The  onset  of  labor 
should  be  carefully  gauged.  We  know  that 
patients  will  often  have  contractions  of  some 
sort  for  twenty-four  hours  or  so  before  the 
onset  of  true  labor.  Labor  has  not  occurred 
until  there  has  occurred  some  physical  evi- 
dence such  as  thinning  of  the  cervix,  cervi- 
cal dilatation,  or  descent  of  the  head.  Seda- 
tion should  be  withheld  until  a good  mecha- 
nism of  labor  has  been  established.  The 
presentation  and  position  should  always  be 
known  and  if  impossible  to  establish  other- 
wise can  be  learned  by  a careful  sterile 
vaginal  examination.  Just  when  the  normal 
course  of  labor  should  be  interrupted  is  diffi- 
cult to  say  but  certainly  serious  considera- 
tion should  be  given  to  doing  a section  when 
progress  stops.  Labors  extending  longer 
than  24  hours  should  be  rare. 

A contraction  of  the  inlet  is  simple  enough 
to  handle.  If  the  head  does  not  engage  after 
full  dilatation  has  occurred  a section  is  the 
method  of  choice  for  delivery.  Mid-plane 
contractions  are  more  difficult  to  judge  and 
to  handle.  We  are  becoming  more  and  more 
conscious  of  the  mid-plane,  and  as  stated 
above,  X-ray  pelvimetry  is  the  only  accurate 
method  we  have  for  measuring  the  mid- 
plane. There  are  two  rules  that  we  may 
use  for  predicting  the  outcome.  One  is  an 
index  proposed  by  Mengert  which  is  ob- 
tained by  multiplying  the  transverse  by  the 
anteroposterior  measurements,  a normal  of 
125;  85  per  cent  of  the  normal  represents  the 
borderline  between  adequacy  and  inadequa- 
cy of  size.  Dyer  has  suggested  that  with  a 


volumetric  type  of  measurement  the  prob- 
able amount  of  molding  the  fetal  head  can 
withstand  would  be  25  per  cent.  Outlet 
contractions,  for  all  practical  purposes,  nev- 
er occur  by  themselves.  Usually  anything 
that  will  pass  the  mid-plane  will  also  pass 
the  outlet. 

Breech  presentations  present  a different 
problem.  We  are  unable  by  any  known 
method  to  accurately  measure  the  size  of  the 
fetal  head  in  a breech  presentation.  There- 
fore our  evaluation  of  the  pelvis  must  be 
more  critical,  inasmuch  as  the  largest  part 
of  the  baby  is  delivered  last,  and  the  degree 
of  molding  is  slight.  One  helpful  thing  in 
handling  a breech  presentation  or  any  other 
patient  is  to  evaluate  clinically  the  weight 
of  the  baby.  This  should  be  done  routinely 
in  any  delivery  and  with  some  experience 
one  should  be  able  to  estimate  within  a 
pound.  Again,  if  a patient  is  unable  to  de- 
liver a breech  by  her  own  contractions,  a 
section  should  be  resorted  to  rather  than  to 
attempt  delivery  by  breaking  up  the  breech. 

Another  malpresentation  that  should  be 
handled  with  special  consideration  is  a 
transverse  one.  In  most  instances  the  sec- 
tion has  replaced  an  internal  podalic  version 
as  the  method  of  choice.  A version  may  still 
be  done  on  a dead  baby  if  proper  conditions 
exist. 

Face  presentations  most  always  will  de- 
liver normally.  Brows  will  deliver  normal- 
ly less  frequently,  and  when  they  do  they 
usually  convert  to  a vertex. 

The  third  largest  group  of  indications  for 
cesarean  section  is  that  of  hemorrhagic  com- 
plications classified  as  placenta  previa  and 
abruptio  placenta.  The  treatment  of  placenta 
previa  will  vary  with  the  degree  of  parity 
and  the  severity  of  the  bleeding.  Fortu- 
nately this  condition  is  rare  in  primipara 
which  makes  the  conservative  management 
easier.  It  is  practically  unheard  of  for  a 
patient  to  die  from  the  initial  hemorrhage. 
Placenta  previa  can  be  complete,  marginal 
or  a low  implantation.  Treatment  will  de- 
pend on  the  duration  of  the  pregnancy  and 
the  amount  of  placenta  covering  the  os. 
Patients  who  are  suspected  of  having  this 
condition  should  be  examined  by  sterile 
vaginal  examination.  Preparation  should 
have  been  made  already  to  intervene  by 
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cesarean  section  if  the  bleeding  cannot  be 
controlled  by  rupturing  the  membranes  and 
allowing  the  head  to  act  as  a tampon.  At 
least  75  per  cent  of  patients  can  be  treat- 
ed successfully  by  conservative  methods. 
There  are  others  suspected  of  this  condition 
who  will  not  have  it  and  thus  be  spared  the 
surgery.  Those  that  have  a complete  previa 
and  some  of  those  that  have  a partial  one 
will  have  to  be  operated  upon.  The  inci- 
dence of  sections  will  increase  when  dealing 
with  primipara. 

Abruptio  placenta  can  be  manifested  of 
hemorrhage  in  two  ways,  either  by  the  ex- 
ternal loss  of  blood  or  by  the  concealed 
type.  The  usual  picture  is  one  of  a small 
loss  of  blood  and  then  nothing  else.  The 
treatment  is  conservative  unless  the  bleed- 
ing has  been  severe  and  is  not  controlled 
by  conservative  measures.  Concealed  hem- 
orrhage is  manifested  by  a firm  uterus,  per- 
haps unusual  enlargement,  pain  and  degrees 
of  shock  depending  on  the  amount  of  blood 
lost.  It  will  be  necessary  to  section  25-35 
per  cent  of  these  patients.  It  may  some- 
times be  necessary  to  do  a cesarean  hyster- 
ectomy if  blood  has  infiltrated  into  the  uter- 
ine musculature  and  the  uterus  will  not 
contract  down. 

In  discussing  these  two  bleeding  condi- 
tions the  obstetrician  has  a duty  beyond  that 
of  saving  the  mother’s  life  and  delivering  a 
viable  infant.  It  is  a seldom  appreciated 
fact  that  the  bleeding  may  be  both  maternal 
and  fetal.  Preparation  should  have  been 
made  to  have  a doctor  at  hand  who  is  able 
and  prepared  to  take  care  of  the  baby.  Ba- 
bies delivered  of  these  mothers  are  often  in 
shock  and  will  not  survive  unless  their  blood 
volume  is  replaced.  It  is  often  a matter  of 
extreme  urgency  that  this  be  done.  The 
absolute  minimum  that  should  be  done  is 
determinations  of  hemoglobin  and  red  cell 
count.  Often  transfusion  should  be  done 
without  waiting  for  these  results.  Allowing 
the  placental  blood  to  flow  into  the  baby 
before  clamping  off  the  cord  is  of  some  help 
in  restoring  the  blood  volume. 

In  times  past  toxemia  has  constituted  an 
excuse  for  interrupting  the  pregnancy  by 
cesarean  section.  In  some  centers  in  recent 
years  the  pendulum  has  swung  in  the  other 
direction  so  far  that  toxemia  per  se  would  al- 


most never  constitute  an  excuse  for  doing  a 
section.  However,  there  has  been  some  re- 
versal in  this  attitude  by  some,  but  not  to 
the  point  where  indiscriminate  sections  are 
permitted  as  this  the  only  reason.  The 
treatment  of  toxemia  is  medical  and  should 
remain  so.  When  it  is  felt  that  the  preg- 
nancy should  be  interrupted  and  it  is  impos- 
sible or  difficult  to  do  so  by  induction  an 
occasional  section  is  permissible. 

Patients  with  constitutional  diseases  such 
as  diabetes  and  rheumatic  heart  disease 
should  be  sectioned  if  sufficient  indications 
exist.  Some  of  the  largest  babies  are  those 
born  to  diabetic  mothers.  The  soft  tissue 
disproportion  is  often  very  great  and  does 
not  show  up  on  X-ray.  Severe  rheumatic 
heart  disease  might  tolerate  surgery  better 
than  a long  drawn  out  labor. 

We  are  occasionally  justified  in  doing  a 
section  on  patients  classified  as  elderly 
primipara.  Just  when  a patient  becomes 
‘elderly’  is  difficult  to  say  but  certainly  not 
before  an  age  of  35  years.  In  such  a patient 
with  any  of  the  conditions  mentioned  above, 
we  are,  and  should  be,  more  lenient  with 
our  indications.  For  example,  there  is  no 
justification  in  allowing  one  to  stay  in  labor 
hour  after  hour  with  a borderline  dispropor- 
tion. A pregnancy  occurring  in  this  age 
group  of  patients  is  often  the  only  preg- 
nancy that  that  patient  will  ever  have. 
However,  with  conditions  favorable  for  a 
normal  delivery  there  is  no  reason  why  the 
great  majority  of  such  patients  cannot  be 
delivered  normally. 

There  was  a time  when  it  was  thought 
that  patients  who  were  suspected  of  having 
an  erythroblastic  baby  should  be  sectioned 
before  term  to  keep  it  from  having  as  many 
antibodies  as  it  would  have  if  allowed  to  go 
on  to  term.  That  practice  is  no  longer  fol- 
lowed. To  follow  such  a policy  would  add 
the  additional  problem  of  prematurity  to 
another  disease. 

Summary 

In  closing  I should  like  to  mention  again 
several  points  that  have  been  brought  out. 

1.  The  section  rate  in  a hospital  should 
not  exceed  5 per  cent  and  usually  will  vary 
between  2-5  per  cent.  The  fetal  mortality 
should  be  less  than  2 per  cent. 

2.  Patients  with  disproportion  should  be 
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sectioned  only  rarely  as  an  elective  proce- 
dure. A trial  of  closely  supervised  labor  is 
indicated  in  most  instances.  The  internal 
pelvic  measurements  are  the  only  ones  that 
can  be  relied  on.  X-ray  pelvimetry  with  a 
minimum  of  an  arteroposterior  and  lateral 
views  will  provide  very  accurate  measure- 
ments. 

3.  The  primary  treatment  of  toxemia  of 
pregnancy  is  prophylactic  and  medical. 
There  is  rarely  an  instance  when  a section 


need  be  performed  to  terminate  a preg- 
nancy. 

4.  In  placenta  previa  and  abruptio  pla- 
centa the  conservative  management  will 
lead  to  a successful  conclusion  in  the  ma- 
jority of  instances.  More  emphasis  needs  to 
be  placed  on  the  immediate  care  of  babies 
delivered  of  mothers  who  have  bled  because 
of  these  conditions.  The  baby  often  suffers 
a severe  blood  loss,  and  to  have  its  life  saved 
will  need  to  have  its  blood  volume  restored. 


The  Pregnant  Diabetic.  Pedowitz,  P.,  and  Shlevin, 

E.  L.  Bull.  New  York  Acad.  Med.,  28:440,  1952. 

In  the  authors’  series,  118  patients  had  156  via- 
ble pregnancies,  22  spontaneous  and  six  therapeu- 
tic abortions.  Of  the  viable  pregnancies,  63  oc- 
curred in  primiparae  and  the  remainder  (93)  in 
multiparae.  The  incidence  of  diabetics  delivered 
during  this  period  was  1:405.  The  viable  fetal  loss 
was  20.5%  and  there  were  two  maternal  deaths. 

These  cases  have  been  maintained  on  calculated 
diets,  using  the  high  carbohydrate,  adequate  pro- 
tein, low  fat  regime. 

Insulin  appears  to  be  the  omnipotent  weapon  in 
the  management  of  the  pregnant  diabetic.  Careful 
supervision  and  urine  testing  for  both  sugar  and 
acetone  were  the  best  guide  for  changing  insulin 
requirements. 

The  incidence  of  toxemia  as  a complicating  fac- 
tor in  diabetes  has  been  reported  in  the  literature 
as  varying  from  the  normal  of  8 to  50  per  cent.  In 
the  authors’  series,  there  were  28  cases  of  pre- 
eclampsia, including  four  hypertensives  with  su- 
perimposed pre-eclampsia,  an  incidence  of  17.9 
per  cent.  This  is  five  times  the  normal  incidence 
of  the  authors’  hospital  (3.4%). 

In  order  to  reduce  the  fetal  loss  in  the  diabetic 
parturient,  it  is  essential  in  their  management  to 
determine  when  and  by  what  means  to  terminate 
pregnancy.  At  the  present  time  there  is  no  una- 
nimity of  opinion  in  this  matter.  Most  authors 
agree  that  the  greatest  number  of  intrauterine 
deaths  occur  from  the  36th  week  of  gestation  on. 
In  this  series,  13  of  the  14  intrauterine  deaths  oc- 
curred during  this  period.  It  is  readily  apparent, 
from  an  analysis  of  the  intrauterine  deaths,  that 
toxemia  and  keto-acidosis  are  the  two  prime  fac- 
tors responsible  for  this  occurrence.  When  these 
complications  exist,  it  would  therefore  seem  advis- 
able to  terminate  pregnancy  even  earlier  than  the 
36th  week,  in  order  to  increase  fetal  salvage. 


By  following  the  procedure  of  routine  examina- 
tion of  urine  for  acetone  ketosis  may  be  arrested  in 
its  silent  phase  and  prevented  from  merging  into 
the  more  advanced  clinical  stage. 

It  appears  that  vaginal  delivery  of  the  diabetic 
is  fraught  with  intrapartum  deaths  and  traumatic 
delivery,  resulting  in  either  fetal  loss  or  nerve 
injury.  The  reason  for  the  traumatic  delivery  is 
explained  by  the  fact  that  one-third  of  all  infants, 
regardless  of  the  period  of  gestation,  weighed  4,000 
Gm.  or  more. 

Ideally,  the  newborn  should  be  treated  as  a 
premature,  regardless  of  weight  or  gestational  age. 
This  consists  of  clearing  of  the  respiratory  passage- 
ways, gastric  lavage,  postural  drainage,  and  place- 
ment in  an  incubator  with  a high  oxygen  content. 

The  incidence  of  congenital  abnormalities 
(3.2%)  in  this  series  was  about  six  times  greater 
than  that  found  in  non-diabetic  pregnancies,  but 
much  smaller  than  the  12.5%  reported  by  White. 

In  the  authors’  series  the  fetal  loss  parallels  the 
duration  of  diabetes.  Premature  vascular  aging  is 
the  probable  explanation. 

After  a careful  study  of  the  literature,  it  appears 
that  at  present  the  use  of  substitutional  hormone 
therapy  is  not  warranted,  for  the  underlying  ra- 
tionale of  the  treatment  has  not  been  corroborated 
and  its  aims  do  not  appear  to  have  been  accom- 
plished. 

The  main  problem  in  the  management  of  the 
pregnant  diabetic  is  that  of  fetal  loss.  The  total 
fetal  loss  is  three  times  that  found  in  the  non- 
diabetic. The  viable  fetal  loss  is  sevenfold  greater. 

Diabetes  can  be  discovered  earlier  if  routine 
glucose  tolerance  studies  are  employed.  This  test 
is  an  important  diagnostic  procedure,  and  should 
be  performed  on  all  patients  exhibiting  glycosuria, 
unexplained  intrauterine  death,  or  an  excessive 
infant,  4,000  Gm.  or  more.  (Abstracted  by  Milton 
Smith  Lewis,  M.D.,  Nashville,  Tenn.) 
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John  Gaston  Hospital* 

History:  A.B.,  a 54  year  old  colored  female,  was 
admitted  to  John  Gaston  Hospital  on  January  10, 
1953,  with  a chief  complaint  of  nausea  and  vom- 
iting for  two  days. 

The  patient  stated  she  first  became  ill  about  15 
days  before  admission.  The  symptoms  consisted  of 
a sore  throat  followed  by  aching  in  the  lower  part 
of  her  back  then  nausea  and  vomiting.  The  nausea 
and  vomiting  were  especially  prominent  during  the 
last  two  days.  She  also  noticed  that  there  was  a 
decrease  in  amount  of  urine  excreted  for  several 
days  before  admission,  and  that  her  appetite  had 
been  poor. 

She  had  the  usual  childhood  diseases,  but  no 
history  of  tuberculosis,  cancer,  asthma,  rheumatic 
fever  or  diabetes.  She  had  been  told  she  had 
hypertension. 

Review  of  Systems:  There  was  no  weight  loss 
noted,  insomnia  or  night  sweats.  She  had  occa- 
sional headache.  She  had  sore  throat  occasionally, 
such  as  she  had  three  weeks  previously  which 
started  the  present  episode.  The  patient  stated 
that  she  had  shortness  of  breath,  occasional  cough, 
but  no  paroxysmal  nocturnal  dyspnea.  Her  ankles 
and  legs  swelled  occasionally.  She  also  had  fre- 
quency of  urination  and  nocturia  and  her  urine 
was  occasionally  coffee  colored. 

Physical  Examination:  Temperature  100°  F., 
pulse  82  per  minute,  respirations  20  per  minute, 
blood  pressure  300/170  mm.  of  Hg.  She  was  a well 
developed,  grossly  obese  colored  female  and  in  no 
acute  distress.  There  was  slight  conjunctival 
hemorrhage  of  the  left  eye,  and  the  pupils  were 
round,  equal  and  reacted  to  light  and  accommoda- 
tion. The  lens  were  slightly  opaque.  Fundu- 
scopic  examination  was  interpreted  as  revealing 
a grade  IV  retinopathy.  The  tonsils  were  in- 
flamed and  the  pharynx  injected.  A few  moist 
rales  were  heard  over  the  bases  of  the  lungs.  No 
dullness  or  flatness  to  percussion  were  noted.  The 
point  of  maximum  intensity  of  the  heart  was  not 
definite,  but  was  thought  to  be  in  the  6th  intercos- 
tal space  at  the  anterior  axillary  line.  A soft 
systolic  murmur  was  heard  best  at  the  aortic 
area.  The  abdomen  was  very  obese.  The  liver 
was  thought  to  be  palpable  three  fingers  below  the 
right  costal  margin  and  was  smooth  and  not  ten- 
der. There  was  a questionable  1+  edema  of  the 
extremities. 

Laboratory  Data:  The  Hematocrit  was  28.5,  buffy 
coat  was  1 mm.  and  the  red  blood  cells  were  nor- 
mocytic,  and  slightly  hypochromic.  Thrombo- 
cytes were  adequate.  The  differential  was  poly- 
morphonuclear leukocytes,  85%,  lymphocytes  14%, 


*From  the  Institute  of  Pathology  and  Division, 
The  John  Gaston  Hospital  and  The  University  of 
Tennessee  College  of  Medicine,  Memphis,  Tenn. 


monocytes  1%,  and  atypical  forms  1%.  The  urine 
was  grossly  bloody  and  the  specific  gravity  was  not 
determined  because  of  an  insufficient  amount  of 
urine;  the  test  for  glucose  was  negative.  The 
specimen  was  too  bloody  for  microscopic  exami- 
nation. The  NPN  was  129  mg.  % and  the  sero- 
logical test  for  syphilis  was  positive. 

She  was  treated  with  a low  salt  diet,  low  pro- 
tein, penicillin,  ganstrisin,  sedatives,  magnesium 
sulfate  intramuscularly,  and  forced  fluids.  The 
last  two  days  she  received  aminophylline,  eedila- 
nid  and  oxygen.  The  last  night  in  the  hospital  she 
sat  up  in  bed  with  labored  respiration,  blood  pres- 
sure was  300/100  mm.  of  Hg.  and  uremic  frost  on 
her  face.  She  expired  on  the  fourth  hospital  day. 

DR.  HOWARD  BOONE:  The  most  impor- 
tant facts  that  we  have  here  in  the  protocol, 
it  seems  to  me,  are  that  this  is  a 54  year  old 
colored  woman  who  became  ill  about  two 
weeks  prior  to  her  presentation  at  the  hos- 
pital. She  first  noted  sore  throat  and  soon 
thereafter  nausea  and  vomiting.  She  had 
backache  at  about  the  beginning  of  the  ill- 
ness; she  had  noted  a decrease  in  the  amount 
of  urine.  In  her  past  history  the  significant 
fact  is  she  had  previously  been  told  she  had 
hypertension.  Just  when  that  was  is  not 
stated.  It  would  be  of  some  interest  and 
maybe  a little  help  in  a differential  diagnosis 
if  we  knew  when  that  was — whether  it  was 
ten  years  ago  or  in  the  last  3 or  4 months. 
In  the  physical  examination  the  pertinent 
points  are  that  she  had  a slight  elevation  of 
temperature  to  100 ; , her  blood  pressure  was 
300/170.  There  was  a grade  IV  retinopathy 
and  her  heart  was  enlarged  to  the  anterior 
axillary  line  in  the  6th  interspace.  The 
hematocrit  was  28.5  and  the  urine  was  gross- 
ly bloody,  the  specific  gravity  was  not  de- 
termined because  of  insufficient  quantity. 
It  would  have  been  helpful  to  know  what 
the  specific  gravity  was.  She  had  a lot  of 
blood  in  the  urine,  so  the  specific  gravity 
may  have  confused  us  more  than  helped. 
Her  NPN  was  129  mg.  %,  she  had  an  sero- 
logic test  for  syphilis  of  1 dil.  She  died 
soon  after  admission  to  the  hospital  appar- 
ently in  uremia. 

Now  what  are  the  diagnostic  possibilities? 
It  seems  fairly  clear  cut  to  me  that  she  had 
a kidney  disease,  whether  it  is  primary  or 
secondary  is  a point  to  work  out  and  it  seems 
clear  cut  that  she  had  uremia.  Now  the 
most  important  possibilities  to  me  are  these 
which  I shall  mention  and  discuss  briefly. 
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Acute  glomerulonephritis:  There  is  nothing, 

I believe,  in  this  case  that  we  can  use  to 
positively  exclude  a diagnosis  of  acute  glom- 
erulonephritis. I believe  that  the  things  that 
are  against  it  are  the  fact  that  she  had  hy- 
pertension in  the  past,  so  that  is  more  sug- 
gestive of  a long  history  of  hypertensive 
cardiovascular  and  maybe  renal  disease. 
The  fact  that  she  had  hypertension  in  the 
past  makes  us  a little  bit  skeptical  that  this 
is  an  episode  of  acute  glomerulonephritis — 
an  initial  episode;  and,  of  course,  it  is  unu- 
sual for  there  to  be  a second  episode  of  acute 
glomerulonephritis.  Her  course  was  little 
short  from  that  which  we  ordinarily  expect 
in  acute  glomerulonephritis.  She  lived  a 
total  of  a little  less  than  3 weeks,  although 
this  is  not  so  unusual  that  it  excludes  the 
possibility.  The  fact  that  she  had  a sore 
throat  at  the  beginning  of  this  illness,  rather 
than  some  2 to  3 weeks  prior  to  the  begin- 
ning of  this  illness,  makes  us  suspicious  that 
this  is  not  acute  glomerulonephritis,  because 
more  commonly  in  acute  glomerulonephritis 
the  onset  of  symptoms  from  the  nephitis  it- 
self is  usually  some  2 or  3 weeks  after  the 
upper  respiratory  infection.  Her  age,  54 
years,  makes  us  a little  skeptical  of  the  diag- 
nosis because  it  is  a disease  that  occurs  most 
commonly  in  children,  or  younger  adults. 
Her  blood  pressure  was  high  also  for  this 
diagnosis.  It  is  evidence,  though  not  very 
strong  against  acute  glomerulonephritis. 
Generally,  the  blood  pressure  does  not  run 
as  high  as  in  this  patient. 

Chronic  pyelonephritis.  This  is  an  obese 
woman  and,  of  course,  pyelonephritis  is  not 
at  all  uncommon  in  women  and  it  could  ex- 
plain this  situation.  The  course  of  this  dis- 
ease is  more  rapid  than  we  generally  see  in 
pyelonephritis.  She  apparently  was  well  up 
until  3 weeks  before  death  and  chronic  py- 
elonephritis, certainly  the  end  stages  and  the 
terminal  illness,  is  more  drawn  out  than  in 
this  case.  Generally,  chronic  pyelonephritis 
does  not  manifest  itself  by  such  marked 
hematuria  as  was  noted  here.  The  blood 
pressure  is  usually  not  as  high  and  the  eye 
grounds  are  usually  not  as  far  advanced  as 
are  noted  in  this  case.  The  end  is  more  of 
uremia  without  such  striking  manifestations 
of  hypertension  and  its  sequallae. 

Chronic  glomerulonephritis.  She  was  sig- 


nificantly anemic.  This  is  one  of  the  strong- 
est points  in  the  information  to  suggest 
chronic  glomerulonephritis  over  the  other 
diagnosis.  Although  there  are  some  of  the 
other  things  here  that  would  be  a little  on 
the  unusual  side  or  not  quite  as  common  as 
in  some  of  the  other  diseases.  These  are  the 
striking  blood  pressure  and  the  far  advanced 
eye  ground  changes  and  the  rapid  course. 
Grade  IV  retinopathy  and  the  blood  pressure 
of  300/170  are  not  the  usual  things  in  chronic 
glomerulonephritis.  We  tend  to  see  a lesser 
blood  pressure  and  eye  ground  changes  not 
so  advanced  in  the  terminal  illness  even. 
The  course  was  a little  rapid  for  the  usual 
chronic  glomerulonephritis  if  the  patient 
dies  in  uremia  as  this  patient  apparently 
did.  Then  the  terminal  illness  is  more 
drawn  out,  and  of  course,  we  have  nothing 
in  the  previous  history  that  would  make  us 
think  that  this  patient  had  kidney  disease 
over  any  significant  period  of  time  except 
the  hypertension. 

Polycystic  kidneys  cannot  be  excluded, 
however,  I think  it  would  be  a little  far 
fetched  if  we  made  that  diagnosis  in  this 
individual  without  anything  other  than  what 
we  have  to  substantiate  it.  I would  hesitate 
to  make  that  diagnosis  unless  the  masses 
that  are  the  hallmark  of  polycystic  kidneys 
had  been  noted  ante-mortem.  Of  course, 
this  individual  was  quite  obese,  and  she  may 
have  died  of  polycystic  kidneys,  but  I do  not 
believe  that  this  diagnosis  is  justified. 

Then  we  come  to  hypertensive  cardio- 
renal disease.  Now  we  know  that  this  wom- 
an had  hypertension  some  time  in  the  past 
and  as  I mentioned,  it  would  be  somewhat 
assuring  if  we  knew  that  it  was  ten  years 
ago  or  several  years  ago  at  least.  But  I will 
assume  that  it  was  a significant  interval 
prior  to  this  illness  rather  than  a few  weeks 
or  months.  So  that  would  give  us  fair 
grounds  to  conclude  that  she  had  hyperten- 
sion of  long  standing.  Now  what  was  her 
terminal  illness?  Was  it  the  terminal  illness 
of  benign  hypertension  (or  benign  nephro- 
sclerosis), or  was  it  the  terminal  affair  of 
malignant  hypertension?  It  certainly  was 
malignant  in  the  loose  sense  of  the  word, 
because  she  had  become  ill  three  weeks  be- 
fore death.  I would  consider  that  malignant, 
as  opposed  to  a diagnosis  of  benign  hyper- 
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tension.  As  you  know,  malignant  hyper- 
tension may  superimpose  itself  upon  any 
of  the  chronic  cardio-renal  diseases,  fre- 
quently upon  chronic  hypertension  so-called 
benign  hypertension  (or  benign  nephroscle- 
rosis), but  it  also  superimposes  itself  upon 
chronic  pyelonephritis  and  chronic  glomer- 
ulonephritis and  then  it  also  occurs  as  the 
so-called  acute  malignant  hypertension  or 
acute  malignant  nephrosclerosis.  In  this 
last  disease,  the  only  way  the  diagnosis  can 
be  established  with  any  assurance  is  to  know 
that  the  patient  was  well  up  until  the  be- 
ginning of  the  terminal  illness  and  that  she 
had  no  long  history  of  kidney  disease  or 
high  blood  pressure.  In  those  individuals 
who  expire  of  acute  malignant  hypertension 
the  onset  is  rather  abrupt  and  the  course  is 
fulminating,  and  they  die  in  a matter  of 
weeks  or  a few  months  without  any  im- 
provement in  their  condition.  Now  if  we 
were  to  attempt  to  make  a diagnosis  of  ma- 
lignant hypertension  there  are  some  things 
in  this  patient’s  history  and  illness  that  make 
us  a little  bit  uneasy.  One  is  the  fact  that 
she  was  quite  anemic,  not  profoundly  so  but 
she  was  certainly  anemic.  Her  hematocrit 
was  down  to  10  ml.  approximately,  and  this 
is  not  usual  in  malignant  hypertension  al- 
though it  may  occur.  Such  patients  often 
die  without  significant  anemia  or  perhaps 
only  a mild  anemia.  The  onset  with  a sore 
throat  does  not  help  in  the  diagnosis  of  ma- 
lignant hypertension.  What  the  trigger 
mechanism  is  in  the  onset  of  malignant  hy- 
pertension is  not  known.  However,  sore 
throats  have  not  been  specifically  implicated 
and  the  fact  that  this  illness  began  with 
pharyngitis  or  tonsillitis,  makes  us  suspect 
glomerulonephritis  as  opposed  to  the  diag- 
nosis of  malignant  hyptertension,  although 
the  sore  throat  may  have  been  coinciden- 
tal. The  marked  I’etinopathy  and  hyper- 
tension, and  the  fulminating  course  with 
hematuria  and  uremia  without  very  striking 
manifestations  of  heart  failure,  or  any  vas- 
cular accident,  leads  me  to  suspect  that  the 
disease  was  malignant  hypertension.  I am 
not  able  to  substantiate  this  diagnosis  to  the 
extent  I could  over-rule  any  arguments  for 
other  diagnoses  because  I do  not  feel  that 
we  have  enough  facts  for  that,  but  with  the 
information  available  I believe  this  to  be 


the  most  likely  diagnosis.  That  this  woman 
had  benign  hypertension  and  went  into  the 
malignant  stage  some  time  about  3 weeks  or 
longer  before  her  death  seems  to  me  the 
most  likely  explanation  of  this  case.  I am 
suspicious  that  this  patient  was  suffering 
from  uremia  when  she  thought  this  illness 
began  and  it  may  have  been  present  some 
little  time  longer  than  she  realized.  So  with 
the  qualifications  that  I have  given,  I would 
make  a diagnosis  of  malignant  hypertension. 

DR.  HALL  TACKET:  Are  there  any  ques- 
tions or  comments  from  the  floor? 

DR.  DOUGLAS  H.  SPRUNT:  Dr.  Boone,  I 
know  it  is  frequently  said  to  be  best  in  mak- 
ing a diagnosis  to  fit  all  the  symptoms  into 
one  disease  entity.  We  know,  however,  from 
experience  at  the  autopsy  table  that  persons 
do  have  two  and  even  more  diseases  con- 
currently. I would  like  Dr.  Boone,  in  this 
instance  to  consider  the  possibility  of 
arteriolar-sclerotic  nephritis  and  glomerular 
nephritis  being  present  concurrently. 

DR.  BOONE:  I think  that  is  a good  possi- 
bility. It  has  been  my  policy,  to  my  own 
shame  and  sorrow  many  times,  to  try  to  stick 
to  one  diagnosis  to  explain  the  protocol,  but 
that  would  explain  it  better.  That  would 
take  into  account  the  febrile  aspect  of  the 
illness  and  the  sore  throat  and  the  previous 
hypertension.  That’s  a good  diagnosis  but  I 
wanted  to  make  one  cover  the  whole  thing. 

DR.  TACKET:  Dr.  Boone,  could  you  argue 
that  this  woman  had  renal  insufficiency  that 
was  aggravated  by  an  inter-current  infection 
to  the  degree  that  she  ultimately  died  in 
uremia?  There  are  two  ways  of  looking  at 
it. 

The  case  is  very  illustrative  of  the  fact 
that  clinically  we  can’t  tell  the  difference  in 
patients  we  see  terminally  between  chronic 
glomerulonephritis,  malignant  nephroscle- 
rosis and  terminal  renal  disease  due  to  other 
conditions.  Are  there  any  other  questions? 

DR.  CYRUS  C.  ERICKSON:  Dr.  Tacket 
has  just  said  that  it  is  difficult  to  separate 
various  renal  diseases  in  a terminal  stage. 
I would  like  Dr.  Boone  to  comment  as  to 
other  data  that  would  be  of  value  if  we  had 
this  case  again  to  review  in  an  earlier  stage. 

DR.  BOONE:  Often  times  if  we  have 
everything  we  can  get  and  the  situation 
seems  ideal,  we  still  cannot  get  a specific 
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diagnosis  antemortem.  It  would  have  been 
helpful  to  me,  as  I mentioned  before,  to 
know  more  from  the  history,  how  long  had 
this  patient  hypertension.  It  would  have 
been  helpful  to  know  what  repeated  and 
more  complete  urinalysis  showed;  we  only 
had  a negative  test  for  sugar  and  a positive 
finding  gross  blood.  If  we  had  had  subse- 
quent urinalyses  to  compare  and  gather  in- 
formation from,  it  would  have  been  helpful, 
particularly  for  casts  and  albumen.  Of 
course,  even  in  nephrosclerosis  patients 
often  have  all  the  things  that  you  will  find 
in  chronic  glomerulonephritis  in  the  term- 
inal stage.  Kidney  function  tests  would  be 
of  some  help,  of  course.  It  was  not  indi- 
cated to  do  these  in  this  woman’s  condition, 
because  it  was  clear  to  the  House  Staff  that 
there  was  a good  chance  that  she  would  not 
survive  this  illness.  Visualization  of  the 
kidneys  could  have  eliminated  the  diagnosis 
of  polycystic  kidneys  but  I do  not  think  it 
was  indicated  in  this  individual.  I did  not 
know  whether  she  had  fever  during  her 
hospitalization.  That  may  have  helped. 

DR.  TACKET:  Don’t  you  think  in  the  last 
analysis  the  most  helpful  thing  would  have 
been  to  have  observed  this  patient  during 
the  last  ten  years  of  her  life?  We  are  get- 
ting just  a cross  section  of  a protracted  ill- 
ness and  the  longitudinal  section  is  what  we 
need.  Are  there  any  other  comments  or 
questions?  If  not,  we  will  hear  from  the 
pathologist. 

DR.  TOM  D.  NORMAN:  We  have  today  a 
case  for  discussion  that  represents  a fairly 
rare  disease  in  the  material  which  we  have 
here  in  this  institution.  This  case  is  es- 
sentially one  of  subacute  glomerulonephri- 
tis, superimposed  upon  nephrosclerosis. 

I would  like  first  to  describe  the  important 
gross  appearance  of  the  organs  and  then 
show  slides  for  microscopic  demonstration. 
The  kidneys  were  almost  equal  in  weight, 
one  weighing  225  and  the  other  250  Gm.  The 
cortical  and  cut  surfaces  were  finely  gran- 
ular and  were  pale  yellowish  brown  in  color, 
and  numerous  small  petechial  hemorrhages 
were  noted.  The  cortex  was  swollen  and 
the  corticomedullary  junction  was  barely 
discernible.  There  was  a prominent  left 
ventricular  hypertrophy,  the  heart  weigh- 


ing 520  Gm.,  and  the  spleen  and  liver 
weighed  320  and  2,060  Gm.  respectively. 


Fig.  1.  Kidney  (X100).  Epithelial  and  endothe- 
lial proliferation  are  prominent  and  tubular  dila- 
tation and  thinning  may  be  noted. 


The  first  photomicrograph  is  one  showing 
many  glomeruli  which  demonstrate  a very 
marked  epithelial  proliferation  and  crescent 
formation.  There  is  some  degree  of  tubular 
dilatation  and  thinning  of  the  tubular 
epithelium.  In  this  photograph  you  see  no 
hyalinization  of  the  glomeruli  and  that  was 
characteristic  with  rare  exception. 


Fig.  2.  Kidney  (X200).  Epithelial  and  endothelial 
proliferation  are  seen  in  greater  detail.  The  tubu- 
lar changes  are  again  seen. 


The  second  photograph  is  a higher  power 
of  the  same  area,  showing  in  more  detail 
the  epithelial  crescent.  You  will  notice 
that  there  is  an  increased  cellularity  of 
the  glomerular  tufts,  the  endothelial  pro- 
liferation that  is  seen  in  both  the  acute  and 
subacute  types  of  glomerulonephritis.  In 
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the  lower  part  of  the  picture,  the  tubular 
epithelium  is  very,  very  thin  and  in  some 
instances  the  tubules  are  dilated  or  contain 
eosin  staining  material.  In  an  occasional 
area,  not  seen  in  these  photographs,  there 
were  polymorphonuclear  leukocytes  within 
the  glomeruli.  The  presence  of  the  acute 
inflammatory  cells  are  thought  to  be  indi- 
cative of  an  active  process.  The  last  il- 


Fig.  3.  Adrenal  (X 100).  Marked  sclerosis  of  small 
vessels  is  present.  Similar  lesions  were  seen  in 
the  spleen,  kidneys,  and  pancreas. 


lustration  is  one  of  arteriolar  changes  within 
the  adrenal  capsule.  The  same  changes  were 
present  in  the  kidney,  spleen,  and  pancreas 
but  in  this  location  were  most  photogenic. 
There  is  a homogenous  thickening  of  the 
walls  of  the  arterioles  and  small  arteries, 
with  some  endothelial  prominence  around 
very  tiny  lumina. 

Recently  there  have  been  interesting  and 
important  advances  in  our  knowledge  of 
glomerular  histology.  Jones1  and  others 
have  demonstrated  by  special  techniques 
that  the  idea  of  endothelial  cells  and 
epithelial  cells  sharing  a common  basement 
membrane  is  erroneous.  They  have  shown 
that  there  actually  are  two  basement  mem- 
branes which  appear  as  one  in  the  normal 
glomerulus.  However,  in  certain  pathologi- 
cal conditions,  glomerulonephritis  being 
one,  a connective  tissue  space  can  be  demon- 
strated between  these  epithelial  and  en- 
dothelial basement  membranes.  As  indi- 
cated by  Jones  it  is  probably  that  the  earliest 
change  in  glomerulonephritis  is  an  exuda- 
tive reaction  within  the  ground  substance 
of  this  space. 
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From  an  anatomical  point  of  view  there 
is  great  overlapping  of  the  classical  types  of 
glomerulonephritis.  In  general,  however, 
it  can  be  said  that  the  acute  stage  is  char- 
acterized by  exudation  and  proliferation, 
with  occasionally  hemorrhage  being  a 
prominent  feature.  In  subacute  glomeru- 
lonephritis the  characteristic  changes  are 
those  of  proliferation  and  degeneration,  with 
scarring  being  the  outstanding  process  in 
the  chronic  stage.  The  outstanding  feature 
in  our  case  today  is  that  of  proliferation,  par- 
ticularly of  the  epithelial  components,  and 
tubular  degeneration  to  a slight  or  moderate 
degree. 

I would  like  to  ask  Dr.  Sprunt  to  discuss 
the  case  further. 

DR.  SPRUNT:  This  patient  had  glomeru- 
lar nephritis  at  that  stage  of  this  disease, 
which  is  generally  spoken  of  as  subacute. 
We  were  very  interested  in  seeing  this  case 
as  we  see  it  now  so  rarely.  We  see  a large 
number  of  patients  here  in  Memphis  with 
renal  disease  but  few  of  them  have  glomeru- 
lar nephritis. 

Before  proceeding  further  in  the  dis- 
cussion of  this  case  we  would  like  to  digress 
a moment  and  discuss  the  classification  of 
the  non-suppurative  renal  conditions.  Al- 
though we  have  much  to  learn  in  regard  to 
these  diseases  we  can  classify  them  into  four 
main  categories.  Glomerular  nephritis, 
arteriolar-sclerotic  nephritis  (nephro- 
sclerosis), chronic  pyelonephritis  and  a 
fourth  group  which  is  something  of  a waste 
basket  and  includes  the  various  nephroses, 
the  kidney  in  eclampsia,  etc. 

Although  we  are  not  clear  about  the  path- 
ogenesis of  these  diseases  it  seems  reason- 
ably certain  that  glomerular  nephritis  is  re- 
lated to  bacterial  infections  and  sensitiza- 
tion particularly  infections  of  the  upper 
respiratory  tract  with  the  sti'eptococcus. 
Arteriolar-sclerotic  nephritis  is  related  of 
course  to  hypertension  but  whether  as  cause 
or  the  result  we  are  not  certain.  The  prime 
requisite  in  pyelonephritis  is  obstruction  to 
the  urinary  outflow.  There  is  of  course 
much  discussion  of  whether  the  infection 
is  ascending  or  descending.  Our  opinion  is 
that  it  can  be  either. 

Time  does  not  permit  going  into  the  de- 
tails of  the  anatomical  changes  in  these 
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various  diseases.  Suffice  it  to  say  that  the 
lesions  described  by  Dr.  Norman  are  of  the 
so-called  subacute  phase.  An  interesting 
feature  of  this  case  was,  however,  the 
presence  of  more  extensive  arteriolar 
changes  than  might  be  expected  at  this  stage 
of  glomerular  nephritis.  It  is,  therefore,  our 
concept  that  this  patient  had  arteriolar- 
sclerotic  nephritis  which  is  quite  common 
in  this  race  and  in  this  region,  and  had 
superimposed  on  this  a glomerular  nephritis 
due  to  a streptococcal  infection  of  the  upper 
respiratory  tract.  Unfortunately  we  do  not 
have  an  adequate  history  so  this  possibility 
cannot  be  checked. 

In  making  the  diagnosis  of  arteriolar- 
sclerotic  nephritis  and  glomerular  nephritis 
we  do  not  wish  in  any  sense  to  convey  the 
notion  that  this  is  the  so-called  mixed  type 
of  nephritis  which  was  described  by  Volhard 
and  later  shown  by  Klemperer  and  others  to 
be  a fulminating  form  of  arteriolar-sclerotic 
nephritis.  Here  we  have  a person  with 
arteriolar-sclerotic  nephritis  who  had  super- 
imposed on  it  a glomerular  nephritis. 

In  conclusion,  I would  like  to  suggest  that 
although  we  do  not  know  the  pathogenesis 
of  glomerular  nephritis  the  condition  of  this 
kidney  anatomically  was  not  such  that  it 
was  incompatible  with  life.  It  is  our  feeling 
that  if  this  patient  had  entered  the  hospital 
sooner  the  disease  could  have  been  con- 
trolled at  least  for  a period  of  time. 

DR.  TACKET:  I should  like  to  thank  Dr. 
Sprunt  for  his  compliment  in  saying  that  the 
medical  service  perhaps  could  have  kept  this 
patient  alive  had  we  had  an  opportunity  to 
treat  her  earlier.  Actually,  I am  not  quite 
as  optimistic  as  he  about  the  medical  serv- 
ice’s ability  to  do  that.  Here  we  have  a 
tremendously  obese  woman  with  a diastolic 
pressure  of  170  and  grade  IV  eye  ground 
changes,  that  is,  actual  papilledema  of  the 
nerve  head.  She  evidently  had  a very 
fulminating  course.  Shortly  after  admission 
the  NPN  was  only  129,  yet  3 days  later  she 
had  sufficient  azotemia  to  provide  her  with 
uremic  frost.  This  patient  had  a very 
fulminating  course  and  I doubt  very 
seriously  that  much  could  have  been  done 
therapeutically  to  prolong  her  life.  You 
notice  that  the  last  night  in  the  hospital  was 
characterized  by  labored  respiration,  indi- 


cating that  she  was  going  into  congestive 
failure.  She  had  to  sit  up  all  night  that 
night  according  to  the  nurses’  notes.  Un- 
doubtedly the  burden  of  maintaining  the 
elevated  blood  pressure  was  too  great  for 
her  heart  and  the  congestive  failure  was  a 
part  of  the  final  picture. 

DR.  SPRUNT:  Dr.  Tacket,  don’t  you  think 
you  could  have  by  rest  in  bed  controlled  the 
hypertension  to  a certain  extent? 

DR.  TACKET:  Well,  Dr.  Sprunt  we  could 
have  controlled  the  hypertension.  In  fact, 
we  could  have  probably  rendered  her  dan- 
gerously hypotensive  with  some  of  the 
newer  agents  that  are  available.  But  as  I 
see  this  case  there  was  an  incurable  pro- 
gression of  a renal  lesion  that  is  funda- 
mentally the  result  of  an  antigen-antibody 
reaction  and  is  recalcitrant,  therefore,  to 
any  sort  of  specific  management  I know  of. 
Therapeutic  efforts  would  have  had  to  be 
directed  toward  the  maintenance  of  electro- 
lyte equilibrium,  and  ridding  the  patient  of 
specific  infection,  perhaps  with  some  of  the 
antibiotics.  I suppose  one  might  consider 
the  use  of  cortisone  because  that  tends  to 
inhibit  antigen-antibody  reactions.  The  use 
of  that  agent  in  other  hands  has  not  been 
very  satisfactory  in  this  disease. 

DR.  SPRUNT:  Of  course  as  stated  before 
the  pathogenesis  of  glomerular  nephritis  is 
not  clear.  It  is  probably  one  of  an  antigen- 
antibody  relationship.  We  know  from  our 
experience  that  these  reactions  become  ac- 
tive and  then  enter  a latent  period.  It  is  our 
feeling  that  if  the  blood  pressure  and  electro- 
lytes were  controlled  that  the  patient  might 
have  been  gotten  into  a latent  phase. 

DR.  TACKET:  I think  there  is  certainly 
sufficient  possibility  of  this  to  justify  every 
effort  to  treat  these  patients  vigorously 
when  we  have  them.  Maybe  Dr.  Boone  can 
keep  them  alive  better  than  I can.  Do  you 
have  any  comment  about  that,  Dr.  Boone? 

DR.  BOONE:  I do  not  have  any  comment 
on  that  because  I would  probably  have  lost 
her  in  the  first  2 or  3 days.  I would  like  to 
ask  the  pathologists  how  long  they  think 
this  kidney  process  had  been  going  on  as 
seen  in  their  sections. 

DR.  SPRUNT:  This  of  course  is  difficult 
but  I would  make  a guess  at  3 or  4 weeks. 

STUDENT:  Are  such  extensive  retinal 
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changes  often  seen  in  acute  and  subacute 
glomerulonephritis? 

DR.  BOONE:  No,  that  was  one  of  my 
points  in  this  differential  diagnosis  that  they 
are  not  the  usual  thing.  They  are  more  sug- 
gestive of  the  malignant  type  of  hyper- 
tension. I would  like  to  make  a comment. 
This  was  a most  informative  case  for  me 
and  I am  sure  to  you,  because  it  was  un- 
usual for  one  thing  but  it  does  serve  to 
emphasize  to  us,  a thing  we  should  em- 


phasize more  often,  that  we  may  be  dealing 
with  more  than  one  disease  entity  in  an  in- 
dividual. 

DR.  TACKET:  I think  our  time  is  about 
up.  I would  like  to  thank  everyone  who 
participated  in  the  discussion. 

* 
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The  President's  Page 

THE  DISTRIBUTION  OF  PHYSICIANS 


This  is  a problem 
so  complex  and  made 
up  of  so  many  vari- 
able factors  that  it 
would  be  presumptu- 
ous to  propose  to  pre- 
sent it  on  one  page. 
Rather,  we  propose  to 
consider  one  of  these 
variable  factors.  In 
May  of  this  year, 
President  Bauer  in 
his  monthly  message  re-enumerated  the 
fourteen  points  in  our  medical  care  program, 
number  four  being  "Better  distribution  of 
physicians  by  having  the  communities  need- 
ing and  lacking  physicians  provide  facilities 
to  attract  them.” 

This  point  contains  several  of  these  varia- 
ble factors.  To  get  a background  and  to 
understand  the  significance  of  this  point,  no 
better  source  material  can  be  obtained  than 
from  Dr.  Franklin  D.  Murphy’s  article  in 
the  Journal  of  the  Kansas  Medical  Society 
of  November,  1948.  A reprint  of  this  article 
was  furnished  each  member  of  our  House 
of  Delegates  at  our  Memphis  meeting.  It 
is  hoped  that  all  of  us  have  read  it,  or  will 
read  it.  The  lay  press  has  also  devoted  sev- 
eral articles  to  the  “Kansas  Plan”  as  well  as 
to  the  hospital  construction  under  the  Hill- 
Burton  Act.  Much  can  be  learned  from 
these  articles.  As  constructive  and  far- 
reaching  as  these  movements  are,  however, 
there  are  still  many  areas  to  which  these 
plans  will  not  apply.  These  are  the  commu- 
nities which  will  be  unable  to  provide  such 
facilities,  and  are  too  remote  and  thinly 
populated  to  qualify  for  the  Hill-Burton  Act. 
These  are  the  communities  which  are  in  dire 
need  of  medical  care;  and  so  far,  no  plan  has 
been  devised  which  can  solve  their  problem 
of  medical  care.  The  variable  factor  in  this 
instance  is  the  low  economic  reserve  of  the 
people  involved;  as  this  approaches  zero  the 
plan  so  far  as  they  are  concerned  approaches 
zero. 

As  Dr.  Murphy  points  out,  certain  states 
and  national  foundations  have  tried  to  at- 
tack this  problem  of  distribution  of  physi- 
cians by  setting  up  scholarships  which  ob- 
ligate the  young  doctor  to  return  to  a 
specific  area  to  practice.  These  attempts 
have,  in  the  main,  failed.  For  example,  Dr. 
Murphy  states,  of  142  medical  students  who 
received  scholarships  from  the  Common- 


wealth Fund,  only  two  went  permanently 
into  the  type  of  community  that  most  needed 
their  services.  The  reason  for  this  is  ob- 
vious. These  young  doctors  simply  did  not 
have  and  could  not  obtain  the  facilities 
necessary  to  furnish  the  medical  care  they 
had  been  trained  to  render.  In  short,  ef- 
forts so  far  to  furnish  medical  care  to  these 
areas  have  failed. 

Here,  is  a wide  field  for  philanthropy.  It 
must  be  surveyed  carefully  and  approached 
cautiously,  to  be  sure.  Yet,  we  feel  that 
much  good  can  be  done  here.  Our  associa- 
tion is  now  making  a constructive  effort  to 
lead  the  way  and  blaze  the  trails  into  this 
field. 

The  Tennessee  Medical  Foundation  was 
incorporated  July  10,  1952,  in  accordance 
with  previous  action  taken  by  our  House  of 
Delegates.  On  February  6,  1953,  the  Board 
of  Directors  of  the  Foundation  voted  to 
create  and  appoint  a committee  on  Health 
and  Medical  Care.  This  committee  was  au- 
thorized to  study  and  develop  ways  and 
means  for  solving  medical  care  problems  in 
marginal  areas  in  Tennessee.  There  are 
other  functions  of  this  Foundation  which 
will  be  stressed  as  the  occasions  arise;  but 
at  the  present  its  efforts  are  being  directed 
along  the  lines  of  this  study.  Much  work 
is  being  done  by  this  committee,  and  it  is 
encouraging  to  know  that  we  have  members 
in  our  association  who  have  made  such 
sacrifices  to  perform  the  duties  which  have 
been  entrusted  to  them. 

If,  through  the  work  of  this  committee, 
philanthropic  agencies  can  be  shown  the 
opportunity  for  doing  real  and  lasting  good, 
a solution  to  a part  of  this  difficult  problem 
will  be  found. 

There  is  a marked  parallelism  between 
the  objectives  of  this  committee  and  the  ac- 
complishment of  the  Public  Service  Com- 
mittee in  conceiving  and  promoting  the  Hos- 
pital Act  for  the  Indigent.  What  one  does 
for  the  indigent  individual  the  other  does 
for  the  marginal  community. 

This  work  is  largely  pioneering.  It  needs 
guidance  and  leadership,  which  we  know  it 
has;  but  it  also  needs  support.  Let  us  think 
about  this  and  look  forward  to  give  it  this 
support. 

ft., 
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EDITORIAL 


THE  HEART  IN  PREGNANCY* 

As  the  several  important  complications  of 
pregnancy  in  the  past  have  decreased  in 
frequency  through  more  enlightened  obstet- 
rics and  better  prenatal  care,  the  complica- 
tion of  heart  disease  in  the  pregnant  woman 
is  becoming  a proportionately  more  common 
problem.  An  excellent  recent  review  by 
Rubin  briefly  presents  the  picture  of  the 
heart  in  pregnancy  from  the  present-day 
viewpoint  of  cardiovascular  physiology  and 
heart  disease.  He  points  out  that  heart  dis- 
ease as  a complication  of  pregnancy  will  be- 
come more  common  as  more  girls  will  sur- 
vive certain  forms  of  disease  to  reach  mar- 
riageable age. 

The  reviewer  calls  attention  to  certain 
changes  in  the  normal  pregnant  woman 
which  are  related  to  the  cardiovascular  sys- 
tem. These  changes  in  pregnancy  should  be 
knowledge  common  to  all  practitioners  of 
medicine.  In  the  later  months  of  pregnancy 
the  shift  of  the  apex  impulse  laterally  (and 
at  times  to  the  fourth  interspace)  and  fluoro- 

*Rubin, A. : The  Heart  in  Pregnancy.  Review  of 
Recent  Studies  of  Cardiovascular  Physiology  and 
Heart  Disease.  Am.  J.  M.  Sc.,  225:687,  1953. 


scopic  findings  of  apparent  enlargement  as 
well  as  change  in  configuration  are  not  to  be 
interpreted  as  representing  disease,  but 
merely  reflect  the  upward  displacement  of 
the  heart  by  the  high  diaphragm.  Prema- 
ture contractions  and  apical  systolic  mur- 
murs are  frequently  associated  with  this 
displacement  of  the  heart,  and  a systolic 
murmur  at  the  pulmonic  area  is  almost 
constantly  present.  Because  of  the  high  dia- 
phragm and  incomplete  aeration  of  the  lung 
bases,  crepitant  rales  are  commonly  heard 
at  the  lower  borders  of  the  lung  posteriorly. 

The  changes  in  the  blood  should  also  be 
common  knowledge,  because  lack  of  knowl- 
edge may  cause  worry  and  misinterpreta- 
tion of  possible  findings  in  the  pregnant 
woman.  There  is  an  increase  in  blood  vol- 
ume beginning  at  the  ninth  week  and  reach- 
ing its  maximum  at  the  seventh  or  eighth 
month  of  pregnancy.  This  increase  in  blood 
volume  averages  about  30  per  cent  and  thus 
leads  to  a drop  in  hematrocrit,  a reduction 
of  red  cells  by  750,000  per  cmm.  and  a hemo- 
globin by  2 Gms.  Blood  protein  also  is 
reduced.  (In  his  review  Rubin  discusses  the 
theories  which  have  been  advanced  to  ex- 
plain the  increased  blood  volume  for  a time 
and  its  decrease  in  the  final  month  of  preg- 
nancy.) Another  significant  change  in  the 
normal  pregnant  woman  is  an  increased 
cardiac  output,  of  some  25  to  50  per  cent 
increase  above  normal  non-pregnancy  levels. 
This  also  reaches  its  maximum  at  about  the 
eighth  month  to  decrease  thereafter  but  does 
not  reach  normal  values  until  after  term. 
An  increasing  basal  metabolic  rate  points  to 
increased  oxygen  consumption  no  doubt  for 
fetal  metabolism.  Venous  pressure  changes 
occur  only  in  the  lower  extremities  due  to 
pressure  of  the  gravid  uterus  on  the  venous 
return.  Blood  pressure  levels  are  often  low 
during  the  latter  half  of  pregnancy. 

These  changes  during  normal  pregnancy 
are  indicative  of  the  increased  work  of  the 
heart  and  must  be  kept  in  mind  when  deal- 
ing with  heart  disease  in  the  pregnant 
woman.  This  increased  cardiac  load  ac- 
counts for  the  fact  that  about  one-fifth  of 
women  having  heart  disease  develop  con- 
gestive failure  for  the  first  time  during  preg- 
nancy. 

Organic  heart  disease  is  encountered  in 
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about  2 per  cent  of  women  at  the  larger  ob- 
stetric centers.  About  90  per  cent  of  cases 
are  instances  of  inactive  rheumatic  heart 
disease,  the  remainder  being  distributed 
among  those  of  congenital,  hypertensive, 
syphilitic,  thyrotoxic  and  arteriosclerotic 
origin.  The  reviewer  emphasizes  the  im- 
portance of  remembering  the  change  in  con- 
tour, the  murmurs,  arrhythmias  and  edema 
which  may  be  part  and  parcel  of  normal 
pregnancy  in  making  a diagnosis  of  heart 
disease  in  the  pregnant  woman. 

It  has  been  estimated  that  maternal  mor- 
tality should  not  exceed  some  5 per  cent  in 
pregnant  women  with  heart  disease,  though 
higher  rates  are  generally  reported.  Con- 
gestive failure  accounts  for  about  one-half 
of  the  deaths.  This  complication  is  most 
likely  to  occur  at  the  seventh  or  eighth 
month  when  blood  volume  is  high,  or  during 
the  latter  stages  of  labor  or  first  days  post- 
pa  rtem. 

The  prognosis  of  heart  disease  in  the 
pregnant  woman  is  dependent  largely  upon 
the  functional  factors  rather  than  anatomic 
ones.  Thus,  in  women  having  Classes  I and 
II  (American  Heart  Association)  functional 
impairment,  the  mortality  risk  should  be 
under  5 per  cent;  in  Classes  III  and  IV  the 
risk  is  greater  than  10  per  cent.  Serious 
items  determining  prognosis  are  repeated 
congestive  failure,  repeated  hemoptysis  in 
those  having  mitral  stenosis,  auricular 
fibrillation  and  hypertension.  The  degree 
of  functional  impairment  also  seems  to  be 
the  major  factor  in  congenital  heart  disease 
insofar  as  prognosis  is  concerned,  and  con- 
gestive failure  is  the  major  cause  of  death 
at  the  same  times  in  pregnancy  as  in  rheu- 
matic heart  disease.  Coarctation  of  the 
aorta  has  been  associated  with  vascular  ac- 
cidents, death  occurring  in  some  10  per  cent 
of  cases. 

Though  surgery  has  been  carried  out  suc- 
cessfully in  attacking  certain  forms  of  heart 
disease  it  seems,  on  the  basis  of  the  little 
information  available,  that  the  operative 
mortality  during  pregnancy  is  as  high  as  in 
those  not  operated  upon. 

Bed  rest  must  still  be  in  the  main  item  in 
management  to  get  the  pregnant  woman 
with  heart  disease  and  attendant  functional 
impairment  through  the  pregnancy.  Physi- 


cal activity,  increasing  cardiac  output,  must 
be  interdicted  to  protect  the  heart  against 
congestive  failure  since  it  is  already  carrying 
the  burden  of  increased  output  due  to  the 
pregnancy.  Because  toxemia  has  a deleteri- 
ous effect  upon  the  heart,  a high  protein  and 
low  sodium  diet  may  be  used.  The  manage- 
ment of  congestive  failure  is  that  as  in  the 
non-pregnant  person. 

It  is  generally  felt  that  the  interruption 
of  pregnancy  can  only  be  carried  out  safely 
during  the  first  trimester  if  indicated,  as  in 
congestive  failure  and  in  recurrent  hemop- 
tysis and  fibrillation  in  mitral  stenosis.  Aft- 
er the  first  trimester  the  danger  of  operation 
to  the  woman  is  as  grave  as  the  heart  disease 
itself.  So  too  the  mode  of  delivery  is  de- 
pendent upon  obstetric  rather  than  medical 
considerations.  If  delivery  by  natural 
means  with  obstetrical  aid  during  the  sec- 
ond stage  is  less  taxing  than  section,  it  is 
the  method  of  choice.  Analgesia  and  anes- 
thesia must  provide  adequate  oxygenation, 
— this  is  paramount. 

The  first  48  hours  after  delivery  are  the 
dangerous  ones.  From  20  to  75  per  cent  of 
deaths  occur  at  this  time  due  to  acute  con- 
gestive failure  because  of  cessation  of  the 
utero-placental  circulation,  just  as  after 
closure  of  an  arteriovenous  fistula,  by 
throwing  a large  amount  of  blood  into 
the  vena  cava  and  over-loading  the  pulmo- 
nary circulation.  Oxytoxic  drugs  aggravate 
this  as  well  as  having  a constrictor  effect 
on  blood  vessels  and  thus  should  not  be 
used. 

Rubin  points  out  that  there  is  no  evidence 
that  going  through  a pregnancy  influences 
the  subsequent  course  of  heart  disease. 

R.  H.  K. 
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Dr.  Prentiss  Edward  Parker,  Sarasota, 
Florida,  a former  Johnson  City  physician 
died  January  4,  1953,  from  hypertension, 
which  caused  his  retirement  from  active 
practice  in  1939.  Aged  68. 

* 

Dr.  John  P.  Lindsey,  LaFollette,  died  of  a 
heart  attack  June  9.  He  had  practiced  med- 
icine for  63  years.  Aged  85. 
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I)r.  T.  W.  Thomas,  Cedar  Grove  near 
Huntingdon,  died  of  a cerebral  hemorrhage 
on  June  4,  1953.  Aged  68. 

+ 

Dr.  John  M.  Biggs,  Memphis,  resident 
physician  at  the  Shelby  County  Hospital, 
died  June  1,  1953.  Aged  77. 

* 

Dr.  Chauncey  W.  Strauss,  Copperhill,  who 
served  as  medical  director  of  the  Tennessee 
Copper  Company,  died  May  23,  1953,  of  a 
heart  attack. 

* 

Dr.  W.  P.  McDonald,  Rhea  County’s  oldest 
physician  died  May  23,  1953.  Aged  84. 

* 

Dr.  Alfred  Evans,  Chattanooga,  died  May 
26,  1953,  following  a long  illness.  He  was 
associated  with  the  Currey  Clinic.  Aged  32. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Knoxville  Academy  of  Medicine 

Dr.  C.  C.  Smeltzer  presented  a paper  en- 
titled “Surgical  Lesions  of  the  Colon”  at  the 
June  16  meeting.  It  was  discussed  by 
Doctors  K.  Shoemaker  and  U.  T.  Young. 

* 

The  home  of  the  Academy  was  featured 
in  the  Sunday  Magazine  Section  of  the 
Knoxville  Journal  on  May  31.  The  story 
told  of  the  home,  the  old  James  Park  House, 
its  library,  museum  and  other  facilities  as 
well  as  items  of  historical  interest.  It  was 
illustrated  by  a number  of  photographs 
showing  the  auditorium,  library,  museum 
and  some  of  the  men  who  used  the  equip- 
ment of  years  past. 

* 

Memphis  and  Shelby  County 
Medical  Society 

A meeting  was  held  on  April  7.  The 
scientific  program  consisted  of  a Symposium 
on  Antibiotics. 

“The  Antibiotic  of  Choice,”  by  Dr.  James  C. 
Alexander 

“The  Long  Term  Use  of  Broad  Spectrum 
Antibiotics,”  Dr.  Leon  V.  McVay 
“Undesirable  Side  Effects  of  Antibiotic 
Therapy,”  Dr.  W.  D.  Sutliffe  and  Dr.  A.  L. 
Bellote 


“Chemotherapy  in  Tuberculosis,”  Dr.  Sam- 
uel Phillips. 

* 

At  a meeting  held  on  May  5 the  program 
consisted  of  a Symposium  on  Cerebrovascu- 
lar Disease,  as  follows: 

“Differential  Diagnosis,”  by  Dr.  Donald  A. 
Johnson 

“Treatment  of  Spontaneous  Intracranial 
Hemorrhage,”  by  Dr.  C.  D.  Hawkes 
“Treatment  of  Cerebral  Thrombosis,”  by  Dr. 

Richard  L.  DeSaussure 
“Rehabilitation,”  by  Dr.  Florence  I.  Ma- 
honey. 

-K 

The  Society  held  its  regular  meeting  at 
the  University  of  Tennessee’s  Institute  of 
Pathology  on  June  2.  The  Scientific  Pro- 
gram consisted  of  a symposium  on  intestinal 
obstruction  in  infants  and  children.  Speak- 
ers and  their  topics  were:  Dr.  G.  Gordon 
Robertson,  “Embryologic  Aspects,”  Dr. 
James  N.  Etteldorf,  “Clinical  Aspects,”  Dr. 
Edward  H.  Mabry,  “Radiologic  Aspects,” 
and  Dr.  Harwell  Wilson,  “Surgical  Treat- 
ment.” 

* 

Chattanooga  and  Hamilton  County 
Medical  Society 

The  Society  held  its  regular  semi- 
monthly meeting  in  the  Interstate  Building 
auditorium.  Dr.  E.  W.  Patton  discussed 
“Hypertension,”  and  Dr.  Philip  H.  Living- 
ston spoke  on  the  subject  “Important  Con- 
siderations in  Coronary  Thrombosis.”  Dr. 
David  McCallie’s  topic  was  “Congestive 
Heart  Failure.”  The  discussion  was  lead  by 
Doctors  Carl  Hartung  and  Julius  Parker. 

* 

Roane  County  Medical  Society 

The  Society  held  its  regular  dinner  meet- 
ing on  Tuesday,  June  30  at  the  Oak  Ridge 
Hospital.  The  Scientific  Program  consisted 
of  a symposium,  moderated  by  Dr.  Fred 
Jenkins.  The  participants  and  their  sub- 
jects were  as  follows:  Dr.  Richard  Sexton 
discussed  “Psychosomatic  Approach  to 
Medicine”;  Dr.  John  Kesterson  read  a paper 
on  “Psychosomatic  Medicine  in  Relation  to 
Surgery”;  and  Dr.  Martin  Davis  discussed 
“Psychosomatic  Medicine  in  Relation  to  Ob- 
stetrics Gynecology.” 
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Consolidated  Medical  Assembly 

The  regular  dinner  session  of  the  As- 
sembly was  held  at  the  New  Southern 
Hotel  on  June  2.  Dr.  J.  William  Hillman, 
assistant  professor  of  orthopedic  surgery  at 
Vanderbilt,  discussed  “The  Diagnosis  of 
Vertebral  Body  Lesions  with  Observations 
on  Operative  Technique.”  His  paper  was 
discussed  by  Dr.  Baker  Hubbard  of  Jack- 
son.  Dr.  Rollin  A.  Daniel,  Jr.,  professor  of 
surgery  at  Vanderbilt  discussed  “The  Diag- 
nosis of  Congenital  Anomolies  of  the  Aortic 
Arch.”  His  paper  was  discussed  by  Dr. 
Hughes  Chandler  of  Jackson. 

* 

Dyer,  Lake  and  Crockett  County 
Medical  Society 

Members  of  the  Tri-County  medical  so- 
ciety were  hosts  on  June  4 at  Dyersburg  to 
more  than  100  physicians  who  attended  the 
West  Tennessee  Medical  and  Surgical  As- 
sociation. Dr.  J.  Paul  Baird  of  Dyersburg 
was  in  charge  of  arrangements  for  the  meet- 
ing. New  officers  of  the  West  Tennessee 
Medical  and  Surgical  Association  elected  at 
this  meeting  were  Dr.  John  Pierce  of  Jack- 
son,  president;  Dr.  W.  G.  Rhea  of  Paris, 
first  vice  president;  Dr.  W.  D.  Acree  of 
Ridgelv,  second  vice  president;  Dr.  Charles 
C.  Stauffer  of  Jackson,  secretary-treasurer; 
Dr.  G.  D.  Wyatt  of  Jackson,  program  chair- 
man. 


NATIONAL  NEWS 


Provisions  of  the  New  "Doctor  Draft  Law" 
As  Enacted  on  June  29,  1953 

On  June  29,  the  President  signed  Public 
Law  84,  83rd  Congress,  extending  until  July 
1,  1955  a revised  version  of  the  “Doctor 
Draft  Law.”  In  view  of  the  extensive  in- 
terest in  this  measure. 

Hearings  were  held  last  month  in  the 
House  of  Representatives  and  the  Senate 
relative  to  H.  R.  4495,  83rd  Congress.  A 
slightly  different  version  of  this  bill  was 
passed  by  the  two  legislative  bodies  thereby 
necessitating  the  appointment  of  a Confer- 
ence Committee  to  resolve  the  differences 
between  the  two  bills.  The  measure,  as 
finally  passed  by  the  Congress  and  as  signed 
by  the  President,  will: 


(1)  Extend  the  effective  date  of  the 
“Doctor  Draft  Law”  until  July  1,  1955; 

(2)  Retain  the  maximum  ages  specified  in 
existing  law:  Registration,  age  50; 
Liability  for  induction,  age  51; 

(3)  Continue  in  effect  the  four  priorities 
established  by  existing  law  with  the 
following  amendments: 

(a)  All  service  performed  since  Sep- 
tember 16,  1940  as  an  officer  or  as 
an  enlisted  man,  with  certain  ex- 
ceptions which  will  be  outlined 
later,  will  be  credited  as  service. 
At  the  present  time  doctors  in 
priorities  1 and  2 only  receive 
credit  for  service  performed  “sub- 


sequent” to  deferment  or  partici- 
pation in  a Navy  V-12  or  Army 
Specialized  Training  Program 
during  World  War  II; 

(b)  The  length  of  service  required  to 
qualify  for  priority  4 for  doctors 
who  were  deferred  or  educated  at 
government  expense  during 
World  War  II  is  reduced  from  21 
to  17  months.  As  a result  of  this 
provision  a substantial  number  of 
doctors  will  be  reclassified  from 
priority  2 to  priority  4; 

(c)  Establish  the  following  new 
periods  of  service  for  men  re- 
called to  active  duty  or  inducted 
pursuant  to  the  “Doctor  Draft 
Law”: 


Previous  New  Period 

Service  of  Duty 

9 months  or  less  24  months 

9 to  12  months  21  months 

12  to  15  months  18  months 

15  to  21  months  15  months 

(d)  Removes  the  liability  for  induc- 
tion or  recall  to  active  duty,  ex- 
cept in  time  of  war  or  national 
emergency  hereafter  declared  by 
Congress,  for  those  men  in  prior- 
ity 4 who  have  had  21  months  or 
more  of  service  since  September 
16,  1940. 

(4)  Define  “active  duty”  and  “active  serv- 
ice” to  include: 

(a)  Full-time  duty  in  the  active  serv- 
ice of  the  United  States  since  Sep- 
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tember  16,  1940  in  the  Army, 
Navy,  Air  Force,  Marine  Corps, 
Coast  Guard  or  United  States 
Public  Health  Service,  including 
reserve  components; 

(b)  Time  spent  during  World  War  II 
in  work  of  national  importance  by 
conscientious  objectors; 

(c)  Service  performed  before  Sep- 
tember 2,  1945  in  the  Armed 
Forces  of  countries  which  were 
allies  of  the  United  States  during 
World  War  II;  and 

(d)  Service  performed  as  a physician 
or  dentist  by  United  States  cit- 
izens employed  by  the  Panama 
Canal  Health  Department  be- 
tween September  16,  1940  and 
September  2,  1945. 

(5)  Exclude  from  consideration  as  “active 
duty”  periods  spent  in  a Navy  V-12  or 
Army  Specialized  Training  Program; 
in  a military  internship,  residency  or 
senior  student  program;  in  military 
service  for  the  sole  purpose  of  under- 
going a physical  examination  or  while 
engaged  in  active  duty  for  training 
entered  into  after  June  29,  1953; 

(6)  Authorize  the  appointment  of  medical 
officers  in  grades  commensurate  with 
their  professional  education,  experi- 
ence or  ability.  This  section  is  in- 
tended to  provide  for  uniform  treat- 
ment with  respect  to  the  ranks  of  all 
doctors  called  to  active  duty  irrespec- 
tive of  whether  they  had  previous 
military  service; 

(7)  Continue  until  July  1,  1955  the  au- 
thority to  provide  the  “Special  Pay” 
of  $100  per  month  for  doctors  in  the 
Armed  Forces.  This  section  also  ex- 
tends the  class  of  persons  eligible  for 
such  pay  to  include  veterinarians; 

(8)  Authorize  the  commissioning  of  non- 
citizens of  the  United  States  as  of- 
ficers in  the  Armed  Forces; 

(9)  Terminate  automatically,  upon  com- 
pletion of  12  months  or  more  of  serv- 
ice subsequent  to  September  9,  1950, 
the  reserve  commissions  of  all  physi- 
cians taken  into  service  by  operation 
of  the  “Doctor  Draft  Law.”  Upon 
completion  of  this  same  service  med- 


ical reservists  recalled  to  active  duty 
will  be  given  an  opportunity  to  resign 
their  commission.  Such  persons, 
whether  registrants  or  reservists, 
shall  not  be  liable  thereafter  for  re- 
call or  reinduction  except  in  time  of 
war  or  national  emergency  hereafter 
declared  by  the  Congress; 

(10)  Reenact  the  present  provisions  of  law 
which  permit  the  deferment  of  those 
individuals  who  are  essential  to  the 
national  health,  safety  and  interest; 

(11)  Authorize  the  national,  state  and  local 
medical  advisory  committees  to  the 
Selective  Service  System,  in  addition 
to  their  present  authority,  to  make 
recommendations  with  reference  to 
the  deferment  of  (a)  registrants  en- 
gaged in  residency  training,  (b)  those 
serving  on  faculties  of  medical  and 
certain  other  schools  and  (c)  those 
engaged  in  essential  laboratory  and 
clinical  research; 

(12)  Extend  until  July  1,  1955,  the  author- 
ity of  the  President  to  recall  medical 
reservists  to  active  duty  involuntar- 
ily; 

(13)  Be  retroactive  in  effect.  Those  men 
already  in  uniform  who  would  have 
benefited  from  the  new  changes  in  the 
law  will,  upon  filing  an  application, 
be  eligible  for  release  from  service  as 
soon  as  possible  and  in  no  event  later 
than  90  days  after  the  effective  date 
of  the  Act  (June  29,  1953). 


Tennessee  Academy  of  Preventive 
Medicine  and  Public  Health 

The  Tennessee  Academy  of  Preventive 
Medicine  and  Public  Health  was  organized 
October  9,  1952,  by  a group  of  diplomates 
of  the  American  Board  of  Preventive  Med- 
icine who  reside  in  Tennessee. 

Officers  of  the  Academy  are:  Dr.  R.  H. 
Hutcheson,  Nashville,  President;  Dr.  Monroe 
F.  Brown,  Nashville,  Vice-President;  Dr. 
John  J.  Lentz,  Nashville,  President-Elect; 
and  Dr.  Paul  M.  Golley,  Chattanooga,  Sec- 
retary-Treasurer. 
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The  Board  of  Directors  consists  of  the 
President,  the  Secretary-Treasurer,  and 
three  elected  members,  Dr.  L.  M.  Graves, 
Memphis,  Dr.  C.  B.  Tucker,  Nashville,  and 
Dr.  J.  W.  Erwin,  Blountville. 

The  objectives  of  the  Academy  are: 

1.  To  study,  discuss  and  initiate  measures 
which  will  enhance  the  prestige  and 
attraction  of  the  specialty  of  preventive 
medicine  and  public  health  as  a med- 
ical career. 

2.  To  further  the  recruitment  of  able  med- 
ical graduates  and  young  physicians 
into  the  specialty. 

3.  To  promote  and  encourage  the  continu- 
ing education  of  its  members  and  other 
physicians  in  preventive  medicine  and 
public  health. 

4.  To  study,  discuss  and  make  recom- 
mendations relating  to  research,  prac- 
tice, and  policy  in  preventive  medicine 
and  public  health. 

Membership  in  the  Academy  is  limited 
to  diplomates  of  the  American  Board  of 
Preventive  Medicine  resident  in  Tennessee. 

The  first  annual  meeting  of  this  organiza- 
tion was  held  May  20,  1953,  in  Nashville 
following  the  meeting  of  the  Tennessee  Pub- 
lic Health  Association.  Annual  meetings 
hereafter  will  be  held  in  conjunction  with 
the  annual  meeting  of  the  Tennessee  State 
Medical  Association  — the  next  meeting 
therefore  being  sometime  during  the  State 
Association  meeting  in  Nashville,  April  11- 
14,  1954.  At  this  annual  meeting  the  Acad- 
emy will  have  a prominent  speaker  whose 
subject  will  be  of  general  interest  to  all 
physicians,  and  who  will  be  speaking  in 
session  open  to  all  members  and  guests  of 
the  Tennessee  State  Medical  Association. 

* 

College  of  Medicine 
University  of  Tennessee 

A postgraduate  course  in  trauma  for  Ten- 
nessee physicians  will  be  held  July  15-17 
under  the  direction  of  Dr.  Harwell  Wilson. 
It  will  include  observation  of  patients  and 
presentation  and  discussion  of  interesting 
cases  at  the  John  Gaston  Hospital. 

* 

Dr.  D.  B.  Zilversmit  of  the  Department 
of  Physiology  has  been  awarded  a $5,292 
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research  grant  by  the  Atomic  Energy  Com- 
mission for  the  continuation  of  his  present 
grant  for  the  study  of  radioactive  gold  as  a 
specific  form  of  radiation. 

* 

A portrait  of  Dr.  F.  Tom  Mitchell,  Mem- 
phis pediatrician  and  chief  of  the  Division 
of  Pediatrics  and  chief-of-staff  of  the  Le 
Bonheur  Children’s  Hospital,  was  presented 
to  the  University  on  June  11.  The  portrait 
was  given  by  Memphis  pediatricians  and 
will  hang  in  the  conference  room  of  Le 
Bonheur  Children’s  Hospital. 

* 

Dr.  E.  F.  Williams,  Jr.,  of  the  Department 
of  Chemistry  was  presented  a certificate  by 
the  Memphis  section  of  the  American  Chem- 
ical Society  in  appreciation  of  his  outstand- 
ing services  to  the  section. 

* 

Upper  Cumberland  Medical  Society 

The  Fifty-ninth  Annual  Session  was  held 
at  Red  Boiling  Springs  June  23-24  under  the 
presidency  of  Dr.  John  J.  Killefer  of  Chat- 
tanooga. The  following  program  was  pre- 
sented: 

“Integrating  Personal  and  Scientific  Value 
in  Diagnosis  and  Treatment”  by  Dr.  R.  C. 
Kash,  Lebanon 

“Excisional  Therapy  in  Pulmonary  Tubercu- 
losis,” Dr.  Douglas  H.  Riddell,  Nashville 
“Some  Anatomical  and  Physiological  Facts 
About  the  Lungs,”  Dr.  Foster  Hampton, 
Chattanooga 

Address  by  Dr.  John  Foley  Dee,  Instructor 
of  Post  Graduate  Course  for  Tennessee 
"Erythroblastosis  and  Allied  Diseases,  Dr. 

Thayer  Wilson,  Carthage 
“Eczema  of  the  Hands,”  Dr.  Robert  Buch- 
anan, Jr.,  Nashville 

“Vivax  Malaria  in  Korean  Returnees,”  Dr. 
H.  R.  Anderson 

“Current  Concepts  in  Management  of  Hy- 
pertensive Patient,”  Dr.  Fay  B.  Murphey, 
Jr.,  Chattanooga 

“Giant  Hypertrophic  Gastritis,”  Dr.  G.  Y. 

Graves,  Bowling  Green,  Kentucky 
“Jaundice  Following  Gallbladder  Surgery,” 
Dr.  Benjamin  F.  Byrd,  Jr.,  Nashville 
“Myocardial  Infarction,”  Dr.  R.  C.  Gaw, 
Gainesboro 

“Gout,”  Dr.  T.  B.  Phillips,  Chattanooga 
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“Carcinoma  of  the  Prostate”  (Movie),  Dr. 

John  M.  Tudor,  Nashville 
“Herniated  Disc”  (Movie  and  Discussion), 
Dr.  Augustus  McGravev,  Chattanooga 
“Injuries  to  the  Genito-Urinary  Tract,”  Dr. 

O.  B.  Murray,  Chattanooga 
“Hysteria — Its  Relation  to  Organic  Disease 
and  Report  of  Cases,”  Dr.  J.  T.  Moore,  Sr., 
Algood 

“Some  Plastic  and  Reconstructive  Problems 
in  Everyday  Practice,”  Dr.  Greer  Ricket- 
son,  Nashville. 


PERSONAL  NEWS 


Dr.  M.  A.  Blanton,  Sr.,  of  Union  City  received  a 
splendid  tribute  for  his  50  years  of  medical  service 
to  his  community  in  a citation  published  last  month 
in  the  Union  City  Daily  Messenger. 

Dr.  Alfred  Farrar,  Shelbyville,  has  been  named 
chief  of  staff  of  the  Bedford  County  General  Hos- 
pital, succeeding  Dr.  T.  R.  Ray. 

Dr.  Frank  S.  Flanary  is  re-opening  his  office  on 
the  Bristol  highway  near  Kingsport  for  the  practice 
of  pediatrics.  Dr.  Flanary  has  just  returned  from 
a two-year  tour  of  duty  with  the  Air  Force. 

Recent  appointments  to  the  Nashville  Board  of 
Hospital  Commissioners  are  Doctors  Henry  Doug- 
lass, C.  M.  Hamilton.  H.  II.  Walker,  and  Mr.  Lyle 
II.  Fulton,  Jr.,  all  of  Nashville. 

Dr.  William  R.  Peebles,  Paris,  plans  to  open  new 
offices  in  the  Parisian  Building  until  the  comple- 
tion of  the  new  Paris  Clinic. 

Dr.  Harold  B.  Henning  of  Chattanooga  is  now 
an  associate  in  the  American  College  of  Physicians. 

Dr.  Bruce  E.  Galbraith  is  Tullahoma’s  new  city 
health  officer. 

Dr.  Ralph  L.  Brickell,  Jr.,  a native  of  Chatta- 
nooga is  now  associated  with  the  Queen  City  In- 
firmary. 

Dr.  O.  A.  Kirk  of  Linden  was  honored  as  Perry 
County’s  leading  citizen  for  1953  at  an  all  day  cele- 
bration at  Linden  last  month.  He  was  cited  for 
his  41  years  of  service  to  the  people  of  his  com- 
munity. 

Dr.  Donathan  Ivey  was  scheduled  to  open  offices 
in  the  LuVernia  Building  in  Crossville  early  this 
month. 

Dr.  Peter  W.  Koenig  has  opened  offices  in  Lynn- 
ville  for  the  practice  of  medicine  and  surgery. 
This  Giles  County  community  had  been  without  a 
physician  since  the  death  of  Dr.  W.  F.  Copeland 
about  a year  ago. 

Dr.  L.  J.  Stubblefield  is  now  located  in  Huntland 
where  he  has  taken  charge  of  a new  clinic  re- 
cently built  by  that  community. 

Dr.  Daniel  A.  Brody,  Memphis,  is  the  new  Pres- 
ident-Elect of  the  Memphis  Heart  Association. 


Dr.  Marvin  II.  Cheshire  is  now  associated  with 
Dr.  John  L.  Armstrong  in  Somerville. 

Dr.  E.  L.  Tarpley,  Nashville,  has  been  recalled 
to  active  military  duty  and  will  be  located  at  Fort 
Sam  Houston,  Texas. 

Dr.  Maurice  A.  Canon,  orthopedic  surgeon,  has 
recently  moved  to  Chattanooga  and  is  now  as- 
sociated with  Dr.  Richard  B.  Donaldson  at  the 
Bone  and  Joint  Clinic. 

Dr.  Samuel  S.  Riven,  Nashville,  is  the  new  pres- 
ident of  the  Middle  Tennessee  Heart  Association. 

Dr.  Lawrence  L.  Cohen,  Memphis,  has  been  re- 
called for  duty  in  the  medical  unit  of  the  Air 
Force. 

Dr.  Henry  Callaway,  Maryville,  is  the  new  chief 
of  staff  of  the  Blount  Memorial  Hospital. 

Dr.  John  L.  Hankins,  Dr.  Walter  D.  Hankins,  Dr. 
Walter  E.  Scribner,  Dr.  James  J.  Range  announce 
the  association  of  Dr.  Edward  Kent  Carter  in  the 
practice  of  radiology. 

Dr.  Arnold  M.  Meirowsky  announced  the  open- 
ing of  his  office  for  the  practice  of  neurosurgery, 
Bennie  Dillon  Building,  Nashville. 

Dr.  William  H.  Reeder  has  opened  an  office  for 
the  practice  of  internal  medicine  and  diseases  of 
the  Chest,  Medical  Arts  Building,  Knoxville. 


BOOK  REVIEW 


Stress:  Second  Annual  Report,  1952.  By 
Hans  Selye,  M.D.  and  Alexander  Horava, 
M.D.,  Montreal,  Canada.  Acta,  Inc.,  1952. 
52(i  pages. 

Again  Selye  brings  his  concept  of  Stress 
as  the  forerunner  of  disease  up  to  date. 
His  research  in  and  the  analysis  of  what  he 
calls  the  General  Adaptation  Syndrome  is 
most  stimulating  reading.  The  syndrome  as 
a response  to  Stress  first  produces  the  alarm 
reaction,  then  the  stage  of  resistance  after 
adaptation  has  occurred  and  is  optimal  and 
finally  the  stage  of  exhaustion  when  the 
acquired  adaptation  has  been  lost.  In  Selye’s 
concept  the  diseases  of  adaptation  are  re- 
lated to  the  function  of  the  hypophysis- 
adreno-cortical  system. 

The  author  points  out  that  1952  review 
has  shown  that  ACTH  and  Cortisone  have 
been  disappointments  insofar  as  the  cure  of 
certain  diseases  is  concerned  because  of  the 
side  effects.  He  points  out  that  research 
then  must  be  directed  along  the  lines  of 
learning  how  Nature  uses  these  hormones 
effectively  without  side  effects. 

The  major  portion  of  the  book  as  in  1951 
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is  given  over  to  a review  of  the  world’s 
literature  in  respect  to  the  physiology  and 
pathology  of  diseases  due  to  Stress.  This 
involves  the  consideration  of  the  various 
areas  of  metabolism,  the  blood,  all  systems 
of  the  body,  serologic  reactions  and  more. 

Sixteen  pages  of  cuts  serve  to  illustrate 
the  change  in  tissues  noted  in  the  condition 
of  Stress  or  in  the  General  Adaptive 
Syndrome.  The  bibliographic  reference 
section  of  the  literature  is  most  complete. 

For  the  student  of  endocrinology,  of  in- 
fectious and  inflammatory  diseases  the  con- 
cept of  Stress  is  basic.  The  1952  Annual 
Report  will  be  interesting  reading  as  well  as 
providing  a wealth  of  reference  and  biblio- 
graphic material  accumulated  in  the  world’s 
literature  during  a year’s  period. 

R.  H.  K. 


ABSTRACTS  OF  CURRENT  LITERATURE 


Chronic  Anticoagulant  Therapy  in  Recurrent 

Embolism  of  Cardiac  Origin,  Cosgriff,  S.  W., 

Ann.  Int.  Med.  38:278,  1953. 

Major  arterial  occlusions  by  emboli  constitute 
one  of  the  serious  complications  encountered  in 
patients  with  chronic  cardiac  disease,  particularly 
in  individuals  with  inactive  rheumatic  mitral 
stenosis.  Clinically  recognizable  embolism  oc- 
curs in  from  4 to  8%  of  patients  with  chronic 
rheumatic  heart  disease,  and  60%  of  these  ex- 
perience multiple  episodes  of  vascular  occlusion. 
In  individuals  with  multiple  embolism  75%  of  the 
recurrences  take  place  within  one  year  of  the 
initial  episode. 

Mural  thrombus  formations  in  one  or  more 
chambers  are  found  in  between  13  and  56%  of  the 
autopsy  examinations  of  patients  with  mitral 
stenosis.  The  occurrence  of  these  mural  thrombi 
appears  to  be  increased  particularly  by  auricular 
fibrillation,  as  well  as  by  the  advancing  age  of 
the  patient.  Once  a patient  has  experienced  one 
or  more  embolic  episodes,  it  is  logical  to  consider 
seriously  the  institution  of  prophylactic  measures 
aimed  at  reduction  of  further  intracardiac 
thrombus  formation  as  a means  of  decreasing  the 
frequency  of  future  recurrent  embolism. 

The  author  reports  on  a series  of  28  patients 
with  recent  embolic  complications  of  cardiac 
origin  which  have  been  treated  continuously  with 
Dicumarol  for  periods  up  to  as  long  as  56  months. 
Dicumarol  was  given  in  dosage  of  300  mg.  on  Day 
1 and  200  mg.  on  Day  2.  The  average  daily 
maintenance  dose  was  between  50  and  100  mg. 
During  the  initial  two  to  three  weeks’  period  of 
stabilization  of  an  individual’s  reaction  to 


Dicumarol  the  patient  was  usually  hospitalized 
and  prothrombin  time  determinations  were  ob- 
tained daily.  In  the  third  to  sixth  weeks, 
prothrombin  times  were  performed  every  two  or 
three  days  on  an  out-patient  basis.  Once  the 
maintenance  dose  of  Dicumarol  was  determined, 
it  was  possible  to  obtain  satisfactory  control  by  a 
prothrombin  time  test  done  once  weekly.  The 
prothrombin  time  was  performed  on  whole  plasma 
according  to  a modification  of  Quick’s  one  stage 
technic.  The  normal  value  for  this  technic  was 
between  14  and  15  seconds;  and  the  “therapeutic 
range”  of  the  prothrombin  time  employed  in  the 
study  was  22  to  40  seconds.  In  the  treatment 
group  only  one  severe  hemorrhagic  episode  oc- 
curred and  this  was  promptly  relieved  by  the  in- 
travenous administration  of  vitamin  K,. 

Twenty-six  of  the  28  patients  studied  were  con- 
sidered to  have  chronic  rheumatic  valvular  dis- 
ease with  mitral  stenosis  or  combined  stenosis  and 
insufficiency  of  the  mitral  valve;  aortic  insuf- 
ficiency was  also  present  in  two  instances.  The 
remaining  two  patients  had  chronic  constrictive 
pericarditis  and  auricular  fibrillation. 

Auricular  fibrillation  was  present  in  27  of  the 
28  patients.  In  a majority  the  arthythmia  had 
been  present  for  more  than  one  year.  As  several 
subjects  in  this  group  had  received  a first  course 
of  anticoagulation  for  a period  of  months,  fol- 
lowed by  cessation  of  treatment  and  later  rein- 
stitution of  anticoagulant  therapy,  a total  of  35 
“patient-courses”  have  been  observed. 

Among  the  35  “patient-courses”  103  embolic 
episodes  had  occurred  prior  to  the  start  of  anti- 
coagulant therapy.  These  103  embolic  episodes 
had  occurred  over  a period  of  275  “patient- 
months”  prior  to  the  institution  of  anticoagulation. 

During  anticoagulant  therapy  thirteen  embolic 
episodes  occurred  within  625  “patient-months.” 

The  anticoagulant  therapy  in  23  “patient- 
courses”  had  been  discontinued,  17  of  the  patients 
being  available  for  follow-up  study.  Fourteen 
emboli  had  taken  place  within  a follow-up  period 
of  239  patient-months  since  stopping  the  anti- 
coagulants. Thus  in  the  present  stage  of  our 
knowledge  it  appears  that  once  an  individual  has 
demonstrated  a propensity  to  recurrent  embolism 
for  which  prophylactic  anticoagulant  treatment 
has  been  administered,  this  therapy  should  be 
continued  for  an  indefinite  period  of  time. 

Since  it  has  been  shown  that  thrombi  are  re- 
stricted to  the  left  auricular  appendage  alone  in 
somewhat  less  than  50%  of  patients  with  mitral 
stenosis  and  left  sided  intracardiac  mural 
thrombus,  it  appears  that  chronic  anticoagulant 
treatment  offers  a sounder  and  more  physiologic 
approach  to  the  problem  of  recurrent  embolism 
than  do  ligation  and  resection  of  the  auricular 
appendage.  Although  “rebound”  hypercoagula- 
bility of  the  blood  following  withdrawal  of  long 
term  Dicumarol  therapy  has  never  been  demon- 
strated by  available  means,  the  author  believes 
that  it  is  entirely  plausible  that  inappreciable 
alterations  in  the  coagulation  mechanism  are  pro- 
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duced  by  long-term  therapy  which,  upon  discon- 
tinuance of  Dicumarol,  may  result  in  an  excessive 
tendency  for  intravascular  thrombosis,  particu- 
larly in  patients  with  such  circulatory  abnormali- 
ties as  mitral  stenosis  and  auricular  fibrillation. 
For  this  reason  he  believes  that  when  Dicumarol 
is  discontinued  after  a treatment  period  of  more 
than  four  months  it  would  seem  wise  to  decrease 
Dicumarol  dosage  gradually  over  a period  of  sev- 
eral weeks,  rather  than  discontinue  treatment 
abruptly  with  the  attendant  possibility  of  hyper- 
coagulability. 

Chronic  ambulatory  administration  of  anti- 
coagulants is  practical  and  safe  provided  there  are 
careful  professional  supervision  and  reliable  lab- 
oratory control.  This  group  of  patients  had  re- 
ceived Dicumarol  for  a combined  total  of  625 
patient-months  with  only  one  instance  of  major 
hemorrhage.  (Abstracted  for  the  Middle  Tennes- 
see Heart  Association  by  Addison  B.  Scoville,  Jr., 
M.D.,  Nashville,  Tenn.) 


Amendment  to  Regulation  2 of  Regulations 
Governing  Communicable  Diseases 
in  Tennessee 

Regulation  2.  (Notifiable  Diseases)  of  Regula- 
tions Governing  Communicable  Diseases  in  Ten- 
nessee is  hereby  amended  by  adding  to  said 
regulation  the  following: 

“All  physicians  and  other  persons  having  knowl- 
edge of  a poliomyelitis  case  shall  report  said  case 
to  the  local  health  officer  immediately  as  provided 
by  these  Regulations  giving  the  name,  address, 
color,  sex,  and  age  and  if  said  case  is  paralytic 
or  non-paralytic.” 

Approved  both  as  to  Form  and  Legality  this 
8th  day  of  May,  1953. 

Roy  H.  Beeler 
Attorney  General 
R.  H.  Hutcheson,  M.D. 

Commissioner , Dept,  of  Public  Health 
G.  Edward  Friar 
Secretary  of  State 

¥ 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

¥ 

Location  Wanted 

A 33  year  old  married  physician,  Protestant, 
degree  Univ.  of  Chicago,  1944;  interned,  St.  Luke’s 


Hospital,  residences  in  surgery  St.  Lukes  and 
Hines  Hospitals.  Licensed  Illinois,  1945;  Board 
certified  in  surgery.  Priority  IV,  2 years  USMC. 
Prefers  clinic  or  associate  practice.  Available 
July  1,  1953.  LW-16 

* 

A 28  year  old  married  physician,  Baptist,  de- 
gree Southwestern,  1947.  Interne,  Jefferson  Davis 
Hospital,  Houston;  residency,  Urology  at  St.  Jo- 
seph’s Infirmary,  Houston.  Licensed  in  Texas; 
and  Board  certified  in  Urology.  Priority  IV,  4 
years,  8 months  service.  Prefers  general  prac- 
tice and  Urology  in  a community  of  10,000.  Will 
consider  associate  relationship  but  preferably  not 
partnership.  Available  January  1,  1953. 

LW-17 


A 26  year  old  married  physician,  degree,  U.  T. 
1951.  At  present  rotating  intern,  Baptist  Memo- 
rial Hospital.  Desires  association  in  general  prac- 
tice near  Nashville.  Available  in  January,  1953. 

LW-19 

* 

A 33  year  old  general  surgeon,  married,  Irish- 
German  descent,  prefers  10,000  to  100,000  town. 
Presently  chief  resident  in  pediatric  surgery,  board 
eligible,  desires  associate  or  partnership  or  oppor- 
tunity to  establish  solo  practice.  Available  July 
1,  1953.  LW-24 

¥ 

A 29  year  old,  married  physician,  Protestant, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4V2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 

LW-25 

¥ 

A 29  year  old,  married  physician,  protestant, 
degree  Temple,  1952,  interning  at  Frankford  Hos- 
pital, Philadelphia,  desires  location  for  general 
practice  on  an  assistant  or  associate  basis.  Now 
in  Reserve  Air  MC;  28  months  military  service. 
Available  July  1.  LW-28 

¥ 

Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

¥ 

Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 

LW-31 

¥ 

Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. LW-32 


A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 
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tilled  in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 

LW-35 

* 

A 29  year  old  physician,  married,  Methodist, 
M.D.  from  Georgia  in  1952,  priority  4,  would  like 
location  for  general  practice.  Available  August  1, 
1953.  LW-36 

* 

A 30  year  old,  married  physician,  Protestant, 
M.D.  from  Georgia  in  1951,  priority  4,  desires  loca- 
tion for  general  practice.  Available  July,  1953. 

LW-37 


A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 

* 

WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238. 
Gatlinburg,  Tennessee.  PW-24 


Physician,  married  with  two  children,  Protestant 
faith,  M.D.  from  Maryland  in  1950,  priority  4,  de- 
sires an  associate  relationship  for  general  practice. 
Available  July,  1953.  IAV-38 


Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 


A 29  year  old,  married  physician,  Presbyterian 
faith,  M.D.  from  Maryland  in  1952,  priority  4,  de- 
sires to  associate  with  another  physician  in  general 
practice  in  a small  community.  Available  July, 
1953.  LW-39 

★ 

A 35  year  old,  married  physician,  Methodist, 
M.D.  from  Vanderbilt  in  1942,  board  certified  in 
surgery,  priority  4,  desires  clinic,  group  or  asso- 
ciate relationship  for  the  practice  of  general  sur- 
gery. Available  immediately.  LW-40 

* 

A 31  year  old,  married  physician.  Protestant 
M.D.  from  UT  in  1952,  priority  4,  desires  location 
for  general  practice  in  small  community  with 
hospital  facilities.  Available  July,  1953. 

LW-41 

+ 

A 33  year  old,  married  physician,  Protestant, 
M.D.  from  Bowman  Gray  in  1952,  priority  4,  de- 
sires associate  relationship  for  general  practice. 
Available  November,  1953.  LW-42 

* 

A 31  year  old,  married  physician,  Presbyterian, 
M.D.  from  the  University  of  Louisville  in  1947, 
priority  4.  desires  clinic,  associate  or  partnership 
for  general  practice.  Available  immediately. 

LW-43 

* 

A 31  year  old  physician,  married,  Protestant, 
graduate  of  Washington  University  School  of  Med- 
icine in  1951.  Priority  IV.  Interested  in  clinical 
or  associate  general  practice  in  small  community. 
Available  July  1,  1953. 

LW-44 


South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 

* 

A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
lessor  of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW-28 

* 

A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  teacher  of 
Internal  Medicine,  and  clinician  and  physiologist. 

PW-31 

* 

Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

* 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center. 

PW-33 

* 

Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 


Physician  Wanted 

Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine.  PW-22 


V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request.  PW-35 


July,  1953 


PLACEMENT  SERVICE 


271 


Nashville  physician  will  construct  office  and 
lease  same  to  physician  interested  in  good  location 
for  general  practice  and  surgery,  4,000  industrial 
employees  in  immediate  suburban  area.  This  lo- 
cation is  within  3 miles  of  downtown  Nashville. 


Middle  western  community  of  15,000  population, 
centered  in  two  small  towns,  main  highway,  45 
miles  East  of  Jackson,  80  miles  West  of  Nashville. 


* 


PW-37 


North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 
Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area. 


Wanted — Internist  for  part  time  or  permanent 
association  with  well  established  internist  in 
Memphis.  PW-39 


Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 
sociate, various  financial  arrangements  possible. 


General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 


Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 
projects  to  determine  effects  of  ionizing  irradiation 
and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 
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ON  THE  KRATZVHIE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratur’ 
— Electrocardiograph  — Stereoscopic  X-rav 
—Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


_ 


STANDING  AND  SPECIAL  COMMITTEES,  1953 


Scientific  Work  anc.  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 

R.  H.  Haralson,  Maryville  (1956) 

W.  O.  Baird,  Henderson  (1954) 

Edward  T.  Brading,  Johnson  City  (1956) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1956) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1956) 

R.  H.  Kampmeier,  ex  officio,  Nashville 

A.  M.  Patterson,  ex  officio,  Chattanooga 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1956) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Ralph  G.  Nichols,  Knoxville  (1955) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville  (1954) 
Edward  D.  Mitchell,  Jr.,  Memphis  (1956) 

George  L.  Inge,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1956) 
J.  D.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

Frank  Whitacre,  Chairman,  Memphis 
W.  O.  Colbert,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
W.  O.  Tirrill,  Nashville 
Edward  Buchner,  Jr.,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  Youmans,  Nashville 
Harry  Jenkins,  Knoxville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1956) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
(Sheridan  to  advise) 

Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1956) 

Estill  L.  Caudill,  Jr.,  Elizabethton  (1954) 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1956) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 


Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 

R.  H.  Kampmeier,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
John  R.  Glover,  Sr.,  Nashville 
Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1956) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1956) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1956) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1956) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1956) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1956) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1956) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
David  Hickey,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
J.  B.  Naive,  Knoxville 
W.  C.  Chaney,  Memphis 

(Six  additional  to  be  appointed) 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1956) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookev.lle  (1954) 

T.  G.  Cranwell,  Pikeville  (1956) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1956) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Jr.,  Germantown  (1954) 

Grievance  Committee 

Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Daugh  W.  Smith,  Nashville  (1956) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 

Physical  Therapy 

George  W.  Shelton,  Chairman,  Chattanooga 

S.  Ben  Fowler,  Nashville 
Marcus  Stewart,  Memphis 

Mental  Health 

Myrtle  Smith,  Chairman,  Livingston 
Robert  Foote,  Nashville 

O.  S.  Hauk,  Nashville 
Carrol  Turner,  Memphis 
Frank  Luton,  Nashville 

Autopsy  Committee 

Leland  Johnston,  Chairman,  Jackson 
W.  W.  Hurteau,  Memphis 
George  S.  Mahon,  Knoxville 
David  Gotwald,  Nashville 

C.  B.  Roberts,  Sparta 
Health  Project  Contest 

Mrs.  S.  J.  Sullivan,  Chairman,  Cleveland 
C.  B.  Roberts,  Spai'ta 
Daugh  W.  Smith,  Nashville 
Labor  Liaison 

Daugh  W.  Smith,  Chairman,  Nashville 
John  Winebrenner,  Knoxville 
(Three  others  to  be  appointed) 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — A.  M.  Patterson,  M.D.,  910  Medical  Arts 
Building,  Chattanooga 

President-Elect — John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President — S.  J.  Sullivan,  M.D.,  Cleveland 

Vice-President — Henry  T.  Kirby-Smith,  M.D.,  Se- 
wanee 

Vice-President — Malcolm  Aste,  M.D.,  Memphis 
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The  authors  present  their  early  results  with  vagotomy  and  antral  re- 
section in  the  treatment  of  duodenal  ulcer.  This  preliminary  report 
indicates  an  encouraging  outlook  with  such  an  approach. 


VAGOTOMY  AND  ANTRAL  RESECTION  IN  THE  TREATMENT  OF 
DUODENAL  ULCER* 

J.  LYNWOOD  HERRINGTON,  JR.,  M.D.,  and  LEONARD  W.  EDWARDS,  M.D.,  Nashville,  Tenn. 


There  is  general  agreement  that  duodenal 
ulcer  disease  constitutes  primarily  a medical 
problem,  surgery  being  reserved  for  the 
complications  which  occur  in  approximately 
10-20  per  cent  of  cases. 

Subtotal  gastric  resection,  entailing  the 
removal  of  at  least  75  per  cent  of  the  stom- 
ach, has  been  employed  extensively  in  those 
cases  requiring  surgery.  Although  this  pro- 
cedure has  given  satisfactory  results  in  many 
reported  series,  undesirable  side  effects  are 
still  encountered  along  with  the  complica- 
tion of  marginal  ulceration,  the  incidence  of 
which  increases  with  the  passage  of  time. 
With  resections  of  increased  magnitude  in 
which  only  10-20  per  cent  of  the  fundus  re- 
mains, the  likelihood  of  marginal  ulceration 
will  perhaps  decrease,  but  the  incidence  of 
permanent  digestive  disturbances  and  poor 
nutritional  states  will  show  a decided  rise. 
Conversely,  with  resections  of  limited  ex- 
tent, the  rate  of  marginal  ulceration  will 
increase  appreciably.  A gastric  resection 
of  the  extent  necessary  to  produce  an  achlor- 
hydria or  a sufficient  degree  of  hypo-acidity 
to  permanently  protect  against  recurrent  ul- 
ceration, and  at  the  same  time  provide  free- 
dom from  undesirable  side  effects  may  not 
exist  on  a practical  basis.  This  allows  one 
to  speculate  that  perhaps  the  answer  to  the 
surgical  management  of  duodenal  ulcer  may 
not  depend  solely  upon  gastric  resection 
alone. 

Having  experienced  some  of  the  difficul- 
ties enumerated  above  with  our  postresec- 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  15,  1953,  Memphis, 
Tenn. 


tion  cases,  we  became  interested  in  vagoto- 
my and  have  attempted  to  determine  what 
value,  if  any,  the  procedure  could  contribute 
to  the  problem. 

During  a six  year  period  from  1946 
through  1951  we  have  utilized  vagotomy  as 
an  integral  part  of  every  operation  for  duo- 
denal ulcer.  Early  in  our  experience  vagot- 
omy was  performed  as  the  sole  procedure  in 
a small  group  of  patients.  Later  the  opera- 
tion was  used  in  combination  with  gastro 
enterostomy.  Also,  we  have  combined  va- 
gotomy with  a limited  resection,  removing 
only  the  pyloric  end  of  the  stomach,  and  in 
still  another  group  have  combined  vagus 
resection  with  removal  of  the  entire  pyloric 
antrum,  comprising  approximately  a 40  per 
cent  gastric  resection. 


RESULTS 

( 1946  - 1951  ) 
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Fig.  1. — Analysis  of  cases. 


Figure  1 reveals  that  vagotomy  alone  has 
been  an  unsatisfactory  procedure.  Although 
the  ulcer  usually  heals  in  the  early  post- 
operative period,  gastric  retention  has  con- 
stituted a troublesome  side  effect.  Vagoto- 
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my  and  gastro-enterostomy,  in  our  experi- 
ence, has  likewise  produced  results  far  from 
ideal.  Vagotomy  combined  with  removal 
of  the  pyloric  end  of  the  stomach  has  given 
better  results  than  those  obtained  with  va- 
gotomy and  gastro-enterostomy.  Perhaps 
the  removal  of  the  pylorus  itself,  thus  elim- 
inating the  element  of  pylorospasm,  accounts 
for  the  added  improvement.  Vagotomy  in 
combination  with  antral  resection  (40  per 
cent  gastrectomy)  has  given  the  best  results 
in  our  experience  thus  far. 

The  Rationale  of  Vagotomy  and  Antral  Resection 

The  physiology  of  gastric  secretion  may 
conveniently  be  divided  into  three  separate 
phases  (Fig.  2).  The  cephalic  or  nervous 


Fig.  2. — Drawing  illustrating  the  three  phases  of 
gastric  secretion. 

phase,  mediated  over  the  vagal  pathway 
from  the  higher  brain  centers,  has  been 
shown  to  profoundly  influence  the  secretion 
of  free  hydrochloric  acid  by  stimulation  of 
the  gastric  glands.  This  is  the  phase  which 
Dragstedt  has  shown  to  be  of  importance  in 
the  patient  with  duodenal  ulcer  and  accord- 
ing to  him  accounts  for  approximately  75-80 
per  cent  of  acid  secretion.  The  antral  phase 
presupposes  the  presence  of  a hormone  (gas- 
trin) which  resides  in  the  antral  mucosa  and 
is  liberated  during  normal  digestion,  travel- 
ing by  way  of  the  blood  stream  to  the  fundic 
glands,  causing  an  increase  in  acid-pepsin 
secretion.  The  intestinal  phase  of  gastric 
secretion,  likewise  of  hormonal  nature  and 
certainly  of  least  importance,  is  based  upon 
the  liberation  of  secretin  from  the  wall  of 
the  duodenum  in  response  to  the  presence 
of  the  products  of  gastric  digestion.  This, 
in  turn,  excites  the  fundic  glands  to  further 


secrete  acid-pepsin.  Secretin,  also,  has  a 
powerful  effect  upon  the  secretion  of  pan- 
creatic juice. 

An  operative  procedure  designed  to  elimi- 
nate the  three  phases  of  gastric  secretion 
and  at  the  same  time  preserve  the  storage 
function  of  the  stomach  might  appear  worth- 
while and  forms  the  basis  for  vagotomy  and 
antral  resection.  To  remove  approximately 
40  per  cent  of  the  stomach,  carrying  the  dis- 
section as  far  proximally  as  the  angularis 
would  assure  one  of  completely  removing 
the  entire  antrum  (Fig.  3).  The  ulcer  bear- 


VAGOTOMY 

+ 

ANTRECTOMY 


Fig.  3. — Shaded  area  indicates  antral  region.  (Va- 
gus nerves  have  been  divided.) 

ing  duodenum  should  also  be  removed  ex- 
cept in  extremely  difficult  cases. 

The  operation  largely  renders  the  intes- 
tinal phase  of  secretion  ineffectual  through 
diversion  of  the  gastric  contents  via  the 
gastro-enteric  stoma. 

Analysis  of  Results 

Thirty  patients  who  underwent  vagotomy 
and  antral  resection  (Fig.  4)  have  been  fol- 
lowed over  a one  to  six  year  period.  Only 
those  entirely  free  of  all  digestive  complaints 
are  listed  as  obtaining  excellent  results.  If 
digestive  symptoms  of  a minor  nature  per- 
sist which  do  not  interfere  with  the  patient 
procuring  a useful  occupation,  the  result  is 
termed  satisfactory.  If  the  individual  is  not 
markedly  improved  from  the  operation  and 
is  in  any  respect  dissatisfied,  the  result  is 
termed  poor. 

Twenty-five  of  the  group  (83  per  cent)  are 
free  of  any  residual  gastro-intestinal  com- 
plaint and  the  majority  have  shown  an  ap- 
preciable increase  in  weight  gain.  Nineteen 
have  been  followed  for  between  three  and 
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VAGOTOMY  + ANTRECTOMY 

30  CASES 


RESULTS 


EXCELLENT 

25  PATIENTS 

83  % 

SATISFACTORY 

2 PATIENTS 

7% 

POOR 

3 PATIENTS 

10% 

Fig.  4 — Results  with  vagotomy  and  antral  resec- 
tion. 

five  years,  with  one  patient  being  observed 
for  six  years.  Two  patients  (7  per  cent) 
note  vague  epigastric  fullness  after  a large 
meal  but  are  entirely  satisfied  with  sLirgery. 

Three  of  the  entire  group  of  30  patients 
are  dissatisfied.  They  have  continued  since 
surgery  to  note  vague  abdominal  discom- 
fort but  repeated  gastro-intestinal  series 
show  normal  findings.  Tests  for  complete- 
ness of  the  vagotomy  are  not  suggestive  of 
intact  fibers  having  been  left  behind,  and 
gastric  studies  show  an  achlorhydria  with 
test  meal  stimulation  and  histamine. 

We  have  encountered  no  complication  of 
marginal  ulceration  in  the  entire  group  thus 
far  and  gastric  secretory  studies  reveal  no 
evidence  of  persistent  vagal  activity.  None 
in  the  group  has  any  free  hydrochloric  acid 
response  to  a test  meal  and  the  majority 
have  an  achlorhydria  to  histamine.  If  these 
effects  upon  gastric  acidity  are  lasting,  one 
would  assume  that  recurrent  ulceration 
would  appear  unlikely. 

Discussion 

Dragstedt  has  demonstrated  the  antrum 
of  the  stomach  to  be  the  sole  source  of  the 
gastric  secretory  hormone  and  its  function 
as  an  endocrine  gland,  thus  confirming  the 
original  work  of  Edkins.  Animal  experi- 
mentation1 in  which  the  antrum  is  trans- 
planted into  the  side  of  the  transverse  colon 
as  a diverticulum  has  been  shown  to  produce 
a profound  increase  in  gastric  secretion.  In 
Dragstedt’s  experience,  antral  transplanta- 
tion with  reconstruction  of  intestinal  con- 
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tinuity  by  gastro-jej  unostomy  has  resulted 
in  stomal  ulceration  in  80  per  cent  of  ani- 
mals operated  upon.  He  has  thus  concluded 
that  hypersecretion  of  antral  origin  with 
ulcer  formation  can  readily  be  produced  in 
the  experimental  animal  and  the  possibility 
of  antral  hyperfunction  playing  a role  in  the 
genesis  and  perpetuation  of  duodenal  ulcer 
in  the  human  does  exist. 

Sauvage,  et  al.,-  using  elaborate  pouch 
preparations  in  the  dog  have  shown  that  va- 
gotomy and  antrectomy  protect  against  the 
development  of  stomal  ulcer.  They  now  feel 
that  the  ultimate  answer  to  the  problem 
must  come  from  careful  clinical  application 
and  follow-up  studies. 

Smithwick1  has  advocated  vagotomy  and 
an  estimated  50  per  cent  gastrectomy  in  the 
surgical  treatment  of  duodenal  ulcer.  This 
procedure,  in  his  experience,  is  producing 
results  superior,  thus  far,  to  those  obtained 
with  radical  resection  alone  or  with  vagot- 
omy in  combination  with  radical  resection 
or  with  gastro-enterostomy. 

We  are  cognizant  of  the  fact  that  this 
study  represents  only  a small  group  of  cases 
with  a short  follow-up  period,  but  it  has 
been  presented  as  a preliminary  report 
which  will  serve  to  demonstrate  the  ap- 
proach we  are  now  following  in  the  surgical 
management  of  duodenal  ulcer.  Thus  far, 
we  are  enthusiastic  with  the  results  ob- 
tained, being  fully  aware  that  time  and  fur- 
ther study  are  necessary  before  final  con- 
clusions can  be  drawn.  It  is  hoped  that  in 
the  future  additional  clinical  data  will  be 
presented  by  others  interested  in  this  prob- 
lem. 


Summary 

A brief  experience  utilizing  vagotomy  and 
antral  resection  in  the  treatment  of  duodenal 
ulcer  has  been  presented. 

Results  over  a short  follow-up  period  are 
encouraging. 

Additional  clinical  data  and  further  follow- 
up reports  are  necessary  to  fully  evaluate 
the  ultimate  results  of  the  operation. 
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Discussion 

DR.  JAMES  A.  KIRTLEY,  JR.  (Nashville):  Dr. 
Edwards  is  to  be  congratulated  for  his  courage  in 
pioneering  in  this  field  of  gastric  surgery.  Theo- 
retically, resection  of  the  vagi  removes  the  cephalic 
or  nervous  phase  of  gastric  secretion  and  complete 
removal  of  the  antrum  removes  the  hormonal 
phase  and  “intestinal”  phase.  Harkins  and  his  co- 
workers have  recently  added  experimental  evi- 
dence proving  this  concept.  Smithwick’s  group 
have  shown  that  resection  of  50  per  cent  of  the 
stomach  plus  vagotomy  gives  Ph  values  of  5 or 
higher  on  gastric  secretions  after  stimulation  with 
insulin,  histamine  and  beef  broth.  This  means  a 
decrease  of  free  hydrochloric  acid  below  the  point 
at  which  ulceration  develops.  Resection  of  a les- 
ser amount  of  the  stomach  results  in  a dangerous 
level  of  fasting  free  acid  as  well  as  after  stimula- 
tion. 

Three  groups  are  being  studied  by  Dr.  John  Yar- 
brough and  others  at  Thayer  Veterans  Hospital  in 
Nashville. 

Group  I. — Fifty  patients  had  an  80  per  cent  gas- 
trectomy for  duodenal  ulcer.  None  have  developed 
stomal  ulcers  but  many  have  had  difficulty  in 
maintaining  weight,  strength  and  normal  hemo- 
globin levels,  and  a few  have  not  been  able  to 
hold  a job  because  of  inability  to  eat  enough. 
Follow-up  from  18  months  to  5 years. 


Group  II. — Sixty  patients  had  vagotomy  and 
posterior  gastro-enterostomy.  Four  have  developed 
marginal  ulcers  without  evidence  of  incomplete 
vagotomy.  Two  have  had  gastric  resection  and 
two  are  being  treated  conservatively.  The  other 
56  patients  have  had  few  complications  and  are 
doing  very  well  in  all  respects  in  the  same  follow- 
up period  as  Group  I. 

Group  III. — Twenty-five  cases  have  had  at  least 
a 50  per  cent  resection  and  vagotomy.  The  follow- 
up has  been  less  than  three  years,  but  there  have 
been  no  ulcers  and  the  impression  is  that  this 
group  has  done  better  than  Groups  I and  II. 

Colp  and  Smithwick  also  report  50  per  cent  re- 
sections with  vagotomy  having  excellent  results, 
but  again  the  figures  are  statistically  inadequate 
and  the  follow-up  too  short.  Although  marginal 
ulcers  may  appear  in  a year,  the  average  time  of 
appearance  in  a large  series  studied  at  the  Univer- 
sity of  Maryland  was  6.5  years.  We  have  ap- 
proached this  lesser  resection  somewhat  cautiously 
and  have  preferred  to  resect  at  least  50  per  cent 
of  the  stomach  along  with  vagotomy.  Our  line  of 
resection  extends  from  the  left  gastric  artery  on 
the  lesser  curvature  to  the  junction  of  the  left 
gastro-epiploic  on  the  greater  curvature.  We  feel 
that  there  is  some  danger  of  stomal  ulcer  with  a 
lesser  resection  especially  since  one  can  never  be 
certain  that  all  vagal  fibers  are  divided.  A group 
of  32  such  patients  have  been  followed  from  a few 
months  to  six  years  and  I do  not  know  of  any 
ulceration.  It  is  our  impression  that  this  group 
is  doing  better  than  either  the  more  extensive 
resections  or  those  with  gastro-enterostomy  and 
vagotomy. 

Ten  year  clinical  studies  should  determine  the 
proper  indication  for  these  various  procedures. 


August,  1953 


279 


Atabrine  has  been  the  latest  drug  proposed  for  the  treatment  of  that 
stubborn  disease  of  the  skin,  discoid  lupus.  It  seems  to  do  at  least  as 
well,  if  not  better,  than  the  many  other  drugs  and  substances  used  in 
the  past  in  the  treatment  of  lupus. 

THE  TREATMENT  OF  DISCOID  LUPUS  ERYTHEMATOSUS* 

ROBERT  N.  BUCHANAN,  JR.,  M.D.,  Nashville,  Tenn. 


The  purpose  of  this  paper  is  to  briefly 
review  the  treatment  of  discoid  lupus  ery- 
thematosus and  especially  to  draw  attention 
to  the  use  of  Atabrine  in  the  treatment  of 
this  disease.  A report  will  be  made  of  our 
brief  experience  with  this  drug.  No  effort 
will  be  made  to  discuss  systemic  lupus 
erythematosus  and  other  collagen  diseases. 
Neither  will  any  effort  be  made  to  elucidate 
the  criteria  by  which  the  discoid  type  is 
separated  from  the  other  types  of  lupus 
erythematosus  except  to  briefly  mention  its 
characteristic  clinical  appearance.  These 
are: — pinkish  red,  macular,  scaling  patches 
of  dermatitis  of  varying  number,  size  and 
shape  usually  situated  on  the  forehead,  the 
temples,  the  cheeks,  the  face  and  the  hands; 
frequently  the  lobes  and  inside  of  the  ears 
and  the  scalp  are  involved  and,  indeed,  le- 
sions may  be  located  at  any  site.  Besides 
location  and  color,  other  distinguishing  fea- 
tures are: — chronicity,  resistance  to  treat- 
ment, absence  of  symptoms,  atrophic  scar- 
ring  in  the  central  portion  of  the  area,  more 
vivid  erythema  at  the  periphery,  prominence 
of  the  follicles,  plugging  of  the  follicles  and 
scaliness,  creating  the  so-called  “thumb  tack 
scale”  in  which  the  scale  is  attached  by  a 
plug  extending  into  the  follicle.  The  most 
frequent  site  of  predilection  is  the  malar 
eminence  and  bridge  of  the  nose  giving  rise 
to  the  so-called  butterfly  pattern.  It  is  well 
to  emphasize  that  every  inflammatory  der- 
matitis involving  this  area  is  not  necessarily 
lupus  erythematosus  and  to  again  state  that 
discoid  lupus  erythematosus  frequently  oc- 
curs at  other  locations.  Montgomery1  has 
adequately  described  the  distinctive  patho- 
logical findings. 

Treatment 

The  great  variety  of  agents  which  have 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  14,  1953,  Memphis, 
Tenn. 


been  used  in  the  treatment  of  discoid  lupus 
erythematosus  is  striking  testimony  that  no 
one  is  singularly  successful.  It  can  almost 
be  stated  that  “everything”  has  been  tried, 
and  “nothing”  has  been  consistently  effec- 
tive. During  recent  years  injections  of  gold 
salts,  gold  salts  in  conjunction  with  injections 
of  crude  liver  extracts,  injections  of  bismuth, 
injections  of  arsenic  (Mapharsen),  bismuth 
by  mouth  (Bistrimate)  (sodium  bismuth  tri- 
glycollamate),  the  “sulfa”  drugs,  the  anti- 
biotics, cortisone  and  cortitropin,  all  the 
vitamins  especially  vitamins  E and  Bl2,  cal- 
cium pantothenate,  the  use  of  cortisone  oint- 
ment, injections  of  naphuride  sodium  (Ger- 
manin),  the  administration  of  para-animo 
benzoic  acid,  or  its  salts,  cauterization  by 
the  application  of  solid  carbon  dioxide  and 
trichloro-acetic  acid,  the  removal  of  foci  of 
infection,  and  the  administration  of  quinine 
are  some  of  the  methods  of  treatment  which 
have  been  reported  and  accepted  with  vary- 
ing degrees  of  enthusiasm. 

The  report  of  Page2  that  17  of  18  patients 
with  lupus  erythematosus  were  benefited 
by  the  administration  of  Mepacrine  was  nat- 
urally received  with  some  skepticism.  It 
seems  that  previous  reports  of  beneficial 
results  from  Atabrine  in  discoid  lupus  ery- 
thematosus has  escaped  attention.  Appar- 
ently Prokoptchouk3  was  the  first  to  employ 
this  remedy  followed  shortly  thereafter  by 
Popoff  and  Kutinscheff.1  In  Page’s  series 
17  had  discoid  lupus  erythematosus,  the  re- 
sults were  excellent  in  8,  good  in  5,  and 
slight  in  three.  There  was  no  improvement 
in  one. 

Sommerville,  Devine  and  Logan5  reported 
their  results  with  Mepacrine  on  23  patients 
with  chronic  discoid  lupus  erythematosus. 
In  19  the  results  were  good  to  excellent,  in 
3 the  improvement  was  slight,  and  in  1 
there  was  no  benefit. 

Cramer  and  Lewis6  thoroughly  studied  6 
patients  with  chronic  long  standing  discoid 
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lupus  erythematosus  who  had  previously  re- 
ceived many  other  types  of  accepted  thera- 
py. The  responses  to  Atabrine  were  favor- 
able and  promptly  achieved  in  5 of  the  6 
patients.  No  complications  were  encoun- 
tered. 

Sawicky  et  al.7  treated  30  patients,  most 
of  whom  received  intensive  therapy  with 
other  medicaments,  with  varying  results 
prior  to  Atabrine  treatment.  The  majority 
(21)  of  their  patients  showed  prompt  and 
definite  improvement.  Some  cleared  com- 
pletely and  had  not  relapsed  at  the  time  of 
the  report.  Three  patients  failed  to  respond 
satisfactorily  or  relapsed  while  on  therapy 


or  soon  after  its  cessation. 

Wells''  produced  remissions  in  9 of  12  pa- 
tients with  chronic  discoid  lupus  erythema- 
tosus. 

Table  1 summarizes  the  results  on  11  of 
our  patients  treated  with  Atabrine.  Eight- 
een patients  with  lupus  erythematosus  have 
been  treated  during  the  five  months  (Nov. 
1,  1952,  to  April  1,  1953)  covered  in  this  re- 
port, but  seven  are  not  included  because  of 
inadequate  follow-up.  There  has  been  no 
selection  of  patients;  all  of  the  patients  are 
white. 

In  this  series  of  11  patients  the  results 
were  excellent  in  2,  good  in  4,  and  slight  in 


Table  I 


Case 

No. 

Age 

Sex 

Duration 

Severity 

Location 

Previous 

Treatment 

Atabrine 

Schedule 

Result 

1 

L.H. 

42 

F 

2-3  yrs. 

Moderate 

Forehead 

Vitamin  E, 
gold,  crude 
liver 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Improved, 
not  well 
(Good) 

2 

C.H. 

26 

M 

5 yrs. 

Moderate 

Forehead, 

cheeks 

Penicillin 

oint. 

300  mg.  x 30,  then 
100  mg.  daily 

Slightly 
improved, 
not  well 
(Slight) 

3 

C.R. 

25 

F 

2 yrs. 

Moderate 

Cheeks,  face 

Bismuth, 
gold  cortisone 
oint.,  vit.  B,» 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Improved, 
not  well 
(Good) 

4 

G.H. 

34 

M 

? 12  yrs. 

? 18  mos. 

Severe 
Purpura  1942 
Involvement 
of  face  and 
lips  1951 

Face 

Mercury  lo- 
tions, salicyl- 
ic acid,  gold, 
hospitaliza- 
tion for  i.v. 
ACTH,  corti- 
sone, vit.  Bij, 
cortisone 
oint. 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Some  im- 
improve- 
ment,  not 
well 
(Slight) 

5 

L.M. 

42 

M 

1 yr. 

Mild 

Face,  neck 

None 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Some  im- 
provement 
(Slight) 

6 

H.C. 

35 

M 

16  yrs. 

Moderate 

Cheeks,  face 

Radium,  X- 
ray,  gold,  cor- 
tisone oint., 
vit.  B,2 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Slight  im- 
provement 
(Slight) 

7 

W.N. 

35 

M 

Severe 

Neck  about 
ears 

Gold,  liver, 
vit.  Bu,  cor- 
tisone 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Slight  im- 
provement 
(Slight) 

8 

J.W. 

12 

M 

Few  mos. 

Moderate; 

Albuminuria 

Face,  eyelid 
region,  ear 

Vit.  B com- 
plex, vit.  E 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily  and 
Vit.  E and  B 

Greatly 

improved 

(Excel- 

lent) 

9 

B.A. 

52 

F 

2 yrs. 

Mild 

Bridge  of 
nose 

Fulguration, 
boric  acid 

300  mg.  x 7,  then 
100  mg.  daily 

Almost  en- 
tirely well 
(Excel- 
lent) 

10 

M.D. 

35 

F 

2 yrs. 

Mild 

Temple 

X-ray,  oint- 
ments 

300  mg.  x 7 
200  mg.  x 7,  then 
100  mg.  daily 

Improved 

(Good) 

11 

E.D. 

43 

F 

15-18  mos. 

Severe 

Face 

Gold  (worse) 
cortisone,  i.v. 
ACTH,  vit. 

Bis 

300  mg.  x 7 
200  mg.  daily 

Definite 

improve- 

ment 

(Good) 
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five.  There  were  no  complications.  One 
patient  became  nauseated  on  300  mg.  daily 
but  was  able  to  take  100  mg.  each  day.  Noth- 
ing was  encountered  suggestive  of  the  lichen 
planus  like  eruption  seen  in  some  of  the 
troops  taking  Atabrine  to  suppress  the  de- 
velopment of  malaria  during  World  War  II. 
One  wonders  why  the  results  in  this  series 
were  not  so  good  as  those  previously  re- 
ported. Perhaps  a larger  dose  would  have 
been  more  effective. 

The  most  effective  dosage  schedule  has  not 
yet  been  developed.  Page-  and  others  com- 
ment on  this.  Perhaps  Atabi’ine  in  combi- 
nation with  other  helpful  agents,  such  as 
cortisone  or  ACTH,  will  be  more  effective 
than  any  single  agent.  Several  have  ob- 
served that  the  beneficial  results  have  some 
relationship  to  the  promptness  and  degree 
of  discoloration.  In  all  the  reported  series, 
including  this  one,  the  period  of  observation 
has  been  short,  so  the  question  has  not  been 
answered  as  to  whether  relapses  will  occur 
and,  if  so,  how  effective  will  be  the  further 
use  of  Atabrine. 

The  pharmacology  of  Atabrine  has  been 
extensively  studied  but  its  exact  mode  of 
action  is  not  understood.  Herrmann  and 
Miller''  have  shown  that  it  is  deposited  in 
the  skin  and  produces  a fluorescence  when 
examined  under  filtered  ultra-violet  radia- 
tion. Perhaps  further  studies  such  as  these 
will  lead  to  an  understanding  of  its  mode 
of  action.  Certainly  a great  experience  with 
Atabrine  has  accumulated  from  its  use  in 
the  treatment  and  in  the  suppression  of  ma- 
laria during  World  War  II.  It  is  a drug  that 
is  relatively  safe,  probably  safer,  simpler  to 
use  and  cheaper  than  any  of  the  other  pop- 
ular agents  now  employed  in  the  treatment 
of  lupus.  Bispham10  found  only  38  toxic 
reactions  due  to  Atabrine  in  46,681  cases 
treated  for  malaria.  This  indicates  the  pau- 
city of  reactions,  however  in  rare  instances 
various  dermatoses,  even  exfoliative  derma- 
titis, aplastic  anemia  and  hepatitis  have  been 
observed  by  Nisbet,11  Schmitt  et  al., 12  Bag- 
by,12  Livingood  and  Dieuaide,11  Agress,'5 
Custer10  and  Craddock.17  So  it  is  not  en- 
tirely fool  proof. 

Summary 

Atabrine  is  another  useful  agent,  perhaps 
the  most  effective  of  all,  to  add  to  the  long 


list  of  drugs  (gold,  bismuth  silver,  arsenic 
Germanin,  etc.)  which  is  beneficial  in  the 
treatment  of  some  cases  of  lupus  erythema- 
tosus. No  one  drug  nor  combination  of 
drugs  has  been  found  universally  effective. 
The  mode  of  action  of  Atabrine  is  not  known. 
Toxic  reactions  are  infrequent  and  rarely 
serious;  it  is  therefore  relatively  safe.  It  is 
a comparatively  economical  means  of  treat- 
ment and  its  administration  is  simple.  It 
offers  great  hope  and  generates  optimism 
but  at  the  present  this  optimism  must  be 
moderated  by  the  knowledge  that  it  is  not 
100  per  cent  effective,  nor  100  per  cent  safe. 
It  is  not  the  first  drug  to  be  reported  enthu- 
siastically; others  have  been  so  reported 
and  later  found  wanting  when  subjected  to 
broader  and  longer  clinical  testing. 
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Discussion 

DR.  EMMETT  R.  HALL  (Memphis):  I want  to 
thank  Dr.  Buchanan  for  this  report  today  and  also 
for  his  report  two  years  ago  before  this  Associa- 
tion on  an  agent  that  has  been  used  for  a number 
of  years  and  of  which  literally  millions  of  doses 
have  been  given.  He  confirmed  the  idea  of  all 
investigators  and  practically  all  dermatologists  that 
the  agent  was  not  only  worthless  but  in  many  cases 
made  the  condition  worse.  I am  speaking  of  the 
use  of  poison  ivy  extract  in  the  treatment  of  der- 
matitis venenata.  His  report  today  is  conserva- 
tive, and  he  requests  further  study  to  determine 
its  true  value. 

Discoid  lupus  erythematosus  is  chronic  and  dis- 
figuring and  sometimes  terminates  in  a dissemi- 
nated type  and  death.  To  the  present  date  we  do 
not  have  a treatment  that  is  entirely  satisfactory, 
but  we  are  constantly  in  search  of  new  drugs  or 
methods  of  treatment.  I think  this  is  the  reason 
the  subject  is  being  presented  today. 


It  is  most  difficult  to  properly  evaluate  a drug, 
and  I do  not  believe  all  doctors  have  the  tempera- 
ment, the  research  mind,  and  the  willingness  to 
give  the  necessary  time  and  approach  to  such  a 
subject  with  an  entirely  open  mind.  One  of  the 
great  faults  is  the  failure  to  get  a complete  history, 
to  keep  an  accurate  record  as  to  dosage  and  prog- 
ress of  the  patient,  and  follow  a patient  long 
enough  to  form  a definite  conclusion. 

From  various  reports  and  from  our  own  short 
and  totally  inadequate  study  of  about  25  or  more 
cases,  1 have  the  impression  that  Atabrine  will 
prove  to  be  a very  valuable  adjunct  in  the  treat- 
ment of  discoid  lupus  erythematosus.  Our  results 
compare  favorably  with  Dr.  Buchanan’s  report. 
We  cannot  as  yet  claim  an  absolute  cure  in  any 
case,  but  we  have  seen  marked  improvement  where 
other  treatment  failed,  yet  in  others  it  seemed  to 
make  very  little  impression  upon  the  disease.  We 
have  not  seen  any  severe  reactions,  but  several 
patients  could  not  take  the  drug  because  of  severe 
nausea  and  vomiting.  As  Dr.  Buchanan  men- 
tioned, the  exact  dose  and  frequency  of  adminis- 
tration has  not  been  determined.  It  is  certainly 
as  safe,  or  more  so,  than  the  well  recognized  drugs 
being  used  today  in  the  treatment  of  lupus  ery- 
thematosus. It  is  also  possible  that  we  might  com- 
bine it  with  some  of  the  drugs  we  are  now  using 
to  a better  advantage.  A number  of  years  ago 
one  of  our  members,  Dr.  Howard  King,  called 
attention  to  the  value  of  crude  liver  extract  in  all 
cases  of  lupus  erythematosus,  and  we  have  made 
it  almost  routine  to  give  crude  liver  extract  or 
vitamin  B complex  with  all  forms  of  treatment. 

Let  us  continue  the  research  with  an  open  mind. 


Value  of  Routine  Blood  Sugar  Tests  in  the  Detec- 
tion of  Diabetes  Mellitus.  McCullagli,  E.  I’.,  and 

Zwickel,  R.  E.  J.A.M.A.,  152:1031,  1953. 

Proceeding  from  the  positive  evidence  submitted 
by  the  Joslin  group  that  complete  control  of  the 
diabetic  patient  leads  to  fewer  severe  complica- 
tions, especially  in  the  absence  of  more  dependable 
evidence  to  the  contrary,  the  authors  came  to  the 
following  conclusion.  That  the  safest  course  avail- 
able in  the  care  of  diabetes  includes  early  detection 
and  early  careful  treatment.  The  authors  therefore 
screened  2,357  consecutive  patients  by  determining 
the  blood  sugar  level  on  the  same  specimen  of 
blood  drawn  for  the  routine  test  for  syphilis. 
Fifty-seven  patients  had  glycosuria,  but  113 
patients  had  hyperglycemia  without  glycosuria. 
Sixty  in  the  latter  group  were  studied  more  care- 
fully, and  22  were  shown  to  have  diabetes  mellitus. 

The  method  is  simple  and  is  recommended  for 
general  use  in  office  practice.  Routine  blood  sugar 
determinations  at  random  may  increase  the  num- 
ber of  known  diabetic  patients  from  2.4  to  approx- 
imately 4 per  cent.  (Abstracted  for  the  Tennessee 
Diabetes  Association,  by  R.  F.  Ackerman,  M.D., 
Memphis.) 
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Another  author  recounts  hi s experiences  in  the  use  of  Atabrine  for  the 
treatment  of  discoid  lupus. 

ATABRINE  THERAPY  IN  DISCOID  LUPUS  ERYTHEMATOSUS 


FOX  MILLER,  M.D.,  Memphis,  Tenn. 

Therapy  of  lupus  erythematosus  in  both 
discoid  and  disseminate  forms  has  yielded 
mediocre  results  in  a high  percentage  of 
cases.  Reports  of  several  new  agents  for 
therapy  have  appeared  within  recent  years, 
but  none  has  seemed  to  stand  the  test  of 
time  and  even  cortisone  and  ACTH  now  are 
accepted  as  having  only  limited  usefulness. 
Consequently  the  report  of  the  use  of  a new 
drug  in  this  disease  usually  meets  with  con- 
siderable skepticism. 

The  report  of  spectacular  success  with 
Atabrine  in  17  of  18  cases  reported  by  Page1 
in  1951  therefore  met  with  this  same  skep- 
ticism. In  Memphis,  a pharmacist  (Case  1), 
a patient  of  Dr.  Vonnie  Hall,  who  had  had 
chronic  discoid  lupus  erythematosus,  with 
extensive  involvement  of  the  skin  for  three 
years,  first  learned  of  this  report  in  Febru- 
ary, 1952.  This  man  had  received  much 
therapy  during  these  years  including  gold 
and  cortisone,  and  there  had  been  little  ame- 
lioration of  symptoms  or  skin  eruption.  Self- 
medication  with  Atabrine  was  begun  (doc- 
tors whom  he  asked  did  not  advise  that  he 
take  it),  and  after  only  a few  weeks  the 
patient  became  enthusiastic  about  his  im- 
provement. By  May,  1952,  there  was  a defi- 
nite and  marked  objective  improvement  and 
at  that  time  other  patients  in  this  report 
were  given  Atabrine  therapy. 

Dosage  in  most  of  these  cases  has  been 
100  mg.  twice  daily  for  two  weeks  and  100 
mg.  once  daily  thereafter  for  maintenance. 
Sedimentation  rates  were  taken  at  intervals 
in  most  of  these  patients.  Other  therapy 
was  kept  as  much  at  a minimum  as  possible, 
and  usually  consisted  only  of  continuing  the 
use  of  cortisone  ointment  locally.  In  most 
cases  this  salve  had  been  used  for  several 
months  previously,  and  in  none  had  there 
been  any  apparent  outstanding  improve- 
ment. 

It  is  for  these  reasons  that  this  report  is 
submitted:  (1)  Atabrine  at  present  gives 
promise  of  being  the  treatment  of  choice  in 
discoid  lupus  erythematosus.  (2)  Several 


patients  have  been  using  this  treatment  al- 
most a full  year,  and  an  estimation  of  the 
rate  of  involution  in  chronic  lesions  can  be 
made. 

Case  Reports 

CASE  1.  W.  S.,  a 44  year  old,  male  pharmacist, 
had  had  chronic  discoid  lupus  erythematosus  ex- 
tensively involving  the  face,  chest,  back,  and  upper 
extremities.  During  the  4 year  period  of  the  dis- 
ease there  had  been  frequent  systemic  symptoms  as 
malaise  and  afternoon  temperature  elevation. 
Therapy  with  bismuth  and  gold  as  well  as  corti- 
sone, systemically  and  locally,  had  yielded  medi- 
ocre results  and  little  or  no  modification  of  the 
disease  process.  Atabrine  therapy  was  begun  in 
February,  1952,  with  100  mg.  daily.  This  dose  has 
been  continued  for  11  months  without  symptom 
or  complication,  and  there  has  been  very  marked 
subjective  improvement  as  well  as  objective  clear- 
ing of  three-fourths  of  the  extensive  skin  lesions. 
Large  plaques  have  healed  at  the  periphery  and 
persisting  areas  of  activity  now  represent  primar- 
ily the  central  areas  of  the  original  plaques.  The 
sedimentation  rate  has  remained  about  24  mm. 

CASE  2.  T.  P.,  a 32  year  old,  white  male,  has 
had  chronic  discoid  lupus  erythematosus  of  the 
face,  neck,  temples  and  lips  for  the  past  10  years. 
There  has  been  little  modification  of  the  disease 
process  during  this  time  in  spite  of  therapy  with 
bismuth,  Mapharsen  and  Aureomycin.  Sedimen- 
tation rate  was  not  increased.  Atabrine  therapy 
was  begun  in  July,  1952,  with  100  mg.  twice  daily 
for  one  week  and  100  mg.  daily  thereafter.  This 
dosage  has  been  continued  until  the  present  and 
there  has  been  no  untoward  reaction  thus  far. 
Within  3 or  4 weeks  the  patient  himself  was  able 
to  note  a marked  improvement  and  after  6 months 
treatment  there  has  been  complete  involution  of 
many  of  the  plaques.  Roughly  one-half  of  the 
area  affected  at  the  time  of  the  beginning  of  Ata- 
brine therapy  now  has  disappeared  completely  and 
there  appears  to  be  evidence  of  steady  clearing  of 
the  remaining  areas. 

CASE  3.  J.  D.,  a 22  year  old,  white  female  who 
has  had  chronic  discoid  lupus  erythematosus  of 
the  face,  ears,  and  “V”  of  the  neck  for  3 years. 
The  patient  was  afebrile  and  had  no  systemic 
symptoms.  Therapy  had  consisted  of  gold,  bis- 
muth, Mapharsen,  quinine,  and  liver  as  well  as 
cortisone,  both  systemically  and  locally.  There 
had  been  little  apparent  modification  of  the  disease 
process  from  this  treatment.  On  November  28, 
1951,  the  sedimentation  rate  was  37  mm.  Atabrine 
therapy  was  begun  in  May,  1952,  with  100  mg. 
twice  daily  for  2 weeks  and  once  daily  thereafter 
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until  the  present  time.  After  7 months  therapy 
there  has  been  good  tolerance  of  the  medication 
and  very  marked  subjective  and  objective  im- 
provement. All  of  three  large  plaques  on  the  “V" 
of  the  neck  have  entirely  cleared.  Lesions  on  the 
malar  areas  as  well  as  the  other  areas  excepting 
the  lips  are  definitely  involuting,  and  only  about 
one-third  of  the  area  originally  affected  remains. 
The  sedimentation  rate  on  November  19,  1952,  was 
unchanged  from  that  of  a year  before. 

CASE  4.  L.  N.  H..  a 45  year  old,  white  female 
who  had  had  chronic  discoid  lupus  erythematosus 
over  the  face  of  10  years  duration.  Remission  had 
been  induced  by  gold  therapy  in  about  1944.  An 
exacerbation  had  occurred  in  1951  and  therapy 
with  bismuth  and  cortisone  locally  had  failed  to 
modify  the  course  of  the  process.  (Gold  was  not 
used  at  this  time.)  Atabrine  was  begun  in  June, 
1952,  with  100  mg.  twice  daily  for  2 weeks  and  once 
daily  thereafter  for  a period  of  3 months.  The 
eruption  was  cleared  completely  and  treatment 
was  discontinued.  Since  that  time  there  has  been 
no  apparent  exacerbation,  and  except  for  the  sedi- 
mentation rate  the  disease  process  seems  to  be  in 
complete  remission.  Sedimentation  rates  done  be- 
fore Atabrine  therapy  ranged  from  29  to  38  mm. 
On  December  5,  1952,  the  rate  was  31  mm. 

CASE  5.  E.  E.  M.,  a 38  year  old,  white  house- 
wife, who  had  had  chronic  discoid  lupus  erythem- 
atosus of  about  4 months  duration.  There  was  a 
diffuse  erythema  involving  almost  the  entire  sur- 
face of  the  skin  of  the  face  and  a large  area  on 
the  extensor  surfaces  of  the  arms  and  the  fore- 
arms. There  was  a marked  scaling  of  most  of  the 
areas  and  follicular  plugging  could  be  seen.  Pre- 
vious to  the  patient’s  first  visit  she  had  received 
therapy  consisting  of  liver  injections  and  bismuth 
injections.  She  said  there  was  little  or  no  change 
in  the  status  of  the  eruption  during  this  therapy. 

At  this  time  (August,  1952)  the  sedimentation 
rate  was  found  to  be  31  mm.  Treatment  with  Ata- 
brine was  begun  with  the  dosage  as  noted  before. 
After  6 weeks  of  medication  the  eruption  was  al- 
most entirely  gone  and  the  patient  began  to  take 
the  drug  (100  mg.)  only  every  other  day.  After 
a few  weeks  all  therapy  was  discontinued.  In 
December,  1952,  there  was  a mild  “flare-up”  with 
small  new  erythematous  areas,  and  the  patient 
again  resumed  treatment  with  100  mg.  daily,  which 
she  is  now  continuing. 

CASE  6.  W.  R..  a 35  year  old  Negro  male,  had 
had  edematous  pigmented  plaques  over  his  fore- 
head, cheeks  and  ears  for  six  months.  There  were 
also  extensively  mottled  and  depigmented  dis- 
crete areas  throughout  his  scalp  in  which  there 
was  also  diffuse  but  incomplete  loss  of  hair.  Nu- 
merous joints,  including  knees  and  elbows,  were 
tender  and  painful  and  prevented  the  patient  from 
working  at  his  job  as  a chauffeur.  Biopsies  taken 
from  a site  on  the  forehead  and  a site  in  the  scalp 
were  compatible  with  lupus  erythematosus.  “L.  E. 
cells”  were  demonstrated  by  a bone  marrow  punc- 
ture. Chloroquin  was  given  for  a 6 week  period 
and  during  this  time  there  was  marked  subsiding 


of  the  edema  of  the  plaques  on  the  face  and  scalp. 
But  toward  the  end  of  this  period  the  patient  be- 
came “toxic”  and  the  drug  was  discontinued.  Ata- 
brine was  then  begun  with  200  mg.  daily  and 
later  it  was  increased  to  300  mg.  daily.  The  pa- 
tient appears  to  be  subjectively  and  objectively 
more  than  fifty  per  cent  improved  in  all  respects 
except  the  arthritis.  This  difficulty  also  has  im- 
proved, but  the  patient  is  not  yet  able  to  resume 
his  normal  activities. 

CASE  7.  D.  G.,  a 52  year  old  male  had  had 
discoid  lupus  erythematosus  of  the  face,  ear  lobes, 
and  dorsum  of  the  hands  for  about  2 years.  Sedi- 
mentation rate  was  normal.  Previous  therapy  had 
consisted  of  Bistrimate,  gold  and  local  use  of 
cortisone.  After  only  5 weeks  of  therapy  with 
Atabrine,  in  the  dosage  noted  before,  there  was 
quite  definite  objective  improvement  in  the 
plaques.  Even  in  this  short  time  there  is  definitely 
better  response  than  to  any  of  the  previous  medi- 
cations. 

CASE  8.  F.  M.  T.,  a 23  year  old  Negro  female, 
had  had  atrophic  plaques  through  the  anterior 
portion  of  her  scalp  which  had  been  diagnosed 
microscopically  as  lupus  erythematosus.  Areas 
two  centimeters  in  diameter  showed  erythema  and 
evidence  of  activity  of  the  process.  Previous  treat- 
ment, consisting  of  bismuth  injections,  had  failed 
to  alter  the  course  of  the  process.  Atabrine  was 
given  in  the  dosage  noted  before.  After  more 
than  2 weeks  treatment  it  was  difficult  to  note  any 
change  in  the  lesions.  Thus,  there  was  great  diffi- 
culty in  evaluating  improvement.  In  this  case 
there  was  little  benefit  attributable  to  Atabrine 
therapy. 

CASE  9.  J.  H.,  a 36  year  old  white  housewife, 
had  had  plaques  of  discoid  lupus  erythematosus 
over  her  nose,  cheeks,  and  lips  for  2 years.  Soon 
after  the  eruption  appeared  gold  therapy  was  given 
and  there  was  complete  clearing  of  the  lesions. 
About  18  months  later,  however,  an  exacerbation 
occurred  and  Atabrine  was  given.  The  dosage 
was  that  noted  above  and  after  3 months  of  treat- 
ment the  lesions  were  almost  completely  clear. 
This  patient  is  being  maintained  on  a dosage  of 
100  mg.  daily. 

CASE  10.  E.  H.,  a 59  year  old  white  female,  had 
had  atrophic  plaques,  from  1 to  2 cm.,  in  areas  of 
her  scalp  of  9 months  duration.  Some  areas  of 
erythema  indicating  moderate  chronic  activity 
were  present.  On  her  buccal  mucosa  there  was 
also  a very  extensive  whitish  reticulation.  Biopsy 
of  a plaque  in  the  scalp  failed  to  confirm  or  to 
rule  out  the  diagnosis  of  lupus  erythematosus.  A 
therapeutic  trial,  however,  was  given  with  Ata- 
brine. After  only  4 weeks  of  treatment,  in  the 
dosage  noted  above,  there  seemed  to  be  definite 
improvement  of  the  active-appearing  plaques  in 
the  scalp  and  complete  disappearance  of  the  lesions 
on  the  buccal  mucosa.  Therapy  was  continued 
with  100  mg.  daily  and  after  2 more  weeks  there 
began  to  be  a generalized  swelling  of  the  skin  and 
puffiness  of  the  eyelids  with  marked  pruritus  and 
malaise.  At  the  first  sign  of  this  reaction  Ata- 
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brine  was  discontinued.  After  about  one  more 
week  the  swelling  and  pruritis  began  to  subside 
and  on  the  extremities  there  appeared  a lichen 
planus-like  eruption.  There  has  been  gradual 
involution  of  these  lichenoid  papules  and  at  pres- 
ent the  eruption  seems  to  be  definitely  subsiding. 
This  case  is  reported  because  it  is  the  only  one  of 
the  10  cases  in  which  there  was  any  type  of  reac- 
tion. 

Results 

Nine  of  10  cases  of  discoid  lupus  erythem- 
atosus have  shown  marked  improvement, 
and  in  only  one  case  in  this  series  was  there 
apparent  failure  to  improve.  Three  cases 
have  cleared  completely,  while  patients  with 
extensive  involvement  have  had  gradual  but 
steady  involution  of  plaques  on  the  skin. 
The  sedimentation  rate,  however,  apparent- 
ly has  not  been  favorably  affected,  although 
patients  appear  to  be  markedly  improved 
subjectively.  These  results  bear  out  the 
findings  of  Page1  and  reflect  the  recently 
reported  findings  of  others.2,3’4 

Comment 

Gold  therapy,  which  previously  has  prob- 
ably been  the  treatment  of  choice  in  discoid 
lupus  erythematosus,  has  not  yielded  nearly 
so  high  a percentage  of  improvement  as  has 
Atabrine.  Also,  the  limitation  of  total 
amount  of  gold  to  be  given  to  a patient  is 
a drawback,  which  Atabrine  apparently  does 
not  have. 

The  question  as  to  whether  or  not  Ata- 
brine is  contraindicated  in  acute  disseminate 
lupus  erythematosus  appears  unsettled. 
Page1  reports  dramatic  clearing  of  the  only 
case  in  which  he  used  it.  He  also  reported 
control  of  rheumatoid  arthritis  incidental  in 
two  of  his  patients.  Brunsting5  advised 
against  its  use  except  in  a patient  with  a 
low  sedimentation  rate  and  negative  “L.  E. 
test.”  The  report  of  the  New  York  Univer- 
sity group1  says  studies  using  it  in  combina- 
tion with  cortisone  in  acute  disseminate 
lupus  erythematosus  are  now  in  progress. 
Wells1  also  reports  dramatic  response  in  one 
case  of  “severe  disseminated  lupus  erythem- 
atosus . . . with  slight  systemic  involvement.” 
In  the  case  in  this  series  (Case  6)  in  which 
there  was  associated  arthritis,  severe  ma- 
laise, and  in  which  “L.  E.  cells”  were  dem- 
onstrated, there  appeared  to  be  a good  re- 
sponse to  Atabrine  therapy.  Evaluation  of 
the  effect  of  the  drug  in  this  case,  however, 


is  confused  because  of  previous  therapy  with 
Chloroquin.  Agranulocytosis  and  aplastic 
anemia,  as  well  as  other  serious  side  effects, 
are  real  possibilities  in  both  the  discoid  and 
disseminated  forms,  and  these  risks  must  be 
considered  and  guarded  against  accordingly. 
In  the  single  case  of  a reaction  in  this  series 
of  cases,  exfoliative  dermatitis  seemed  im- 
minent but,  as  edema  subsided,  a lichen 
planus-like  dermatitis'1  was  “discovered,” 
but  it  also  seems  to  be  involuting. 

Conclusions 

1.  Atabrine  gives  promise  of  being  the 
treatment  of  choice  in  discoid  lupus  ery- 
thematosus. 

2.  The  effect  of  Atabrine  in  disseminate 
lupus  erythematosus  is  not  yet  evaluated, 
but  its  use  in  this  type  of  case  is  many  times 
more  hazardous  than  in  the  discoid  variety. 
There  is,  however,  a definite  and  beneficial 
effect,  and  its  use  in  combination  with  cor- 
tisone may  result  in  a fairly  good  means  of 
managing  a serious  exacerbation. 

3.  Risk  of  reaction  to  the  drug  must  be 
carefully  considered  lest  the  complication  be 
more  troublesome  than  a quiescent  disease 
process. 

Addendum 

Since  the  submission  of  this  report  an 
additional  18  patients  with  lupus  erythema- 
tosus have  been  treated  with  Atabrine. 
Thus  a trial  in  more  cases  as  well  as  a 
longer-range  evaluation  have  been  possible. 
Results  in  the  treatment  of  discoid  lupus 
erythematosus  have  continued  to  be  ex- 
cellent, although  very  few  patients  have 
reached  the  stage  at  which  the  process  seems 
entirely  arrested.  Only  4 of  the  28  patients 
treated  with  Atabrine  have  been  able  to 
discontinue  use  of  the  drug.  This  is  true  in 
spite  of  many  patients  having  taken  Ata- 
brine for  more  than  ten  or  twelve  months 
now.  Also  limited  experience  in  using  Ata- 
brine in  disseminated  lupus  erythematosus 
has  revealed  that  it  has  a definite  and  pro- 
found effect  upon  the  disease  process.  It  is, 
however,  far  from  ideal,  although  it  seems 
to  offer  more  than  any  other  treatment  in- 
cluding cortisone  and  ACTH. 
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The  Hyperventilation  Syndrome.  Lewis,  B.  I. 

Ann.  Int.  Med.,  38:918.  1953. 

The  author  points  out  that  this  syndrome  is 
usually  thought  of  as  an  acute  episode  of  short 
duration, — gross  hyperpnea  ending  in  frank  tetany. 
He  goes  on  to  indicate  that  this  syndrome  often 
follows  a chronic,  fluctuating  course,  presenting 
varied  and  atypical  clinical  pictures  leading  to 
incapacity  and  arising  from  either  organic  or 
psychogenic  disturbances. 

The  symptoms  of  the  acute  form  are  well  known 
to  all.  In  the  chronic  forms  less  frequent  symp- 
toms must  be  recognized.  These  symptoms  from 
overbreathing  are  grouped  by  the  author  as  fol- 
lows. 

“(1)  Central  neurovascular:  faintness,  dizziness, 
unsteadiness,  impairment  of  concentration  and 
memory,  feelings  of  unreality  and,  infrequently, 
complete  loss  of  consciousness. 

“(2)  Peripheral  neurovascular:  numbness,  tin- 
gling and  coldness  of  the  distal  extremities,  espe- 
cially the  hands,  and  often  involving  the  face  and 
perioral  regions. 

“(3)  Muscular:  variable,  usually  diffuse,  muscu- 
lar spasm  and  myalgia,  coarse  tremors,  twitching 
movements  and,  uncommonly,  carpopedal  spasm 
with  generalized  tetany. 

"(4)  Respiratory:  shortness  of  breath,  tightness 
in  or  about  the  chest  and,  less  impressive  but 
equally  significant,  sighing  respirations  and  exces- 
sive yawning. 

"(5)  Cardiac:  palpitations,  tachycardia,  “skipped 
beats”  and  atypical  chest  pain.  The  chest  pain  is 
usually  described  as  momentary,  sharp  twinges 


about  or  lateral  to  the  nipple,  or  as  a more  per- 
sistent, dull,  aching  pressure  over  the  lower  ante- 
rior thorax. 

“(6)  Gostro-intestinal:  marked  mouth  dryness, 
dysphagia  (often  suggestive  of  globus  hystericus) 
and  distressing  abdonimal  bloating,  belching  and 
flatulence. 

“(7)  Psychic:  variable  degrees  of  overt  anxiety, 
tension  and  apprehension  except  in  certain  hyster- 
ical subjects,  who  display  an  inappropriate  pseudo- 
calmness. 

“(8)  General:  easy  fatigability,  diffuse  weak- 

ness, insomnia  and  chronic  exhaustion.” 

Hyperventilation  is  thought  generally  to  have  a 
psychogenic  cause.  But  it  may  occur  in  encepha- 
litis, certain  drug  intoxications,  asthma  pulmonary 
emphysema,  heart  disease  of  whatever  origin.  Dis- 
ease elsewhere  in  the  body  may  stimulate  over- 
breathing. Normal  stable  persons  may  overbreathe 
under  emotional  reactions.  The  hyperventilation 
causes  symptoms  when  enough  C02  is  blown  off 
to  cause  alkalosis.  (One  drop  respiration  can  re- 
duce arterial  CO-  by  5-7  vols.9f.)  Electroenceph- 
alograms show  resultant  changes,  with  CO-  low- 
ering and  certain  other  attendant  biochemical 
alterations,  of  the  type  accompanying  reduction  in 
conscious  awareness. 

The  author  suggests  when  the  hyperventilation 
complex  is  suspected,  it  is  worthwhile  to  have  the 
patient  overbreathe  to  learn  if  the  symptoms  can 
be  reproduced.  The  rebreathing  with  aid  of  a 
paper  bag  and  cessation  of  the  attack  will  be  a 
dramatic  reason  for  the  patient  to  follow  the  physi- 
cian’s advice. 
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Though  the  techniques  described  will  be  used  by  few  of  the  readers, 
it  will  become  apparent  what  means  are  available  for  the  correction 
of  diseases  of  the  eyelids,  some  of  which  are  common. 

SOME  SIMPLE  SURGICAL  PROCEDURES  ON  THE  EYELIDS* 


PHILIP  M.  LEWIS,  M.D.,  Memphis,  Term. 

Much  has  been  written  on  the  various 
plastic  operations  performed  on  the  eyelids. 
Rather  than  attempt  to  review  a voluminous 
literature  and  the  opinions  of  others,  I will 
describe  a few  procedures  which  have 
proved  of  value  in  my  practice. 

Chalazion  Surgery 

This  seems  almost  too  simple  to  discuss, 
but  rather  frequently  I see  patients  who  re- 
quire an  operation  for  recurrent  chalazions 
and  dread  it  because  they  were  badly  hurt 
at  former  operations  for  the  disease. 
Twenty-five  or  more  years  ago  often  noth- 
ing was  used  except  topical  anesthesia;  this 
made  surgery  for  chalazion  a painful  affair. 
Probably  no  one  does  an  incision  and  curet- 
tage now  without  the  injections  of  procaine 
and  adrenalin,  but  some  surgeons  do  not 
use  a sufficient  amount,  or  fail  to  inject  it 
properly,  so  that  the  patient  is  unnecessarily 
hurt.  The  proper  amount  of  procaine  to  use 
is  “enough.”  This  may  vary  from  as  little 
as  0.5  cc.  to  2 cc.  or  more.  On  an  average, 
0.75-1.5  cc.  is  adequate  for  the  operation  on 
the  upper  lid  and  a little  more  is  required 
for  the  lower.  If  the  clamp  is  put  in  place 
first,  less  procaine  is  needed,  but  until  after 
the  lid  is  injected  the  clamp  itself  is  very 
disagreeable  to  most  patients.  Of  course, 
Pontocaine  and  adrenalin  should  always  be 
instilled  first.  I rarely  find  it  necessary  to 
give  a preoperative  sedative  for  chalazion 
surgery,  but  in  an  extremely  nervous,  hy- 
persensitive person  I think  it  is  definitely 
helpful. 

For  the  upper  lid  I make  the  injection 
through  the  skin  at  the  upper  tarsal  border, 
infiltrating  the  entire  area  above  the  chala- 
zion, then  slide  the  needle  onto  the  anterior 
surface  of  the  tarsus  injecting  a little  pro- 
caine on  either  side  of  the  chalazion  down 
to  the  lid  border.  It  must  be  remembered 


*Read  before  the  Meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  13,  1953,  Memphis. 


that  the  sensory  nerves  run  at  first  beneath 
the  orbicularis  and  form  a plexus  on  the 
anterior  surface  of  the  tarsal  plates,  sending 
small  twigs  into  the  plates  to  reach  the 
meibomian  glands  and  also  the  underlying 
conjunctiva.  Such  an  injection,  if  adequate 
drug  is  used  gives  perfect  anesthesia. 

For  the  lower  lid,  injection  through  the 
conjunctiva  below  the  lower  border  of  the 
tarsal  plate  is  simpler  than  injecting  through 
the  skin.  However,  enough  has  to  be  inject- 
ed to  thoroughly  infiltrate  the  loose  tissues 
of  the  lower  fornix.  When  the  chalazion 
involves  the  region  of  the  external  canthus, 
another  injection  should  be  given  through 
the  skin  just  lateral  to  the  lid  extremity,  so 
as  to  block  the  fibers  of  the  lacrimal  nerve. 
The  same  thing  applies  to  chalazions  at  the 
inner  extremity  of  either  lid,  to  anesthetize 
fibers  of  the  supra-  or  infra-trochlear  nerves. 
For  little  children  general  anesthesia  with 
Vinethene  is  extremely  satisfactory. 

When  a small  abscess  or  infarct  is  present- 
ing on  the  conjunctival  surface,  requiring 
only  incision,  topical  anesthesia  is  all  that 
is  necessary.  However,  in  addition  to  drop- 
ping Pontocaine  into  the  conjunctival  sac, 
a much  greater  degree  of  anesthesia  can  be 
attained  by  rubbing  the  spot  to  be  incised 
with  a cotton  wound  applicator  soaked  in 
10  per  cent  cocaine  solution.  No  excess 
should  be  on  the  applicator  and  when  pre- 
ceded by  adrenalin,  absorption  must  be  very 
slight.  I have  used  it  in  this  fashion  for  30 
years  and  have  never  had  a patient  show 
any  sign  of  cocaine  intoxication  from  its  use 
in  that  manner. 

Curettage  through  a vertical  incision  made 
in  the  posterior  lid  surface  is  sufficient  to 
effect  a cure  in  most  cases.  Only  rarely,  in 
those  chalazions  which  are  very  hard  and 
fibrous,  is  it  necessary  to  do  the  much  more 
difficult  operation  of  excision.  Not  infre- 
quently a very  thick  capsule  remains  after 
curetting  out  all  soft  material.  This  leaves 
a thickened  area  or  a palpable  nodule  which 
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is  unsatisfactory.  Grasping  the  capsule  with 
a toothed  forcep  and  excising  it  with  a small 
curved  Steven’s  scissors  changes  a poor  re- 
sult into  a good  one. 

Cysts  of  Moll,  Papillomas  and  Xanthelasmas 

Cysts  of  Moll  are  very  hard  to  dissect  out 
completely  because  their  walls  are  very  thin. 
Fortunately  excision  is  not  necessary.  Ade- 
quate incision,  whether  crucial  or  otherwise, 
to  permit  the  removal  of  the  cyst  wall  with 
forceps  or  with  a small  sharp  curette  and 
then  scrubbing  out  the  cavity  with  pure 
liquid  trichloracetic  acid  will  completely  de- 
stroy them. 

Papillomas  and  cutaneous  horns  may  be 
excised  or  fulgurated.  The  latter  is  usually 
very  satisfactory  and  easy.  However,  if  the 
tumor  is  pigmented  it  should  never  be  ful- 
gurated. 

Xanthelasmas  are  best  treated  by  excision 
and  closure  of  the  skin  with  fine  (6-0)  silk. 
Destruction  by  fulguration,  or  by  trichlora- 
cetic acid  may  be  employed  if  surgical  ex- 
cision is  refused  or  contraindicated.  The 
tendency  for  new  ones  to  form  should  be 
pointed  out  before  removal.  These  patients 
should  be  put  on  a low  fat  and  low  choles- 
terol diet. 

Mali  gnant  lumors  of  the  Lids 

Epitheliomas  of  the  lids  usually  involve 
the  borders.  They  may  be  the  more  common 
basal  cell  variety  or  the  rarer  squamous  cell 
type.  The  treatment  of  choice  is  surgical 
excision  and  plastic  repair.  Unless  the  tu- 
mor is  so  large  as  to  require  excision  of  more 
than  one-third  of  the  length  of  the  lid  the 
“Lesser  Resection”  of  Reese  is  sufficient. 
Tumors  requiring  an  excision  of  more  than 
one-third  of  the  lid  usually  require  the 
“Greater  Resection”  of  Reese.  The  tech- 
nique of  these  procedures  is  described  so 
well  and  illustrated  so  beautifully  in  Reese’s 
book  and  also  in  his  article  published  in 
1944  that  it  is  unnecessary  to  repeat  it  here. 
However,  anyone  who  does  surgery  on  the 
lid  should  thoroughly  familiarize  himself 
with  the  writings  on  this  subject. 

Blepharochalasis  and  Pseudoptosis 

Blepharochalasis  is  a rare  condition  in- 
volving the  upper  lids  of  the  aged.  The  skin 
is  very  thin,  wrinkled  and  excessive  so  that 


it  hangs  down  over  the  cilia.  It  may  be 
corrected  by  simple  excision  of  the  excess 
skin. 

Pseudoptosis  or  ptosis  adiposa  occurs  in 
young  persons  as  well  as  in  the  old,  and  is 
due  to  relaxation  of  the  fascia  connecting 
the  skin  with  the  levator  muscle  and  with 
the  upper  margin  of  the  orbit.  Excision  of 
the  excessive  skin  and  suturing  the  remain- 
ing lower  border  to  the  upper  border  of  the 
tarsus  or  to  the  septum  orbitale  before 
closing  the  skin  wound  will  correct  the  con- 
dition. 

Spastic  Entropion 

Spastic  entropion  is  a frequent  thing  in 
elderly  people  and  almost  always  involves 
only  the  lower  lid.  It  is  very  annoying  and 
only  rarely  responds  to  such  simple  proce- 
dures as  strapping  the  lid  border  downward 
and  temporarily  with  adhesive.  Usually 
surgery  is  required.  The  procedure  that  has 
proved  most  successful  for  me  is  Wheeler’s 
operation  of  shortening  the  orbicularis  mus- 
cle. 

Ectropion 

A mild  and  usually  early  form  of  ectro- 
pion is  the  eversion  of  the  lower  lid  at  its 
medial  end,  occurring  mostly  in  elderly 
people.  The  punctum  is  thereby  everted  so 
that  epiphora  develops.  The  tears  flow  over 
the  lid  border  causing  irritation  of  the  skin 
of  the  lid  and  cheek  and  this  tends  to  increase 
the  ectropion.  Often  the  lower  punctum 
becomes  very  small  or  completely  closed 
when  the  lid  is  everted  for  a long  time. 
Surgical  interference  requires  thorough 
opening  or  actual  slitting  of  the  canaliculus, 
in  addition  to  placing  the  lid  in  proper  posi- 
tion by  Snellen  sutures  and  or  Ziegler  cau- 
tery punctures.  Chronic  infection  of  the 
meibomian  glands  plus  a chronic  conjuncti- 
vitis may  cause  eversion  of  the  lower  lid 
border.  Blepharospasm  may  then  cause  a 
stubborn  ectropion.  Expression  of  the  mei- 
bomian glands  and  treatment  of  the  chronic 
infection  will  usually  not  suffice  to  restore 
the  lid  to  position.  Ziegler  cautery  punc- 
tures may  be  all  that  is  necessary,  but  often 
the  addition  of  Snellen  sutures  is  required 
and  they  are  most  effective.  If,  as  is  fre- 
quently true  in  elderly  people,  with  ectro- 
pion of  the  lower  lid,  an  actual  shortening 
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is  necessary,  the  Kuhnt-Zymanoski  opera- 
tion is  most  satisfactory. 

Cicatricial  ectropion  will  not  be  discussed 
in  this  paper  except  to  emphasize  Wheeler’s 
teaching  of  more  than  30  years  ago,  that — 

(1)  full  thickness  skin  grafts  from  the  upper 
lid  give  the  most  perfect  cosmetic  result  and 

(2)  that  it  is  essential  to  make  firm  adhesions 
between  the  upper  and  lower  lids  in  most 
cases. 

Wheeler's  Tarsorraphy 

When  a permanent  narrowing  and  short- 
ening of  the  palpebral  fissure  is  desirable, 
as  it  is  in  cases  of  lagophthalmus  from  in- 
curable facial  nerve  paralysis  or  in  severe 
exophthalmus,  the  tarsorraphy  of  Wheeler 
has  proved  most  satisfactory.  A normal 
acute  angle  is  thereby  formed  at  the  lateral 
canthus.  The  area  of  the  upper  lid  to  be 
shortened  is  prepared  by  excising  the  skin 
bearing  the  cilia  and  by  removing  the  con- 
junctiva from  a corresponding  area  of  the 
tarsus.  This  forms  a small  tongue  of  tarsal 
plate.  A groove  of  the  same  length  for  the 
reception  of  this  tongue  is  made  in  the  lower 
lid  after  having  excised  the  border  just  be- 
low the  roots  of  the  cilia.  The  groove  is 
made  between  the  orbicularis  muscle  and 
the  remains  of  the  tarsus.  A double  armed 
4-0  silk  suture  is  passed  through  the  conjunc- 
tiva of  the  lower  lid,  then  through  the  tarsal 
tongue  of  the  upper  lid  and  finally  through 
the  skin  of  the  lower  lid.  It  is  tied  over  a 
rubber  plaque. 

Summary 

Suggestions  have  been  made  for  the  surgi- 
cal management  of  chalazions,  cysts  and 
tumors  of  the  lids,  excess  skin  of  the  upper 
lid,  spastic  entropion,  ectropion  and  undue 
exposure  of  the  eyeball  from  facial  paralysis 
or  severe  exophthalmus.  Slides  were  shown 
illustrating  the  technique  of  these  proce- 
dures and  of  patients  before  and  after  the 
operations. 

Discussion 

DR.  HENRY  CARROLL  SMITH  (Nashville):  I 
am  glad  that  Dr.  Lewis  has  included  in  his  paper 


a discussion  of  what  we  might  call  the  simpler 
procedures.  His  suggestions  concerning  anesthesia 
are  all  worthwhile.  I have  found  it  possible  with 
most  children  to  incise  and  curette  chalazion  using 
only  local  anesthesia.  However,  I will  confess  that 
I have  been  frightened  once  or  twice  by  the  child’s 
growing  rather  pale  and  the  pupils  becoming  dilat- 
ed after  the  injection  of  novocain. 

The  description  of  excisions  for  malignant  tu- 
mors of  the  eyelids  and  of  the  treatment  of  de- 
formities such  as  entropion  and  ectropion  are  in 
my  opinion  good.  We  have  come  to  rely  upon  the 
plastic  surgeons  for  a great  many  procedures  in- 
volving the  eyelids.  We  do,  however,  continue  to 
operate  for  entropion  and  ectropion  using  almost 
exactly  the  techniques  advocated  in  Dr.  Lewis’ 
paper. 

I would  like  to  show  a slide  illustrating  some 
rather  large  cysts  of  the  glands  of  Moll  and  Zeiss. 
The  patient  was  referred  to  us  by  a dermatologist 
with  a request  for  diagnosis  but  not  for  treatment. 
I learned  that  fulguration  was  employed  with  good 
result. 

DR.  OSCAR  DAHLENE,  JR.  (Memphis):  It  is 
an  interesting  fact  that  spastic  entropion  seems  to 
be  confined  almost  entirely  to  the  lower  lids.  Sev- 
eral references,  both  English  and  American,  have 
been  consulted,  and  no  mention  of  surgical  inter- 
vention upon  entropion  of  other  than  the  lower 
lids  was  found. 

This  search  was  occasioned  by  the  presence  in 
the  John  Gaston  Clinic  Service  of  a patient  with 
spastic  entropion  of  the  upper  lids.  The  lid  of 
right  eye  had  previously  been  corrected  with  a 
skin  graft  between  the  gray  line  and  the  lashes, 
but  the  patient  disappeared  before  the  second  lid 
could  be  corrected.  In  March,  1953,  he  returned 
with  a severe  conjunctival  ulcer,  involving  the 
sclera  as  well  because  of  irritation  from  the 
turned-in  lashes  of  the  left  upper  lid.  After  the 
ulcer  had  been  healed,  it  was  decided  that  a tarso- 
plasty,  as  described  by  Butler  and  Fox,  should  be 
done.  The  method  is  as  follows: 

The  lid  is  split  vertically  along  the  gray  line 
and  the  conjunctivo-tarsal  portion  dissected  from 
the  skin  and  orbicularis  muscle.  A triangle  of 
the  full  thickness  of  the  tarsus  is  excised  with  the 
apex  at  the  lid  margin  and  base,  from  5-7  mm. 
wide,  at  the  upper  border  where  the  levator  at- 
taches. The  defect  in  the  tarsus  is  closed  with 
mattress  sutures  of  silk  tied  with  the  knots  on  the 
conjunctival  surface.  The  incision  along  the  lid 
margin  need  not  be  sutured.  Removal  of  the  tri- 
angle of  tarsus  results  in  relative  lengthening  of 
the  lash  margin  compared  to  the  upper  margin  and 
turns  the  lashes  out  away  from  the  eye.  The  tar- 
sal sutures  are  removed  after  10-14  days. 
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STAFF  CONFERENCE 


John  Gaston  Hospital* 

DR.  JAMES  G.  HUGHES:  The  case  for 
today’s  conference  is  one  of  intestinal  ob- 
struction in  a newborn  infant.  I shall  ask 
Dr.  Foy  Mitchell,  Head  Pediatric  Resident, 
to  present  a brief  summary  of  the  history 
and  initial  physical  findings  during  the  first 
hours  of  delivery. 

DR.  FOY  MITCHELL:  R.  W.,  a colored  male, 
was  delivered  at  the  John  Gaston  Hospital  on  May 
22,  1953.  Birth  was  uncomplicated,  but  the  cry 
was  weak.  After  brief  resuscitation  the  baby  was 
sent  to  the  newborn  nursery,  and  soon  thereafter 
the  abdomen  was  found  to  be  distended.  Further 
examination  revealed  that  the  flanks  were  full, 
peristalsis  was  audible,  the  rectum  was  patent  for 
a distance  of  at  least  2X  > inches,  there  was  a small 
inguinal  hernia  on  the  left,  and  a small  umbilical 
hernia.  A plain  roentgenogram  of  the  abdomen 
was  obtained  when  the  baby  was  two  hours  old. 
I shall  withhold  further  comment  until  the  prob- 
lems involved  in  differential  diagnosis  have  been 
discussed. 

DR.  HUGHES:  It  is  apparent  from  the 
history  and  physical  findings  that  this  child 
had  intestinal  obstruction  which  was  present 
at  birth,  and  that  the  abdominal  distention 
was  generalized.  These  facts  were  of  sig- 
nificance in  differential  diagnosis,  as  I shall 
point  out  in  commenting  on  causes  of  ob- 
struction in  the  newborn  infant.  Although 
some  of  the  conditions  to  be  mentioned  were 
not  considered  likely  diagnoses  in  this  case, 
it  will  perhaps  clarify  the  presentation  if  we 
consider  one  by  one  the  causes  of  intestinal 
obstruction  in  the  newborn  baby.  It  is  cus- 
tomary to  begin  such  a discussion  with  atre- 
sia of  the  esophagus  and  conclude  with  atre- 
sia of  the  rectum.  However,  since  abdomi- 
nal distention  was  generalized,  I think  we 
can  omit  from  consideration  any  lesion  at 
the  pylorus  or  higher. 

Because  of  the  generalized  abdominal  dis- 
tention it  was  not  thought  likely  that  the 
point  of  obstruction  was  in  the  duodenum. 
Duodenal  obstructions  in  the  newborn  infant 
usually  produce  upper  abdominal  distention, 
and  rapid  onset  of  vomiting  of  bile-contain- 

From  the  Division  of  Pediatrics,  University  of 
Tennessee,  College  of  Medicine,  and  the  John  Gas- 
ton Children’s  Hospital,  Memphis,  Tenn. 


ing  material.  However,  sometimes  the  duo- 
denum is  so  massively  distended  that  one 
gains  the  erroneous  impression  that  the  en- 
tire abdomen  is  enlarged.  Therefore,  three 
entities  capable  of  obstructing  the  duodenum 
had  to  be  thought  of: — (1)  duodenal  atresia 
or  marked  stenosis;  (2)  annular  pancreas; 
(3)  malrotation  of  the  colon. 

Duodenal  atresia  is  suggested  when  a new- 
born infant  exhibits  upper  abdominal  dis- 
tention within  a few  hours  after  delivery, 
and  vomits  bile-stained  material.  A plain 
roentgenogram  of  the  abdomen,  without  con- 
trast medium,  usually  suffices  to  establish 
the  diagnosis  with  almost  absolute  accuracy. 
In  the  typical  case  the  stomach  and  duode- 
num are  seen  to  be  greatly  distended  with 
air,  and  there  is  no  gas  pattern  visible  in 
the  remainder  of  the  bowel.  Roentegenolo- 
gists  speak  of  the  “double-bubble”  sign  in 
duodenal  atresia,  meaning  the  large  air 
shadow  in  the  distended  stomach  and  the 
smaller  one  of  the  duodenum. 

Annular  pancreas  is  a condition  in  which 
the  head  of  the  pancreas  encircles  the  duo- 
denum. Obstruction  is  not  a constant  fea- 
ture, some  individuals  with  this  lesion  living 
to  a ripe  old  age  without  ever  having  had 
clinical  symptoms  of  its  presence.  In  other 
instances,  partial  obstruction  is  produced,  at 
times  in  the  newborn  period.  The  diagnosis 
is  suggested  by  fluoroscopy  and  roentgeno- 
grams with  contrast  medium. 

When  malrotation  of  the  colon  is  present 
obstruction  to  the  duodenum  may  be  caused 
by  the  following  mechanisms: 

(1)  In  malrotation  of  the  colon  the  cecum 
is  usually  in  the  right  upper  abdominal 
quadrant,  instead  of  the  right  lower.  This 
is  most  reliably  detected  by  a barium  enema 
and  roentgenogram.  The  cecum  may  lie 
across  the  duodenum  and,  when  filled  with 
fecal  contents,  press  upon  the  duodenum  and 
cause  partial  obstruction. 

(2)  In  other  instances,  fibrous  bands  con- 
necting the  cecum  to  the  right  postero-later- 
al  abdominal  wall  may  over-ride  the  duode- 
num and  cause  obstruction.  Three  cases  of 
this  type  have  been  encountered  recently,  all 
exhibiting  signs  of  high  intestinal  obstruc- 
tion of  the  newborn  period. 

(3)  Volvulus  is  a third  mechanism  by 
which  intestinal  obstruction  may  be  pro- 
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duced  in  patients  with  malrotation  of  the 
colon.  This  is  due  to  the  fact  that,  when 
malrotation  is  present,  there  is  the  frequent- 
ly associated  anomaly  of  an  abnormally 
short  posterior  attachment  of  the  mesentery 
of  the  small  bowel.  Normally,  this  posterior 
attachment  is  rather  long,  serving  to  prevent 
twisting  of  the  mesentery.  In  patients  with 
malrotation  it  is  often  extremely  short,  so 
that  the  mesentery  of  the  small  bowel  is 
like  a Japanese  fan  with  its  root  almost  like 
a spindle.  This  permits  easy  twisting  of  the 
mesentery  causing  volvulus.  The  impor- 
tance of  this  lesion  is  that  it  aggressively 
impairs  circulation  to  the  involved  bowel, 
leading  to  early  onset  of  gangrene,  possibly 
with  septicemia  and  peritonitis.  The  fact 
that  a newborn  infant  with  intestinal  ob- 
struction and  generalized  abdominal  disten- 
tion may  have  volvulus  is  one  of  the  main 
reasons  why  infants  with  obstruction  should 
be  hospitalized  immediately  and  operated 
upon  early.  Several  years  ago  we  lost  just 
such  a newborn  infant  in  this  hospital,  prin- 
cipally because  all  associated  with  the  case, 
including  me,  were  inordinately  interested 
in  determining  the  site  and  type  of  obstruc- 
tion. When  a newborn  infant  has  unequivo- 
cal signs  of  intestinal  obstruction  it  is  time 
to  operate,  not  to  haggle  about  the  exact 
diagnosis.  I cannot  stress  this  point  too 
strongly,  for  it  is  common  practice  to  pro- 
ceed in  a leisurely  fashion  making  up  one’s 
mind,  first,  that  obstruction  really  exists 
and,  second,  where  the  obstruction  is.  Al- 
though one  always  feels  better  about  having 
made  an  accurate  preoperative  diagnosis, 
intestinal  obstruction  in  the  newborn  can 
be  due  to  so  many  things  that  it  is  often  best 
to  let  the  surgeon  discover  conclusively 
where  it  is.  Although  we  did  not  have  to 
consider  strongly  in  this  case  that  the  duo- 
denum was  obstructed,  volvulus  was,  of 
course,  a possibility  however  remote. 

Leaving  the  duodenum,  other  possibilities 
that  had  to  be  thought  of  were  atresia  of  the 
jejunum,  ileum,  or  colon.  Rather  severe 
abdominal  distention  occurs  with  any  of 
these  lesions,  although  it  is  apparent  that 
the  lower  the  point  of  obstruction  the  more 
generalized  the  distention.  A plain  roent- 
genogram of  the  abdomen  may  give  some 
clue  as  to  the  probable  site  of  obstruction. 


Atresia  of  the  anus  should  be  an  obvious 
anomaly,  but  it  is  of  interest  to  note  that 
occasionally  so  apparent  a condition  is  not 
detected  in  the  initial  physical  examination, 
being  revealed  later,  much  to  everyone’s 
embarrassment,  by  the  inability  of  the  nurse 
to  insert  a thermometer.  In  any  newborn 
infant  with  obstruction  a digital  rectal  ex- 
amination should  be  made  searching  for 
atresia.  Dr.  Mitchell  has  already  stated  that 
the  anus  and  rectum  in  this  patient  were 
patent. 

Meconium  ileus  is  another  condition  that 
produces  intestinal  obstruction  in  the  new- 
born infant.  In  this  entity,  the  meconium 
is  extremely  viscid  and  tenacious  and  diffi- 
cult to  propel  by  peristalsis.  As  Dr.  Tuttle 
will  tell  us  later  on,  the  underlying  abnor- 
mality in  patients  with  meconium  ileus  is 
mucoviscidosis  (fibrocystic  disease  of  the 
pancreas).  Intestinal  obstruction  results, 
manifesting  itself  usually  within  a few  hours 
after  delivery.  Since  the  obstructing  plug 
of  abnormally  viscid  meconium  is  usually 
in  the  terminal  portion  of  the  ileum,  ab- 
dominal distention  is  generalized.  If  unre- 
lieved by  operation,  there  is  a great  tendency 
for  perforation  to  occur  within  a day  or  two, 
causing  a severe  type  of  peritonitis.  At 
times,  meconium  ileus  can  be  diagnosed  by 
a plain  roentgenogram  of  the  abdomen. 
Dr.  David  Carroll  will  discuss  this  point  in 
a few  moments. 

Peritonitis  caused  by  perforation  of  the 
bowel  from  a cause  other  than  meconium 
ileus  also  had  to  be  considered  as  a possi- 
bility in  this  newborn  infant.  I have  seen 
three  babies  with  perforation  of  a duodenal 
ulcer  in  the  newborn  period  associated,  of 
course,  with  peritonitis,  abdominal  disten- 
tion and  free  air  under  the  diaphragm  visi- 
ble in  the  roentgenogram  taken  in  the  up- 
right position.  However,  I have  not  seen 
this  occur  within  a few  hours  of  delivery, 
all  three  cases  having  occurred  within  a 
few  days  of  birth.  Recently,  I had  a patient 
in  whom  congenital  localized  defects  of  the 
muscularis  of  the  transverse  colon  led  to 
two  small  perforations  and  a huge  abscess  in 
the  lesser  peritoneal  cavity.  Abdominal 
distention  and  vomiting  were  noted  from 
the  first  hours  after  delivery  but  the  child 
continued  to  pass  meconium  normally. 
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I think  we  ought  to  mention  diaphrag- 
matic hernia  as  a cause  of  obstruction  in  the 
newborn  infant.  However,  as  a rule,  em- 
barrassment of  respiration  leading  to  ta- 
chypnea and  cyanosis  is  the  usual  presenting 
finding.  The  hernia  is  usually  into  the  left 
chest.  There  is  limitation  of  respiratory 
movement  of  the  chest  on  the  involved  side, 
and  usually  dullness  to  percussion  and  de- 
crease of  breath  sounds  on  that  side.  Occa- 
sionally, one  may  be  so  fortunate  as  to  hear 
peristaltic  gurgling  in  the  chest.  The  heart 
is  displaced  to  the  side  opposite  the  hernia. 
A plain  roentgenogram  often  suffices  for 
exact  diagnosis,  although  occasionally  it  is 
necessary  to  resort  to  upper  gastro-intes- 
tinal  tract  roentgenographic  studies  with  a 
contrast  medium. 

I realize  that  certain  extremely  rare  enti- 
ties capable  of  producing  obstruction  have 
not  been  mentioned,  but  we  have  certainly 
discussed  all  the  major  possibilities. 

In  the  case  for  discussion  today  the  Pedi- 
atric House  Staff  is  to  be  commended  for 
rapid  action  leading  to  a definite  diagnosis, 
in  which  the  roentgenograms  were  of  unu- 
sually valuable  assistance.  Dr.  Carroll,  will 
you  tell  us  what  the  X-ray  findings  were? 

DR.  DAVID  CARROLL:  The  radiograph 
of  the  abdomen  showed  innumerable  small 
areas  of  calcification  scattered  throughout 
the  abdomen.  In  both  flanks  the  calcifica- 
tion was  seen  as  little  interrupted  linear 
streaks,  indicating  that  the  calcification  was 
in,  or  on  the  surface  of,  the  peritoneum. 
This  finding  alone  was  of  tremendous  help 
in  diagnosis.  Two  common  causes  for  calci- 
fication within  the  abdomen  in  the  newborn 
are: — (1)  neuroblastoma,  and  (2)  meconium 
peritonitis.  The  calcification  of  neuroblas- 
toma is  localized  to  a mass;  that  of  meconium 
ileus  is  anywhere  in  the  peritoneum.  There- 
fore, we  assumed  that  this  patient  had  a per- 
foration of  a hollow  viseus  with  meconium 
peritonitis.  There  are  other  features  of  the 
film  which  were  quite  interesting.  A veil- 
like shadow  of  increased  density  overcast 
the  entire  abdomen  and  obscured  the  normal 
soft  tissue  landmarks.  Air  containing  gut 
was  floated  toward  the  upper  central  abdo- 
men, and  there  was  an  increase  in  the  soft 
tissue  thickness  between  adjacent  loops  of 
gas-filled  gut.  These  are  the  findings  of  free 


abdominal  fluid.  Furthermore,  there  was  an 
excessive  amount  of  gas  in  multiple  loops 
of  small  intestine,  the  colon  being  devoid  of 
any  gas.  Barium  enema  showed  a small 
string-like  colon  slightly  less  than  1 cm.  in 
diameter. 

Differential  diagnosis,  radiologically,  was 
between  meconium  ileus  with  perforation 
and  meconium  peritonitis,  and  congenital 
atresia  of  the  ileum  with  perforation  and 
meconium  peritonitis.  The  chest  film  was 
of  no  aid  in  differential  diagnosis  since  the 
heart  and  lungs  appear  normal.  In  some 
cases  of  meconium  ileus  a roentgenogram  of 
the  chest  will  show  areas  of  atelectasis  of 
emphysema,  even  in  the  newborn  period. 
Even  though  we  were  not  helped  by  the 
chest  film  in  this  case,  the  diagnosis  of  me- 
conium ileus  was  favored  over  that  of  atresia 
of  the  ileum  because  of  the  lack  of  marked 
gaseous  distention.  The  small  caliber  of  the 
colon  would  go  with  either  condition. 

Assuming  that  we  accepted  the  diagnosis 
of  meconium  ileus  with  perforation  and  me- 
conium peritonitis,  it  would  be  interesting 
to  speculate  as  to  when  the  perforation  oc- 
curred. Calcification  may  occur  in  meco- 
nium peritonitis  within  24  hours  after  per- 
foration. Therefore,  one  would  not  be  sur- 
prised to  find  at  operation  that  the  perfora- 
tion still  existed  and  had  not  healed.  An- 
other interesting  point,  in  so  far  as  the  fu- 
ture care  of  the  patient  is  concerned  was  the 
chest.  Although  the  chest  film  was  negative 
at  this  time,  one  would  expect  areas  of  pneu- 
monitis, bronchiectasis,  atelectasis,  fibrosis, 
and  emphysema  to  develop  at  a later  date, 
since  these  lesions  are  usually  associated 
with  fibrocystic  disease  of  the  pancreas. 
Therefore,  I would  recommend  that  the  child 
be  followed  by  periodic  chest  roentgeno- 
grams. 

DR.  HUGHES:  Now,  Dr.  Mitchell,  will 
you  tell  us  what  was  found  at  operation  and 
how  the  baby  did  afterwards? 

DR.  FOY  MITCHELL:  The  patient  was  operated 
upon  9 hours  after  delivery.  Upon  opening  the 
peritoneal  cavity,  approximately  100  cc.  of  bile- 
stained  fluid  was  encountered  and  there  were  some 
concretions  of  approximately  1 mm.  in  diameter. 
There  was  a perforation  of  the  ileum  2 cm.  from 
its  junction  with  the  cecum.  A very  severe  peri- 
tonitis was  present,  and  there  was  a false  mem- 
brane around  the  entire  small  bowel,  walling  it  off 
from  the  area  which  contained  the  fluid.  The 
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fluid  was  aspirated  and  the  terminal  ileum  was 
freed  of  adhesions  that  bound  it  to  the  surrounding 
tissues.  The  ileum  and  the  colon  were  irrigated 
thoroughly  with  a 5%  suspension  of  pancreatin; 
15  cc.  of  this  suspension  was  left  in  the  ileum  and 
5 cc.  in  the  colon.  The  perforation  in  the  terminal 
ileum  was  closed,  the  peritoneal  cavity  irrigated 
with  saline,  and  the  abdomen  was  closed.  The 
patient  tolerated  the  procedure  fairly  well  and  was 
returned  to  the  nursery  in  fair  condition.  During 
the  operation,  a blood  transfusion  of  75  cc.  was 
given. 

Postoperatively,  the  patient  was  given  penicillin 
and  streptomycin  intramuscularly.  Fluid  and  elec- 
trolyte balance  was  maintained  by  giving  carefully 
calculated  amounts  of  lactated  Ringer’s  solution  of 
5%  glucose  in  distilled  water.  Potassium  chloride- 
Ringer’s  solution  was  given  by  clysis  subcutane- 
ously in  order  to  supply  the  necessary  potassium. 
Small  tube  feedings  of  glucose  water  were  started 
48  hours  postoperatively,  and  a skimmed  milk 
formula  was  offered  on  the  fifth  day.  The  patient 
had  a few  mild  episodes  of  vomiting  in  the  early 
postoperative  period.  Otherwise,  recovery  was 
uncomplicated.  An  evaporated  milk  formula  was 
started  on  the  8th  day  and  the  patient  was  dis- 
charged home  on  the  19th  day  of  life,  to  be  fol- 
lowed in  the  Out-Patient  Clinic. 

DR.  HUGHES:  Proper  preoperative  and 
postoperative  fluid  and  electrolyte  suppor- 
tive therapy  constitute  one  of  the  most  im- 
portant aspects  of  management  of  infants 
with  intestinal  obstruction.  I shall  now  ask 
Dr.  James  N.  Etteldorf  to  discuss  in  a gen- 
eral way  the  major  points  to  be  considered. 

DR.  JAMES  N.  ETTELDORF:  When  ob- 
struction of  the  intestinal  tract  is  present, 
vomiting  always  occurs;  therefore  all  at- 
tempts to  feed  these  infants  orally  should  be 
abandoned.  The  preoperative  management 
of  these  patients  during  the  newborn  period 
becomes  increasingly  important  the  longer 
the  case  goes  undiagnosed.  If  all  cases  were 
managed  as  this  case  was,  there  would  be 
little  or  no  preoperative  care  required.  I, 
too,  wish  to  congratulate  the  house  staff  on 
their  method  of  handling  this  case. 

In  these  obstructive  states,  as  well  as  in 
any  other  condition  in  which  there  is  a loss 
of  fluid  and  electrolytes,  proper  fluid  therapy 
consists  of  replacing,  as  nearly  as  possible, 
that  which  is  lost  from  the  body  and  in  sup- 
plying the  normal  requirements.  The  prob- 
lem of  repletion  in  intestinal  obstruction 
then,  is  dependent  upon, — (1)  the  site  of 
the  obstruction  and  (2)  the  duration  of  the 
symptoms.  The  problem  of  maintaining 


water  and  electrolyte  balance,  when  it  has 
been  re-established  or,  as  in  this  case,  when 
it  has  not  been  disturbed,  requires  a knowl- 
edge of  normal  24  hour  requirements  of 
water,  sodium,  potassium,  chloride,  protein, 
and  calories.  Attempts  to  achieve  the  latter 
parenterally  is  difficult  if  not  impossible. 
These  requirements  are  listed  below: 

Water — 100  cc.  per  kg.  24  hrs. 

Sodium  chloride — 0.5  Gm.  per  24  hrs.  (60 
cc.  Ringer’s  solution  or  normal  saline). 

Potassium,  as  chloride  or  acetate — 0.5  Gm. 
per  24  hrs.  (5  cc.  of  10%  solution  or  2 
mEq.). 

Calories — 100  per  kg.  24  hrs. 

Protein — 3 Gm.  per  kg.  24  hrs. 

The  normal  full  term  newborn  infant  is 
overhydrated  at  birth  and,  therefore,  re- 
quires no  water  during  the  first  24  to  48 
houi’s  of  life.  However,  if  obstruction  has 
been  pi'esent  for  a longer  period  it  becomes 
necessary  to  administer  60-100  cc.  per  kilo- 
gram of  body  weight  of  5%  glucose  in  water 
as  an  intravenous  drip  to  take  care  of  the 
obligate  water  requirements  (sweat,  respira- 
tion, urine,  stool).  The  glucose  may  be  ad- 
ministered by  hypodermoclysis  mixed  with 
the  electrolyte  solutions  (Ringer’s  or  lactat- 
ed Ringer’s)  which  will  be  discussed  later. 
It  is  always  recommended  that  the  fluids  be 
calculated  on  a 24  hour  basis  and  be  admin- 
istered in  divided  doses  at  six  hour  intervals. 

When  the  obstruction  has  been  undiag- 
nosed for  several  days,  it  is  desirable  to  have 
chemical  measui'ements  of  the  blood  in 
order  to  determine  the  natui'e  and  extent  of 
the  fluid  and  electrolyte  disturbance.  How- 
ever, presence  or  absence  of  bile  in  the  vom- 
itus  along  with  X-ray  studies  to  locate  the 
obstructing  lesion,  when  correlated  with 
cai'eful  examination  of  the  skin,  etc.,  to  de- 
termine the  degree  of  dehydration,  fi'equent- 
ly  permits  one  to  pi'edict  with  fair  accuracy 
the  degree  of  acidosis  or  alkalosis  which  is 
pi'esent. 

If  the  obstruction  is  at  the  pylorus  or  in 
the  duodenum,  but  cephalad  to  the  ampulla 
of  Vater  (entrance  of  the  bile  and  pancreatic 
ducts),  the  vomitus  will  be  free  of  bile  and 
alkalosis  will  be  present.  If  starvation  has 
set  in  ketosis  may  be  present.  Such  a state 
may  be  associated  with  pyloric  stenosis, 
duodenal  ati'esia,  stenosis  or  duodenal  bands 
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with  or  without  malrotation  of  the  mid-gut, 
and  annular  pancreas. 

If  bile,  pancreatic  juice,  or  intestinal  juices 
are  lost  from  the  gastro-intestinal  tract  as  a 
result  of  vomiting  due  to  a lower  intestinal 
obstruction,  a state  of  acidosis  results. 
Therefore,  a knowledge  of  the  treatment  of 
acidosis  and  alkalosis  in  this  age  group  is 
necessary  in  order  to  render  adequate  pre- 
operative management. 

Briefly,  it  may  be  stated  that  when  alka- 
losis is  present  the  carbon  dioxide  combining 
power  exceeds  60  volumes  per  cent  (27  mEq 
L)  and  the  chlorides  will  be  below  350  mg. 

(103  mEq  L).  Fluid  treatment  consists 
of  administering  60-100  cc.  per  kilogram  of 
5'.  glucose  in  distilled  water,  and  a total  of 
125-175  cc.  Ringer’s  solution  or  normal  saline 
during  a 24  hour  period.  Additional  Ringer’s 
solution  or  saline  may  be  required  if  the 
state  of  alkalosis  persists.  It  is  important 
to  correct  alkalosis,  since  the  risk  of  anes- 
thesia is  greatly  increased  during  states  of 
alkalosis  due  to  the  Cheyne-Stokes  type  of 
respiration  which  is  present. 

When  acidosis  is  present,  the  carbon  diox- 
ide combining  power  is  below  50  volumes 
per  cent  (23  mEq  L)  and  the  chlorides  ex- 
ceed 350  mg.'  < (103  mEq  L).  The  following 
table  outlines  the  quantities  of  the  various 


solutions  and  blood  which  are  used  in  man- 
aging various  degrees  of  acidosis  and  dehy- 
dration in  young  infants. 

The  quantity  of  M 6 sodium  lactate  and 
Ringer’s  or  lactated  Ringer’s  solution  is  less 
than  we  recommend  for  older  infants  and 
children  because  of  the  immature  state  of 
kidney  function  during  the  newborn  period. 

If  the  obstruction  has  remained  uncor- 
rected for  several  days  there  may  be  need 
for  additional  potassium  above  that  present 
in  Ringer’s  solution.  This  may  be  the  case 
in  either  acidosis  or  alkalosis.  If  an  ade- 
quate urinary  output  has  been  established, 
0.5  to  1.0  Gm.  of  potassium  chloride  may  be 
added  to  fluids  to  be  given  subcutaneously 
each  24  hours. 

In  the  preoperative  management  of  these 
cases,  it  is  important  to  place  a catheter  in 
the  stomach  and  remove  its  contents.  The 
catheter  should  remain  in  place  during  the 
entire  period  of  anesthesia  and  surgery  in 
order  to  prevent  regurgitation  of  gastric 
contents  which  may  be  aspirated  into  the 
respiratory  tract. 

Every  infant  or  child  upon  whom  major 
surgery  is  to  be  performed  should  have 
blood  available.  When  required,  20  cc.  per 
kilogram  is  the  usual  quantity  administered, 
unless  blood  loss  has  been  excessive.  A 


Table  I 


Parenteral  Fluid  Therapy  in  the  Management  of  Acidosis  in  Early  Infancy 


| 

5%  Glucose  in  water 
ec./Kg./  24  hr. 

(I.V.) 

Lactate  Ringer’s 
cc./Kg.  stat.  I.V. 

M/6  Lactate 
cc./Kg.  stat.  I.V. 

M/6  Sodium  lactate 
cc./Kg.  every  6 hrs. 
(subcut.) 

Lactated  Ringer’s 
cc./Kg.  every  6 hrs. 
(subcut.) 

Blood  cc./Kg. 
(I.V.) 

Mid 

CO:  C.P.  40  VOl.% 

(18  mEq/L)  or  greater. 

Slight  dehydration,  mild  physical  ab- 
normality. 

60-100 

4 I 10 

combine 

Moderate 

CO  C.P.  25-40  vol.% 

(11-18  mEq/L).  Moderate  dehydra- 
tion. Definite  physical  abnormalities 
but  approaching  emergency  state. 

60-100 

15 

4 ! 5 

combine 

| 

20  ! 

Severe 

CO'  C.P.  below  25  vol.% 

(11  mEq/L),  marked  dehydration, 

15 

4 

5 

20 

pauseless  respiration,  medical 

combine 

emergency. 
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cannula  should  be  placed  in  the  saphenous 
vein,  or  a physician  should  be  available  who 
is  capable  of  administering  the  blood  via 
scalp  or  other  veins. 

Time  has  permitted  only  a limited  discus- 
sion of  the  preoperative  management  of 
these  cases.  Of  equal  and  perhaps  more  im- 
portance is  the  postoperative  care  of  these 
patients  which  cannot  be  touched  upon. 

DR.  HUGHES:  Although  this  very  inter- 
esting infant  has  been  rescued  from  difficul- 
ties in  the  newborn  period  he  now  faces  a 
future  fraught  with  possibilities  for  trouble. 
This  is  because  the  underlying  condition  of 
mucoviscidosis,  which  gave  rise  to  the  me- 
conium ileus,  is,  of  course,  still  present.  I 
have  asked  Dr.  A.  H.  Tuttle  to  summarize 
for  us  the  major  points  and  principles  of 
treatment  of  this  very  interesting  disease. 

DR.  TUTTLE:  Mucoviscidosis  (fibrocystic 
disease,  cystic  fibrosis  of  the  pancreas)  is 
an  hereditary  disease  which,  in  affected  in- 
dividuals, is  present  at  birth,  although  man- 
ifestations of  the  disease  may  not  appear  for 
months  or,  in  occasional  cases,  for  years. 
Rarely,  as  in  the  patient  being  discussed,  a 
very  serious,  usually  fatal  manifestation, 
meconium  ileus,  may  be  present  at  the  time 
the  child  is  born. 

Mucoviscidosis  is  characterized  by  an  in- 
creased viscosity  of  mucin-containing  secre- 
tions of  the  lungs  and  pancreas.  Other  exo- 
crine glands  may  also  be  involved.  Thus, 
the  secretion  of  the  sweat  glands  of  the  indi- 
vidual with  mucoviscidosis  contains  several 
times  the  normal  concentrations  of  sodium 
and  chloride. 

Hyperviscosity  of  pulmonary  secretions 
results  in  inefficient  removal  of  these  secre- 
tions by  the  cilia  of  the  columnar  epithelial 
cells  lining  the  pulmonary  air  passages.  Ob- 
struction of  bronchioles  occurs  with  these 
sequelae: — atelectasis,  secondary  infection, 
bronchiectasis,  progressive  pulmonary  fibro- 
sis and  frequently  a terminal  cor  pulmonale. 
Clinically,  pulmonary  disease  in  mucovisci- 
dosis may  be  manifested  by  repeated  attacks 
of  pneumonia,  persistent  or  frequent  epi- 
sodes of  cough  with  asthmatic-like  breath- 
ing, or  by  respiratory  stridor.  These  symp- 
toms usually  occur  during  the  first  year  of 
life,  more  often  during  the  first  six  months, 
and  frequently  lead  to  erroneous  diagnosis 


of  asthma,  asthmatic  bronchitis,  bronchio- 
litis, congenital  laryngeal  stridor,  or  per- 
tussis. Although  pulmonary  disease  is  a 
complication  in  about  90  per  cent  of  cases 
of  mucoviscidosis,  and  frequently  precedes 
signs  of  digestive  disturbance  due  to  pan- 
creatic insufficiency,  the  degree  and  rapid- 
ity of  progress  of  pulmonary  involvement 
is  quite  variable. 

Formation  and  secretion  of  pancreatic  en- 
zymes may  be  adequate  early  in  the  disease 
so  that  nutrition  and  rate  of  growth  are  nor- 
mal. However,  hyperviscosity  of  pancreatic 
secretions  eventually  leads  to  obstruction  of 
small  ducts,  cyst  formation,  fibrosis,  and  pro- 
gressive destruction  of  enzyme-producing 
cells. 

Enzyme  deficiency,  usually  occurring  dur- 
ing the  first  year  of  life,  results  in  a progres- 
sive state  of  malnutrition.  Associated  signs 
and  symptoms  are: — (1)  failure  to  gain 
weight;  (2)  wasting  of  soft  tissues;  (3)  large 
protruding  abdomen;  (4)  retardation  of  skel- 
etal growth;  (5)  anemia;  (6)  large  foul- 
smelling stools  containing  unhydrolyzed 
neutral  fat,  undigested  protein  and  carbo- 
hydrate. 

Early  diagnosis  of  mucoviscidosis  is  en- 
couraged by  a high  index  of  suspicion  and 
established  by  examination  of  pancreatic 
secretions  obtained  by  one  of  the  techniques 
outlined  in  recent  pediatric  literature  by 
Anderson,  Schwachman,  McDougall  and 
others.  Accurate  measurement  of  viscosity 
is  difficult  but  in  many  cases  hyperviscosity 
is  apparent  upon  inspection  of  the  sample. 
The  test  for  enzymes  most  usually  employed 
is  a measurement  of  tryptic  activity  carried 
out  by  determining  the  minimal  concentra- 
tion of  pancreatic  juice  which  will  liquefy  a 
standard  solution  of  gelatin  under  controlled 
conditions.  This  test  may  also  be  used  to 
detect  trypsin  in  feces.  Bacterial  gelatinase, 
found  frequently  in  the  gastro-intestinal 
tract  of  the  patient  with  mucoviscidosis, 
may  lead  to  a falsely  positive  test  for  tryp- 
sin. If  liquefication  occurs  in  stool  dilutions 
greater  than  1:200,  trypsin  is  usually  present. 
Falsely  positive  tests  may  be  detected  by 
culturing  the  sample  obtained  for  gelatin- 
liquefying  bacteria,  or  by  the  use  of  soy- 
bean extract,  which  inhibits  the  proteolytic 
property  of  trypsin  but  not  of  bacterial  gel- 
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atinase.  Stool  tests  for  trypsin  are  valuable 
for  screening  only,  and  when  duodenal  in- 
tubation is  possible,  pancreatic  secretions 
should  be  examined.  Microscopic  examina- 
tion of  the  stool  for  meat  fibers,  undigested 
starch  and  excessive  fat  is  useful  in  detect- 
ing errors  in  digestion  or  absorption  but  not 
in  differentiating  mucoviscidosis  from  other 
diseases  producing  the  celiac  syndrome. 

Principles  of  treatment  include:  (1)  Pre- 
vention of  pulmonary  infection  with  prophy- 
lactic antibiotics.  When  possible,  antibiotic 
sensitivity  of  the  predominant  respiratory 
tract  bacteria  should  be  followed  because  of 
the  frequency  with  which  resistant  strains  of 
hemolytic  Staph,  aureus  and  Pseudomonas 
aeruginosa  cause  chronic  respiratory  infec- 
tions in  these  patients.  (2)  Continued  use 


of  digestive  enzyme  preparations  such  as 
pancreatic  extract,  etc.  (3)  Adequate  diet 
with  emphasis  on  easily  digested  foods. 
(4)  General  supportive  measures,  such  as 
parenterally  administered  vitamins  in  ad- 
vanced cases,  prophylactic  use  of  iron  and 
calcium  preparations.  (5)  Limitation  of  ac- 
tivity in  hot  weather  because  of  the  exces- 
sive loss  of  electrolytes  in  sweat. 

DR.  HUGHES:  This  concludes  our  confer- 
ence. I know  that  we  have  all  learned  some- 
thing from  this  case,  particularly  how  rap- 
idly the  Pediatric  House  Staff  suspected  in- 
testinal obstruction,  how  quickly  a plain 
roentgenogram  was  obtained,  how  the  roent- 
genologist was  of  such  help  in  diagnosis,  and 
how  surgical  and  supportive  pediatric  care 
combined  to  save  the  patient. 


Five  Year  Follow-Up  of  100  Cases  of  Miliary  and 
Meningeal  Tuberculosis  Treated  with  Strepto- 
mycin. Smith,  K.  M.  Am.  J.  Med.  Sc.  225:657. 
1953. 

This  report  provides  the  final  survival  figures 
for  100  cases  of  acute  miliary  tuberculosis  and 
meningeal  tuberculosis  treated  under  a cooperative 
study  in  Veterans  Administration  Hospitals  during 
a year  beginning  April,  1946. 

The  cases  consisted  of  the  following  groups.  One 
group  of  22  patients  having  acute  miliary  tubercu- 
losis without  meningitis  received  2.3  Gm.  of  Strep- 
tomycin daily  for  16  weeks.  A similar  group  of 
10  patients  who  had  received  such  treatment  and 
afterwards  developed  tuberculosis  meningitis  were 
treated  with  2.7  Gm.  of  Streptomycin  daily  for  20 
weeks  and  in  addition  received  7.1  Gm.  intrathe- 
cally.  A group  of  25  patients  having  both  miliary 
and  meningeal  tuberculosis  were  given  2.3  Gm. 
daily  for  11.3  weeks  and  4.6  Gm.  intrathecally. 
Those  having  tuberculous  meningitis  alone  num- 
bered 43.  They  received  2.6  Gm.  of  the  antibiotic 
daily  for  13.8  weeks  plus  6.4  Gm.  intrathecally. 

At  the  end  of  two  years,  as  reported  in  May, 
1949,  21  of  the  100  patients  were  still  living.  How- 
ever. 3 of  these  who  had  had  miliary  tuberculosis 
now  had  tuberculosis  meningitis. 

Now  at  the  end  of  5 years,  15  of  the  100  patients 
are  still  alive.  One  had  a redissemination  of  mili- 
ary tuburculosis  4 years  after  discharge  from  the 
hospital.  One  has  been  continuously  hospitalized 


because  of  pulmonary  tuberculosis.  Two  had 
active  bone  and  joint  tuberculosis  in  the  three 
years  since  1949,  responding  well  to  Streptomycin 
and  surgery.  One  had  tuberculosis  of  the  epididy- 
mis and  did  well  after  surgery.  These  3 and  an 
additional  4,  or  a total  of  7 of  the  100  patients  are 
living  and  well  5 years  after  the  treatment  of 
miliary  tuberculosis.  One  patient  who  had  both 
miliary  dissemination  and  meningeal  tuberculosis 
is  well  after  5 years.  Five  patients  treated  for 
tuberculous  meningitis  are  alive  and  well  5 years 
after  treatment.  Two  had  residual  neurologic  dis- 
ease,— one  paraplegia,  another  blindness  in  one  eye 
and  weakness  of  one  leg. 

Six  died  from  the  end  of  the  two-year  period  to 
the  end  of  this  study  at  5 years.  One  miliary  case 
had  an  exacerbation  and  died  in  1949;  one  died  of 
pulmonary  tuberculosis.  Two  patients  were  mori- 
bund at  the  time  of  the  2-year  follow-up  and  died 
subsequently.  Two  treated  for  tuberculosis  men- 
ingitis died  of  other  diseases  between  the  2-  and 
5-year  periods. 

The  final  results  may  be  summarized  as  follows. 
Among  the  100  patients  treated  in  the  year  ending 
April,  1946,  47%  of  the  patients  with  miliary  tu- 
berculosis were  alive  at  the  end  of  5 years,  37% 
being  well.  Of  miliary  tuberculosis  combined  with 
meningitis,  4%  of  the  patients  wTere  alive  and  well. 
Of  those  having  tuberculosis  meningitis  12%  were 
alive  and  well  in  7 per  cent.  None  of  those-  having 
miliary  tuberculosis  followed  by  meningitis  sur- 
vived. 
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The  President  s Page 

MEDICAL  EDUCATION 


There  has  just  come 
to  our  desk  the  An- 
nual Report  of  the 
American  Medical 
Foundation.  In  t h e 
foreword  by  our  own 
ex-president,  Dr.  El- 
mer Henderson,  are 
these  significant 
words:  “Our  medical 
schools  are  among 
our  greatest  bulwarks 
of  freedom.  But  they  are  heavily  dependent 
upon  us  for  support.”  Equally  significant 
is  the  quotation  by  President  Eisenhower: 
“Only  if  our  medical  schools  remain  finan- 
cially solvent  can  we  hope  to  place  medical 
education  on  a sound  basis,  free  from  the 
threat  of  government-sponsored  plans  or 
schemes  to  control  it.”  We  feel  that  it  would 
be  well  for  us  as  busy  doctors  to  set  aside  a 
few  moments  for  careful  consideration  of 
what  these  words  imply. 

The  American  Medical  Foundation  was 
set  up  under  the  sponsorship  of  the  House 
of  Delegates  of  the  A.  M.  A.  and  duly  char- 
tered to  solicit  funds,  which  are  deductible, 
from  the  members  to  be  allocated  to  our 
medical  schools.  The  National  Fund  for 
medical  education  was  also  organized  to 
seek  contributions  from  business,  industry, 
labor  and  other  segments  of  society.  The 
supply  of  doctors  must  be  maintained,  and 
our  seventy-nine  medical  schools  must  be 
kept  active.  So  far  we  have  not  set  up  at  a 
state  level  our  organization  to  support  this 
move.  Let  us  look  forward  to  this  problem 
in  our  state  organization. 

Some  may  ask, — “Why  so  many  founda- 
tions and  organizations?”  We  may  answer 
by  saying  that  this  is  an  age  of  organizations 
and  foundations.  In  a society  becoming  so 
complex  it  is  only  by  this  means  that  effec- 
tive work  can  be  done.  The  day  of  “going 
it  alone”  is  past.  Some  organize  to  carry 
out  a program,  others  to  form  pressure 
groups,  and  still  others  to  set  up  defenses 
against  other  organizations.  Whether  we 
like  it  or  not,  we  are  in  an  organization  pat- 
tern and  we  must  act  accordingly.  This 
situation  has  become  increasingly  necessary 
in  medical  education,  and  the  obligations  of 
the  individual  doctor  must  be  channeled 
through  these  organizations. 

In  a broader  sense,  however,  this  is  only 
a partial  answer  to  the  problem.  Medical 
education  begins  when  the  student  decides 
to  become  a doctor  and  ends  only  when  he 


retires.  So  intense  must  be  the  training 
that  it  has  to  be  started  in  highly  organized 
schools.  Then  comes  the  graduate  training 
in  our  hospitals.  Finally,  there  is  that  less 
organized  period — the  remainder  of  his  ca- 
reer— in  which  he  must  keep  himself  in- 
formed and  abreast  of  medical  progress. 

In  the  first  paragraph  of  the  Oath  of  Hip- 
pocrates, we  recall:  “I  shall  look  upon  him 
who  taught  me  the  art  as  one  of  my  parents. 

I shall  regard  his  offspring  as  my  brethren. 

1 shall  teach  them  this  art.”  This  is  as  fun- 
damental now  as  it  was  2300  years  ago.  Now 
we  might  paraphrase  this  to  say  that  I shall 
look  upon  my  medical  schools  and  hospitals 
as  one  of  my  parents.  I shall  regard  the 
members  of  my  profession  as  my  brothers. 
But  how  shall  I teach  them  this  art?  May 
we  answer  this  by  recommending  that  we 
support  our  medical  schools  with  our  inter- 
ests, our  loyalty  and  our  substance.  Also 
may  we  contribute  to  the  graduate  training 
in  our  hospitals  by  imparting  to  our  younger 
doctors  the  knowledge  that  our  experience 
has  taught  us,  and,  incidentally,  learn  from 
them  much  that  we  have  not  learned.  For 
the  rest  of  the  period  of  medical  education, 
may  we  devote  ourselves  to  the  free  ex- 
change of  ideas  with  each  other, — ideas  from 
experience  as  well  as  from  the  literature, — 
free  exchange  through  consultations,  active 
participation  in  the  programs  of  our  organi- 
zations, and  the  like. 

Being  organized,  however,  has  its  hazards. 
Here  the  individual  loses  much  of  his  iden- 
tity. However  highly  he  may  be  regarded 
personally,  he  must  share  some  of  the  at- 
tacks on  his  organization.  To  use  President 
Eisenhower’s  epigram:  “Zealots  with  more 
wrath  than  wisdom”  will  always  be  with  us. 
They  are  ever  ready  to  blame  the  problems 
of  medical  care  on  the  organizations.  In  a 
recent  article  in  one  of  our  family  magazines, 
the  A.  M.  A.  was  accused  of  being  a cartel 
to  curtail  the  output  of  doctors  by  regulating 
the  medical  schools  for  selfish  interests.  In 
the  same  article  the  author  calls  attention 
to  an  instance  of  an  exorbitant  medical  fee 
and  to  another  of  a case  where  is  was  diffi- 
cult to  get  a doctor.  He  states  also  that  the 
whole  question  is  coming  to  a head  in  Con- 
gress. How  to  prevent  this,  too,  applies  to 
medical  education. 

fiL,  W- 


Dr.  Patterson 
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THE  DOCTOR  AND  THE 
PRACTICE  OF  PSYCHOLOGY 


House  Bill  1032  passed  at  the  last  session 
of  the  State  Legislature  should  be  well  un- 
derstood by  the  doctors  of  Tennessee.  This 
Bill  provides  for  the  examination  and  licens- 
ing of  psychologists.  It  provides  for  an  ex- 
amining board  consisting  of  three  practicing 
psychologists  and  two  academic  psycholo- 
gists The  law  sets  forth  the  qualifications 
of  those  eligible  to  apply  for  examination 
and  subsequent  licensure.  In  this  Act  two 
levels  of  psychological  practice  are  defined. 

The  “Psychological  Examiner”  is  one  who 
renders 


“service  involving  the  application  of  recognized 
principles,  methods  and  procedures  of  the  science 
and  profession  of  psychology,  such  as  interviewing 
or  administering  and  interpreting  tests  of  mental 
abilities,  aptitudes,  interests  and  personality  char- 
acteristics, for  such  purposes  as  psychological  eval- 
uation or  for  educational  or  vocational.  The  Psy- 
chological Examiner  practices  the  following  only 
under  qualified  supervision:  over-all  personality 
appraisal  or  classification,  personality  counseling, 
psychotherapy  or  personality  readjustment  tech- 
niques.” 

A “Psychologist”  renders 

“service  involving  the  application  of  recognized 


principles,  methods  and  procedures  of  the  science 
and  profession  of  psychology,  such  as  interviewing 
or  administering  and  interpreting  tests  of  mental 
abilities,  aptitudes,  interests  and  personality  char- 
acteristics, for  such  purposes  as  psychological  eval- 
uation or  for  educational  or  vocational  selection, 
guidance  or  placement,  or  for  such  purposes  as 
over-all  personality  appraisal  or  classification,  per- 
sonality counseling,  psychotherapy  or  personality 
readjustment.” 

The  following  provision  is  one  of  which 
the  physician  must  take  cognizance  and  for 
which  he  must  assume  zealous  responsibil- 
ity: 

“Nothing  in  this  definition  shall  be  construed  as 
permitting  the  use  of  those  forms  of  psychotherapy 
which  involve  the  administration  or  prescription 
of  drugs  or  electroshock  or  in  any  way  infringing 
upon  the  practice  of  medicine  as  defined  in  the 
laws  of  this  State.  The  Psychologist  or  Psycho- 
logical Examiner  who  engages  in  psychotherapy 
must  establish  and  maintain  effective  intercom- 
munication with  a psychologically  oriented  phy- 
sician, usually  a psychiatrist,  to  make  provision 
for  the  diagnosis  and  treatment  of  medical  prob- 
lems by  a physician  with  an  unlimited  license  to 
practice  the  healing  arts  in  this  State.  A Psychol- 
ogist or  Psychological  Examiner  must  not  attempt 
to  diagnose,  prescribe  for,  treat,  or  advise  a client 
with  reference  to  problems  or  complaints  falling 
outside  the  boundaries  of  psychological  practice.” 

The  psychologist  has  assumed  an  increas- 
ing importance  in  the  practice  of  psychiatry. 
To  a lesser  extent  this  is  true  also  in  the  field 
of  pediatrics.  Psychiatric  practice  has  con- 
stantly increasing  demands  made  upon  it, 
and  the  number  of  trained  psychiatrists  and 
recent  graduates  entering  upon  such  a ca- 
reer is  woefully  small.  The  clinical  psychol- 
ogist thus  has  become  more  important  as  an 
aid  to  the  psychiatrist,  being  able  to  con- 
serve time  for  him  in  the  field  of  psychologic 
testing  and  personality  evaluation.  Such  a 
psychologist  then  is  essential  to  the  psychia- 
trist. 

Nevertheless  the  psychologist’s  place  in 
psychotherapy  has  not  been  clearly  defined 
as  yet.  Currently  the  American  Psychiatric 
Association  and  the  American  Psychological 
Association  are  jointly  attempting  to  define 
their  relationship  in  the  field  of  psychother- 
apy. The  clinical  psychologist  can  contrib- 
ute much  in  psychotherapy  if  there  is  close 
cooperation  between  him  and  the  psychia- 
trist, thereby  avoiding  certain  inherent  dan- 
gers in  psychotherapy.  (Psychotherapeutic 
technics  are  highly  specialized  and  require 
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much  experience.)  Does  this  Act  by  impli- 
cation permit  the  Psychologist  or  Psycho- 
logical Examiner  to  practice  psychotherapy 
with  little  control?  It  states  the  “Psycholo- 
gist or  Psychological  Examiner  must  not  at- 
tempt to  diagnose,  prescribe  for,  treat,  or 
advise  a client  with  reference  to  problems 
or  complaints  falling  outside  the  boundaries 
of  psychological  practice.”  (Italics  by  Edi- 
tor.) Such  “boundaries  of  psychological 
practice”  are  extremely  difficult  of  defini- 
tion. 

This  editorial  wishes  to  point  to  possible 
dangerous  practices  which  may  creep  into 
the  practice  of  psychology.  Penalties  are 
set  up  in  the  Bill  for  the  psychologist  who 
violates  the  medical  practice  act, — i.e.,  the 
psychologist  who  accepts  a patient  for  diag- 
nosis and  treatment  without  referral  by  a 
licensed  physician.  Such  unethical  practi- 
tioners of  psychology  should  be  readily  con- 
trolled. 

The  dangerous  practices  which  may  de- 
velop will,  in  the  main,  probably  rest  on 
the  shoulders  of  the  profession.  One  provi- 
sion of  the  law  as  noted  above  states, — “The 
Psychologist  or  Psychological  Examiner  who 
engages  in  psychotherapy  must  establish  and 
maintain  effective  intercommunication  with 
a psychologically  oriented  physician,  (italics 
by  Editor)  usually  a psychiatrist,  to  make 
provision  for  the  diagnosis  and  treatment 
of  medical  problems  by  a physician  with  an 
unlimited  license  to  practice  the  healing  arts 
in  this  State.”  Your  Editor  can  visualize 
the  busy  practitioner  referring  a patient  to 
a psychologist  and  then  “forgetting”  him. 
The  unscrupulous  or  overenthusiastic  psy- 
chologist may  then  continue  to  carry  psy- 
chotherapy on  and  on  without  check  or 
control  by  the  referring  physician.  Not  only 
might  the  developing  signs  of  brain  tumor 
or  of  other  organic  disease,  which  eventually 
might  account  for  the  initial  psychiatric 
symptoms,  be  missed,  but  uncontrolled  psy- 
chotherapy may  be  dangerous  in  itself  in 
furthering  the  disturbed  state. 

This  is  a warning.  Any  physician  refer- 
ring a patient  to  a psychologist  must  assume 
the  main  burden  for  the  diagnosis  and  treat- 
ment of  psychiatric  problems.  He  must 
continue  to  see  the  patient  also  and  satisfy 
himself  that  the  diagnosis  stands  and  that 
therapy  is  progressing  satisfactorily.  If  he 


will  not  assume  this  responsibility  he  must 
refer  the  patient  to  a physician  who  will  do 
so.  Under  no  circumstances  must  he  refer 
a patient  to  a psychologist  and  then  proceed 
to  “forget”  him. 

R.  H.  K. 

* 

TENNESSEE  IN  THE  BULLETIN  OF  THE 
AMERICAN  COLLEGE  OF  SURGEONS 

The  July-August  issue  of  the  Bulletin  of 
the  American  College  of  Surgeons  might  be 
called  the  “Tennessee  Number.” 

The  address  made  by  Dr.  Paul  R.  Hawley" 
at  the  annual  meeting  of  the  Tennessee  State 
Medical  Association  last  April  was  reprinted 
in  the  Bulletin.  The  well-chosen  remarks 
made  by  Tennessee’s  last  president  of  the 
American  Medical  Association,  Dr.  H.  H. 
Shoulders,  in  introducing  this  eminent  guest 
speaker,  also  appear  in  the  Bulletin. 

Lastly,  Dr.  Daugh  Smith  and  the  Associa- 
tion are  complimented  by  the  reprinting 
from  the  Journal  of  the  Tennessee  State 
Medical  Association,  his  addressf  made  upon 
retirement  from  the  presidency  last  April. 
His  “Shall  We  Coast  Now — Or  Forge 
Ahead?”  tells  the  members  of  the  American 
College  of  Surgeons  that  there  is  one  state 
medical  society  which  does  not  take  a nega- 
tivistic  attitude  toward  medico-economic 
problems  and  threats  of  “socialized  medi- 
cine.” Rather  the  readers  of  the  Bulletin 
will  learn  that  a state  medical  association 
can  make  a positive  attack  on  the  barriers 
between  the  medical  profession  and  a public 
which  is  voicing  an  increasing  demand  for 
better  medical  service  but  not  for  govern- 
mental medicine.  The  latter  has  been  a 
threat  because  of  promises  rashly  made  by 
politicians  and  because  little  of  a positive 
nature  has  been  offered  by  organized  medi- 
cine. Our  Association  is  a leader  in  the  de- 
velopment of  a positive  approach  to  some  of 
the  problems  facing  the  medical  profession. 
The  American  College  of  Surgeons  at  least 
is  now  aware  of  this. 

R.  H.  K. 


*Hawley,  Paul  R.:  The  Ideals  and  Ethics  of 
Medicine,  J.  Tenn.  M.  A.,  46:197,  1953. 

tSmith,  Daugh  W.:  Shall  We  Coast  Now — Or 
Forge  Ahead?,  J.  Tenn.  M.  A.,  46:125.  1953. 
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AID  TO  THE  DISABLED 

Several  months  ago  this  page  carried  an 
editorial  entitled  “The  Doctor’s  Part  in  Fed- 
eral and  State  Assistance  Programs.’’*  Here 
were  reviewed  the  activities  of  the  State 
Advisory  Committee  to  the  Aid  to  Depend- 
ent Children  program  which  resulted, 
through  the  Medical  Review  Board  appoint- 
ed by  the  Tennessee  Department  of  Public 
Welfare,  in  the  saving  of  over  $6,000,000  in 
public  funds.  That  editorial  attempted  to 
fix  upon  the  doctors  much  of  the  responsi- 
bility for  the  implementation  of  social  leg- 
islation. 

At  its  last  session,  by  its  Act  for  Aid  to  the 
Permanently  and  Totally  Disabled,  the  State 
Legislature  handed  the  medical  profession 
the  responsibility  of  an  even  more  difficult 
piece  of  legislation.  Again  our  forward- 
looking  Tennessee  Department  of  Public 
Welfare  sought  the  advice  of  the  medical 
profession  through  its  State  Advisory  Com- 
mittee. This  Committee  advised  the  circular 
letter  which  you  have  received  and  which 
is  reproduced  immediately  after  the  edito- 
rial section.  Here  the  Committee  has  de- 
fined disability  and  the  circumstances  under 
which  an  applicant  will  be  considered  for 
aid  under  the  program. 

No  doubt  some  of  the  readers  have  already 
been  approached  by  patients  who  wish  to 
get  public  aid  under  the  new  law.  (At  least 
your  editor  has  already  had  such  requests 
in  the  clinic.)  The  money  appropriated  for 
this  program  for  the  fiscal  year  is  very  small 
and  the  definition  of  disability  and  eligibil- 
ity will  need  be  rigidly  adhered  to  in  the 
consideration  of  applicants.  Again  it  is  the 
family  physician  who  must  provide  the  in- 
formation upon  which  the  Medical  Review 
Board  may  act. 

For  his  part  in  the  implementation  of  so- 
cial legislation,  the  doctor  must  be  not  only 
a good  physician  but  at  the  same  time  a good 
citizen.  The  family  doctor  is  often  the  one 
who  best  knows  the  eligibility  of  the  ill  for 
public  assistance, — the  one  who  can  best  cull 
out  the  fraud  from  among  the  deserving. 

R.  H.  K. 


J.  Tennessee  M.  A.,  46:102,  (March)  1953. 


Special  Item 

This  is  a reprint  of  a circular  letter  sent  to  all 
physicians  of  Tennessee  by  the  Department  of 
Public  Welfare  at  the  suggestion  of  the  State 
Advisory  Committee  of  the  Tennes  ee  State  Med- 
ical Association.  Its  purpose  is  to  emphasize 
the  criteria  of  disability  and  eligibilty  for  aid, — 
criteria  of  which  the  doctor  should  be  aware  when 
he  certifies  a person  for  aid  through  Federal , State 
and  County  taxes. 

Aid  to  the  Disabled 

Aid  to  the  Disabled  is  one  of  the  public 
assistance  programs  for  needy  persons  pro- 
vided by  the  Social  Security  Act  and  State 
Legislation.  Provision  was  made  for  this 
program  through  an  Act  of  the  United  States 
Congress  in  1950  and  by  an  Act  of  our  State 
Legislature  in  1953.  The  funds  for  the  pro- 
gram come  from  federal,  state  and  county 
governments  and  is  administered  by  the  De- 
partment of  Public  Welfare  through  local 
public  welfare  offices,  one  of  which  is  located 
in  each  county  of  the  state. 

Definition  of  Disability 

By  law  this  program  is  limited  to  the  to- 
tally and  permanently  disabled.  A totally 
and  permanently  disabled  person  has  been 
defined  by  the  Department  of  Public  Wel- 
fare, in  consultation  with  a medical  advisory 
committee  appointed  by  the  State  Medical 
Association,  as  one  which: — 

1.  Has  a permanent  physical  or  mental 
impairment  which  is  static  or  becoming 
progressively  worse. 

2.  Is  helpless  to  the  extent  that  he  is  in 
need  of  personal  care  in  matters  of  daily 
living  and  is  unable  to  carry  on  any 
kind  of  work. 

Determination  of  Disability 

A written  medical  report  on  each  appli- 
cant will  be  required  before  disability  can 
be  determined  for  purposes  of  this  pro- 
gram. The  report  will  be  reviewed  by  a 
Medical  Review  Board  composed  of  several 
medical  specialists  who  will  determine  dis- 
ability for  the  Department  of  Public  Wel- 
fare. The  cooperation  of  the  doctors 
throughout  the  state  is  needed  in  giving 
sufficient  medical  information  on  applicants 
applying  for  the  program  so  that  the  best 
possible  decisions  can  be  made  by  the  Medi- 
cal Review  Board. 


August,  1953 


DEATHS— PROGRAMS  AND  NEWS  OF  MEDICAL  SOCIETIES 


301 


Age  Requirements 

The  program  will  include  persons  who 
have  reached  their  eighteenth  birthday  and 
are  under  sixty-five  years  of  age.  Disabled 
persons  over  sixty-five  who  meet  the  other 
eligibility  requirements  can  qualify  for  Old 
Age  Assistance. 

Needs  Requirements 

It  is  necessary  for  the  person  to  be  needy 
as  well  as  disabled  to  qualify  for  the  pro- 
gram. The  needs  requirements  for  this  pro- 
gram follows  closely  the  needs  requirements 
for  the  other  public  assistance  programs, 
that  is,  Old  Age  Assistance,  Aid  to  the  Blind 
and  Aid  to  Dependent  Children.  If  a person 
has  income  or  property  in  excess  of  a home- 
stead which  will  meet  the  actual  necessities 
of  life,  he  will  not  qualify  for  the  program. 
If  the  person  has  adult  children  or  parents 
who  are  able  to  support  him  he  will  not 
qualify  for  the  program. 

Amount  of  Assistance  Grant 

The  maximum  grant  that  a person  may 
receive  under  this  program  is  $50.00  a 
month.  However,  this  does  not  mean  that 
all  persons  will  receive  the  maximum  grant. 
The  actual  necessities  of  the  person,  includ- 
ing food,  clothing,  shelter  and  fuel,  are 
calculated  according  to  a minimum  subsist- 
ence standard.  Any  small  resource  which 
the  person  may  have  is  taken  into  consider- 
ation in  determining  the  amount  of  the 
grant. 


DEATHS 


Dr.  Marvin  A.  Blanton,  Sr.,  Union  City, 
who  had  practiced  medicine  for  fifty  years, 
died  at  his  home  after  a long  illness  on  July 
23,  1953.  Aged  76. 

M 

Dr.  It.  W.  Griffin,  Tiptonville,  who  had 
practiced  medicine  in  Lake  County  for  over 
fifty  years,  died  in  a Memphis  hospital  on 
July  23,  1953.  He  was  honored  in  1950  by 
his  home  town  and  county  when  “Dr.  Griffin 
Day”  was  observed  in  his  honor.  Aged  81. 

* 

Dr.  Claude  II.  Plumlee  died  on  the  way 

to  a Memphis  hospital  on  July  6,  1953,  from 
injuries  suffered  in  an  automobile  wreck 


near  Hernando,  Miss.  The  crash  also  cost 
the  life  of  his  24  year  old  wife,  the  former 
Ann  Inez  Brannan  of  Cleveland,  a registered 
nurse.  The  couple  was  returning  from  a 
brief  holiday  following  Dr.  Plumlee’s  com- 
pletion of  his  internship  in  Memphis.  They 
were  en  route  to  Oak  Ridge  where  he  was 
planning  to  open  offices  for  practice  in  the 
Medical  Arts  Building  the  following  week- 
Aged  30. 

4* * 

Dr.  Barnum  William  Bagwell,  Madison- 
ville,  died  of  a heart  attack  at  his  home  on 
June  28,  1953.  Dr.  Bagwell  had  practiced  47 
years  and  was  the  father  of  Dr.  Troy  Bag- 
well,  Knoxville.  Aged  79. 

* 

Dr.  Alexander  W.  Hilliard,  Chattanooga, 
who  had  practiced  over  50  years  and  was  one 
of  the  oldest  members  of  the  Chattanooga- 
Hamilton  County  Society,  died  at  his  home 
on  July  3,  1953.  Aged  82. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Hamblen  County  Medical  Society 

The  Society,  through  an  article  in  the 
Morristown  Sun , recently  urged  the  people 
of  Hamblen  County  to  support  the  Red  Cross 
Blood  Program  by  donating  blood  to  the 
Bloodmobile  which  was  scheduled  to  visit 
Morristown  last  month.  Dr.  John  L.  Pierce, 
president,  cited  the  great  need  for  Gamma 
Globulin  in  the  polio  prevention  program 
and  stated  that  only  through  the  Red  Cross 
Program  could  adequate  supplies  of  the 
blood  derivative  be  assured. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

The  regular  semi-monthly  meeting  of  the 
Society  was  held  on  June  25  at  the  Interstate 
Auditorium.  “The  Lame  Back”  was  the  sub- 
ject for  discussion.  Dr.  Walter  E.  Boehm 
discussed  the  neurologic  aspects;  Dr.  Harry 
E.  Jones  presented  some  gynecologic  factors; 
and  Dr.  W.  Houston  Price  spoke  on  the  or- 
thopedic aspects.  Drs.  George  Shelton  and 
Joseph  W.  Johnson,  Jr.,  led  the  discussion. 
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Washington-Carter-Unicoi  Counties 
Medical  Society 

The  Society  promoted  and  secured  the 
adoption  of  a Press-Radio  Code  of  coopera- 
tion between  physicians  and  hospitals  and 
all  news  media  in  the  tri-county  area  last 
month. 

The  Code  drew  high  praise  in  an  editorial 
in  the  Johnson  City  Press  Chronicle  on  July 
12  entitled  “A  Blueprint  for  Service.”  The 
editor  cited  the  Code  as  “A  far-reaching  and 
progressive  step.”  It  further  stated  that 
newsmen  and  hospitals  and  doctors  often 
find  themselves  at  dagger’s  points  on  medical 
news.  “The  Code,”  it  continued,  “signed  by 
the  medical  society  representatives  and 
press  and  radio  people,  puts  into  writing  a 
fine  understanding  between  the  medical 
profession  and  news  media.  It  gives  both 
an  understanding  of  what  is  expected  of 
the  other.” 

* 

Roane  County  Medical  Society 

The  July  28  meeting  was  held  at  the  Oak 
Ridge  Hospital.  The  scientific  program  con- 
sisted of  a paper  on  “Indications  and  Tech- 
niques of  Cardiac  Catheterization”  presented 
by  Dr.  C.  Glenn  Sawyer,  assistant  professor 
of  medicine,  Bowman  Gray  School  of  Medi- 
cine. 

* 

The  June  30  meeting,  also  held  at  the  Oak 
Ridge  Hospital,  featured  a symposium  on 
psychosomatics  moderated  by  Dr.  Fred  Jen- 
kins. Dr.  Richard  Sexton  discussed  the 
“Psychosomatic  Approach  to  Medicine”; 
Dr.  John  Kesterson  discussed  “Psychosomat- 
ic Medicine  in  Relation  to  Surgery”;  and  Dr. 
Martin  Davis  lectured  on  “Psychosomatic 
Medicine  in  Relation  to  Obstetrics  and  Gyn- 
ecology.” 

* 

Knoxville  Academy  of  Medicine 

The  July  14  meeting  was  held  in  the  Acad- 
emy Auditorium.  Dr.  Richard  Sexton  read 
a paper  on  “Interesting  Clinical  and  Lab- 
oratory Features  of  Acute  Systemic  Lupus 
Erythematosus.”  Dr.  Sexton’s  paper  was 
discussed  by  Dr.  Richter  Wiggall. 


NATIONAL  NEWS 


(From  the  AMA  Washington  News  Letter) 

Assistant  Secretary  of  Defense  for 
Health 

Dr.  Melvin  A.  Casberg  has  been  nominated 
to  be  Assistant  Secretary  of  Defense  for 
Health  and  Medical  Affairs,  a post  whose 
establishment  has  been  long  advocated  by 
the  American  Medical  Association.  Dr.  Cas- 
berg will  supervise  the  department’s  medi- 
cal programs  and  advise  the  Secretary  of 
Defense  on  health  policies.  Dr.  Casberg, 
former  dean  of  St.  Louis  University  Medical 
School,  has  been  serving  as  a special  assist- 
ant to  the  Secretary. 

* 

Federal  Survey  Shows  Abuse  of 
Veterans  Hospitalization 

Abuses  by  veterans  with  non-service- 
connected  disabilities  in  applying  for  VA 
hospitalization  were  detailed  in  a govern- 
ment survey  placed  before  the  House  Vet- 
erans Affairs  subcommittee.  It  wound  up 
hearings  on  aon-service  cases  July  21.  The 
testimony  came  from  two  General  Account- 
ing Office  officials  who  reported  on  a sur- 
vey they  made  last  year  of  46  VA  hospitals. 
GAO  investigators  selected  about  350  re- 
cently discharged  cases  where  VA  records 
disclosed  “strong  presumptive  evidence  of 
ability  to  pay.”  They  found  incomes  rang- 
ing from  $4,000  to  $50,000  a year,  with  25 
of  these  having  real  property  and  other  as- 
sets between  $20,000  and  $500,000. 

The  GAO  concluded:  “It  is  clear  that  there 
are  veterans  being  hospitalized  on  the  basis 
of  the  unable-to-pay  affidavit  prescribed  in 
the  present  law  who  are  fully  able  to  pay  for 
their  hospitalization  and  others  who  are  able 
to  pay  in  part.  . . . The  present  law  and  reg- 
ulations  in  effect  discriminate  against  the 
more  honest  class  of  applicant.  In  short,  the 
veteran  of  ordinary  circumstances  must  ei- 
ther perjure  himself  or  be  deprived  of  a 
benefit  freely  given  to  other  veterans  simi- 
larly circumstanced,  perhaps  less  worthy  of 
care  at  public  expense.” 

The  subcommittee  was  urged  by  the 
American  Hospital  Association  to  recom- 
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mend  legislation  that  would  determine 
which  veterans  with  non-service-connected 
conditions  are  medically  indigent  and  there- 
fore eligible  for  VA  care.  William  S.  Mc- 
Nary,  chairman  of  the  AHA  Council  on  Gov- 
ernment Relations,  also  stated:  (1)  Congress 
should  vote  no  further  expansion  of  VA  hos- 
pital system  if  quality  of  care  is  to  be  main- 
tained, (2)  number  of  beds  now  available  in 
VA  hospitals  is  more  than  adequate  to  meet 
need  of  veterans  with  service-connected  dis- 
abilities, and  (3)  any  new  construction  sim- 
ply will  be  for  care  of  disabilities  having  no 
service-connection. 

M 

Pesticide  Bill 

The  American  Medical  Association,  in  a 
statement  filed  with  the  House  Interstate 
and  Foreign  Commerce  Committee,  says  a 
pending  bill  on  marketing  of  foods  contain- 
ing harmful  pesticides  doesn’t  have  enough 
safeguards  for  the  public.  The  AMA  state- 
ment said,  in  part:  “According  to  our  inter- 
pretation . . . there  is  no  provision  for  pro- 
hibiting the  marketing  and  general  use  of 
foods  containing  a pesticide  before  the  deter- 
mination of  a safe  tolerance  limit  of  the 
pesticide  in  such  foods  has  been  made.  It 
would  be  disastrous  if  the  entire  population 
of  this  Country  served,  in  effect,  as  experi- 
mental subjects  while  the  safety  of  the  food 
. . . was  being  determined.” 

* 

Special  Assistant  to  Mrs.  Hobby 

The  post  of  Special  Assistant  (Health  and 
Medical  Affairs)  to  the  Secretary  of  Health, 
Education,  and  Welfare  goes  to  a prominent 
Boston  physician,  Dr.  Chester  Scott  Keefer. 
Professor  of  medicine  at  Boston  University 
School  of  Medicine,  Dr.  Keefer  received  his 
medical  degree  from  Johns  Hopkins  Univer- 
sity in  1922.  In  addition  to  a long  career  in 
teaching,  the  new  Special  Assistant  is  an 
expert  on  antibiotics,  supervising  penicillin 
and  streptomycin  distribution  for  the  U.  S. 
and  allies  in  World  War  II.  He  was  chair- 
man of  the  National  Research  Council’s 
committee  on  chemotherapeutics  which  ad- 
vised on  civil  defense  medical  stock-piling. 
Dr.  Keefer  has  been  physician-in-chief  at 
Massachusetts  Memorial  Hospital  since  1940. 
He  is  a fellow  of  the  American  College  of 


Physicians,  a member  of  the  American  So- 
ciety of  Clinical  Investigation  and  has  served 
on  the  American  Medical  Association’s 
Council  on  Pharmacy  and  Chemistry.  Un- 
der terms  of  Reorganization  Plan  No.  1, 
creating  the  department,  the  Special  Assist- 
ant is  charged  with  reviewing  and  advising 
the  Secretary  on  all  health  and  medical 
programs  of  the  department  as  well  as  on 
health  and  medical  legislation. 


L NEW 


X/vVs  mm  m m w w 

IN  TENNESSEE 

... 


The  Commissioner  of  Health  lists  the  co- 
operative Cancer  Clinics  in  Tennessee  as 
follows.  Medically  indigent  patients  may 
be  referred  to  any  one  of  these  clinics.  Form 
No.  576  “Request  for  Diagnostic  Service” 
should  be  used  in  referring  patients.  Copies 
of  this  form  may  be  obtained  on  request 
from  the  office  of  the  Commissioner  or  from 
the  local  health  departments. 


Cooperative  Cancer  Clinics  in  Tennessee 

Memphis 

West  Tennessee  Cancer  Clinic 
787  Jefferson  Avenue 

Time:  Monday,  Tuesday,  Thursday  and  Friday 
Hours:  8 a.m.-12  noon 


Nashville 

Nashville  General  Hospital  Tumor  Clinic 

Hermitage  Avenue 

Time:  Tuesday 

Hours:  12:30  p.m.-4  p.m. 

Hubbard  Hospital  Tumor  Clinic  (Colored) 

1005  Eighteenth  Avenue,  North 
Time:  Monday  and  Thursday 
Hour:  11  a.m. 

Vanderbilt  University  Cancer  Clinic 
Twenty-First  Avenue,  South 
Time:  Wednesday  Thursday  Friday  Saturday 
Hour:  1 p.m.  9 a.m.  9 a.m.  9 a.m. 
Type:  E.N.T.  Surgery  Gyne-  Neuro- 

cology  surgery 


Chattanooga 

Chattanooga  Tumor  Clinic 
Erlanger  Hospital 

Time:  Tuesday  Friday 

Hour:  8:30  a.m.  12:30  p.m. 


Knoxville 

East  Tennessee  Cancer  Clinic 
Knoxville  General  Hospital 
Time:  Thursday 
Hours:  12:30  p.m. -3  p.m. 
Johnson  City 

Tri-County  Cancer  Clinic 
Memorial  Hospital 
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Kingsport 

Holston  Valley  Community  Hospital  Cancer 
Clinic 

Time:  Friday 

Hour:  1 p.m. 

Maryville 

Blount  County  Hospital  Cancer  Clinic 

Time:  Each  2nd  and  4th  Tuesday 

Hour:  9:00  a.m. 

Bristol 

Kings  Mountain  Memorial  Hospital  Cancer 
Clinic 

Time:  Friday 

Hour:  1:45  p.m. 

* 

State  Mental  Health  Board  Named 

Appointment  of  the  eleven  members  of 
the  first  Board  of  Trustees  of  the  new  State 
Department  of  Mental  Health  was  an- 
nounced by  Gov.  Frank  G.  Clement  recent- 
ly. They  are  Dr.  John  B.  Youmans,  Nash- 
ville, Rev.  E.  Gibson  Davis,  Kingsport,  Dr. 
Oscar  Swartzenburg,  Knoxville,  Dr.  Joseph 
W.  Johnson,  Jr.,  Chattanooga,  Mrs.  Kather- 
ine Spivey,  Red  Boiling  Springs,  George 
Wilson,  Clarksville.  Mrs.  W.  D.  Bond,  Jack- 
son,  Jim  Nance,  Alamo,  Rabbi  James  A. 
Wax,  Memphis,  George  T.  Lewis,  Memphis, 
and  Mrs.  Jack  W.  Lee,  Nashville.  Several 
additional  appointments  are  scheduled. 

* 

Tennessee  Academy  of  General  Practice 

The  Board  of  Directors,  meeting  in  Nash- 
ville recently,  approved  a membership  drive 
for  the  early  organization  of  a Knoxville 
Chapter.  The  Board  also  appointed  a com- 
mittee to  investigate  the  possibility  of  pub- 
lishing a Journal  quarterly  for  members. 

Plans  are  also  in  the  making  for  employ- 
ing an  executive  secretary  for  the  Tennessee 
Academy  for  handling  the  Academy’s  ad- 
ministrative affairs  and  public  service  pro- 
grams. 

Local  chapters  of  the  Academy  already 
exist  in  Nashville,  Chattanooga,  Memphis 
and  Johnson  City. 

Dr.  Louis  A.  Killeffer,  Harriman,  is  presi- 
dent; Dr.  Ben  L.  Pentecost,  Memphis,  is 
president-elect;  and  Dr.  D.  J.  Johns,  Nash- 
ville, is  secretary-treasurer. 

* 

Tennessee  Heart  Association 

The  appointment  of  M.  Ray  Saunders  as 


Executive  Director  of  the  newly  formed 
Tennessee  Heart  Association  has  been  an- 
nounced by  Dr.  B.  F.  Byrd,  President,  fol- 
lowing a recent  meeting  in  Nashville  of  the 
Board  of  Directors  of  that  organization.  Mr. 
Saunders  is  a native  of  Camden,  Tenn.  He 
was  most  recently  engaged  as  Public  Rela- 
tions Representative  for  the  Georgia  Depart- 
ment of  Public  Health.  Prior  to  this  he 
worked  with  the  Atlanta  Constitution  and 
the  Atlanta  Bureau,  United  Press  Associa- 
tions. Offices  for  the  Tennessee  Heart  Asso- 
ciation, Dr.  Byrd  said,  will  be  located  at  504 
Doctors  Building,  Nashville.  Officers  for 
the  new  association  include:  Dr.  Byrd  as 
President;  Dr.  Philip  H.  Livingston  of  Chat- 
tanooga, Vice-President;  John  W.  Apperson 
of  Memphis,  Secretary;  and  Laurie  F.  Pratt 
of  Knoxville,  Treasurer. 

D.  H.  Griswold  of  Chattanooga  was  elect- 
ed Chairman  of  the  Board  and  additional 
members  elected  to  the  Executive  Commit- 
tee which  includes  officers  of  the  Association 
were  G.  B.  (Pat)  Joyner  of  Memphis;  Carlos 
C.  Campbell,  Knoxville;  Bernard  Werthan, 
Nashville;  and  R.  B.  Thatcher,  Chattanooga. 

M 

University  of  Tennessee  College  of 
Medicine 

Dr.  Frank  L.  Roberts,  assistant  dean,  has 
been  promoted  to  associate  dean. 

* 

Dr.  James  D.  Hardy,  of  the  Division  of 
Surgery,  has  been  awarded  a research  grant 
of  $8,287  by  the  U.  S.  Public  Health  Service 
for  investigating  the  body’s  reaction  to  oper- 
ations which  are  done  in  a series,  such  as 
certain  types  of  chest  surgery.  The  investi- 
gation, now  in  its  second  year,  is  being  done 
in  the  laboratories  of  the  Division  of  Surgery 
and  at  the  West  Tennessee  Tuberculosis 
Hospital. 

* 

Research  grants  totaling  $43,674  have  been 
awarded  to  Dr.  R.  R.  Overmann,  of  the  sec- 
tion on  clinical  physiology.  Two  awards, 
one  in  the  amount  of  $14,844  and  the  other 
for  $10,180,  were  granted  by  the  Atomic 
Energy  Commission  for  the  study  of  the 
chemical  and  physiological  changes  which 
occur  in  the  body  after  exposure  in  whole 
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body  radiation.  An  American  Cancer  So- 
ciety award  of  $6,800  is  for  the  study  of  fac- 
tors which  govern  the  movement  of  mate- 
rials out  of  the  blood  stream,  with  special 
reference  to  the  influence  of  cortisone  and 
other  adrenal  products.  On  a $7,850  grant 
from  the  U.  S.  Public  Health  Service  and  a 
$4,000  grant  from  Sharp  and  Dohme  Co. 
investigations  will  be  made  on  the  influence 
of  various  diuretic  agents  on  water  and  elec- 
trolyte metabolism  and  transcapillarv  ex- 
change of  inorganic  materials. 

+ 

Dr.  Daniel  A.  Brody,  of  the  part-time  fac- 
ulty, has  joined  the  Division  of  Medicine  on 
a full-time  basis,  to  devote  more  time  to 
teaching  and  research  in  the  cardiovascular 
field. 

* 

Dr.  James  G.  Hughes,  of  the  Division  of 
Pediatrics,  has  been  awarded  a $3,000  re- 
search grant  by  the  United  Cerebral  Palsy 
Association.  This  is  in  addition  to  a $1,500 
earlier  award  for  electroencephalographic 
studies  in  cerebral  palsy  children  while  they 
are  asleep.  The  project  will  be  in  the  hands 
of  Dr.  Don  Winfield  and  research  assistant 
William  E.  Sayle. 

+ 

The  Department  of  Surgery  of  the  Uni- 
versity of  Tennessee  gave  an  intensive  three- 
day  postgraduate  course  on  trauma  on  July 
15,  16,  and  17,  attended  by  physicians  from 
five  states.  The  diagnosis  and  management 
of  injuries  to  the  vascular  system,  abdomen, 
chest,  head,  and  skeletal  system  were  pre- 
sented. A symposium  was  also  held  dealing 
with  the  treatment  of  burns.  Ward  rounds 
were  held  daily  in  the  John  Gaston  Hospital, 
and  a round-table  question-and-answer  pe- 
riod was  held  daily  at  the  luncheon  hour. 

The  University  plans  to  offer  other  courses 
in  the  future  designed  to  offer  the  practi- 
tioner an  opportunity  for  postgraduate  study 
without  having  to  take  too  much  time  from 
practice.  Information  may  be  obtained  from 
the  Postgraduate  Department.  The  Univer- 
sity of  Tennessee,  Memphis. 


New  Field  Secretary 

Mr.  Clifford  Seeber, 
Knoxville,  has  been 

selected  as  Field  Sec- 
retary to  the  Commit- 
tee on  Health  and 

Medical  Care  of  the 
Tennessee  Medical 
Foundation. 

He  is  a native  of  An- 
derson County,  having 
been  born  and  reared 
on  a farm  which  is  now  part  of  Oak  Ridge. 

Mr.  Seeber  holds  a B.A.  Degree  from 

Carson-Newman  College,  and  an  M.A.  De- 
gree from  the  University  of  Tennessee.  He 
has  done  postgraduate  work  at  Peabody. 

With  a primary  interest  in  education,  he 
has  served  as  high  school  teacher,  high 

school  principal,  superintendent  of  city 
schools  and  county  schools.  Since  1936,  he 
has  been  connected  with  the  Tennessee  Val- 
ley Authority,  serving  that  agency  in  the 
capacities  of  Supervisor  of  Recreation  and 
Adult  Education,  Associate  Supervisor  of 
Training,  Principal  Education  Officer,  Area 
Education  Officer,  and  Educational  Relations 
Specialist. 

His  wide  experience  in  cooperative  rela- 
tionships with  dozens  of  agencies  is  a splen- 
did background  for  his  new  position.  He 
has  acquired  the  skills  and  techniques  in 
personal  and  group  contacts  which  the  posi- 
tion of  Field  Secretary  demands.  Solving 
medical  care  problems  for  marginal  commu- 
nities will  certainly  require  the  ability  to 
appraise  needs,  secure  cooperation,  plan  fa- 
cilities and  personnel,  enlist  community  and 
agency  support,  and  the  continued  re-evalu- 
ation  of  results. 

Mr.  Seeber  has  these  abilities.  We  wish 
him  and  the  Committee  every  success  in  a 
great  humanitarian  program — a program 
that  has  already  attracted  national  attention 
and  outside  financial  support.  It  is  also  con- 
crete evidence  that  private  medicine  can  and 
will  accept  a major  responsibility  in  provid- 
ing medical  care  of  the  highest  quality  to  all 
the  citizens  of  Tennessee. 
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PERSONAL  NEWS 


I>r.  Dan  Thomas,  Oak  Ridge  pediatrician,  has 
been  recalled  for  active  duty  with  the  Navy  as  of 
July  7 for  another  period  of  twelve  to  eighteen 
months  of  service.  He  plans  to  return  to  Oak 
Ridge  where  his  family  will  remain. 

Dr.  Alton  G.  Hair,  Chattanooga,  announces  plans 
for  opening  a clinic  at  2416  N.  Chamberlain  Ave- 
nue, in  East  Chattanooga. 

Two  medical  officers  were  scheduled  to  return  to 
private  practice  in  Nashville  last  month.  They  are 
Dr.  II.  It.  Anderson  and  Dr.  Harris  D.  Riley,  Jr. 

Dr.  S.  Allen  Tmex,  Jackson,  is  the  first  Tennes- 
sean to  hold  membership  in  the  International  Fer- 
tility Association.  He  was  selected  in  recognition 
of  his  studies  in  sterility. 

Two  sons  of  Knoxville  physicians,  Ralph  Mon- 
ger, Jr.,  son  of  Dr.  Ralph  II.  Monger,  and  Worth 
Smith,  son  ot  Dr.  Vernon  I.  Smith,  are  “externing” 
for  a three-month  period  at  Fort  Sanders  Hospital, 
Knoxville.  They  are  medical  students  at  UT. 

Dr.  Spires  Whitaker,  Chattanooga,  delivered  an 
address  recently  over  radio  station  WAPO  on  the 
subject  of  “Surgical  Treatment  of  Tuberculosis.” 

Dr.  Robert  DePersio,  Oak  Ridge,  has  received  a 
cancellation  of  recent  orders  to  report  for  Navy 
service. 

Dr.  J.  Paul  Ferguson  was  recently  appointed 
assistant  superintendent  and  medical  director  for 
Knoxville  General  Hospital. 

I)r.  Robert  L.  Simpson  has  joined  his  brother, 
Dr.  O.  L.  Simpson,  Jr.,  in  practice  at  Copperhill. 

Dr.  Fred  E.  Marsh,  Chattanooga,  announces  as- 
sociation of  Dr.  Robert  W.  Meyers  in  the  practice 
of  internal  medicine  in  the  Interstate  Building. 

I)r.  Samuel  A.  Harrison  has  begun  practice  in 
Loudon.  He  is  the  son  oi  Dr.  Arthur  Harrison  and 
will  be  associated  with  his  father. 

Dr.  N.  I).  Aeree  began  practice  in  Millington  last 
month  as  an  associate  of  Dr.  A.  .1.  Cates  in  the 
Cates  Clinic. 

Col.  James  C.  Kimbrough,  formerly  of  Madison- 
ville,  will  remain  at  Walter  Reed  Hospital  as  a 
special  consultant  in  urology  following  retirement 
from  the  Army  this  month. 

I)r.  John  F.  Lawson  has  opened  offices  for  the 
practice  of  general  surgery  in  Johnson  City. 

Dr.  E.  R.  Ferguson,  Cleveland,  announces  the 
opening  of  his  new  eye,  ear,  nose  and  throat  clinic 
at  Church  and  Sixth  Streets. 

Dr.  J.  Gilbert  Eblen,  Knoxville,  announces  the 
association  of  Dr.  II.  Hammond  Pride  in  the  prac- 
tice of  pediatrics. 

Dr.  Byron  H.  Taylor  has  opened  offices  at  246 
N.  Military  Avenue,  Lawrenceburg. 

Dr.  T.  R.  Ray,  Shelbyville,  is  retiring  from  prac- 
tice after  48  years  of  service.  He  is  a past  presi- 
dent of  this  Association  and  of  the  Middle  Tennes- 
see Medical  Association. 


Dr.  Ralph  L.  Brickell,  Jr.,  is  now  associated  with 
the  Queen  City  Infirmary  at  Tullahoma. 

Dr.  Arthur  L.  Brooks  has  taken  over  the  practice 
of  Dr.  W.  W.  Shacklett  in  Murfreesboro.  Dr. 
Shacklett  was  recalled  to  Navy  service  early  this 
year. 

Dr.  F.  J.  Malone,  Clarksville,  has  resigned  as 
Health  Officer  after  29  years  of  service.  Dr. 
Charles  A.  Trahern  is  acting  Health  Officer. 

Dr.  Tom  Monroe  is  now  associated  with  the 
South  Pittsburg  Clinic  and  Tri-County  Hospital  at 
South  Pittsburg. 

Dr.  John  E.  Came,  Dyersburg,  reported  for  active 
duty  with  the  Army  last  month. 

Dr.  Wilson  W.  Powers  is  now  associated  with  the 
Aeuff  Clinic,  Knoxville,  for  the  practice  of  internal 
medicine. 

Dr.  Howard  R.  Foreman  has  opened  his  office  at 
2122  West  End  Avenue,  Nashville,  for  the  practice 
of  internal  medicine. 

Dr.  II.  R.  Anderson  has  announced  the  opening 
of  his  office  at  416  Doctors  Building,  Nashville,  for 
the  practice  of  internal  medicine. 


BOOK  REVIEW 


Nervous  System.  The  Ciba  Collection  of 
Medical  Illustrations  (Vol  I).  By  Frank 
H.  Netter,  M.D.  Summit,  New  Jersey: 
Ciba  Pharmaceutical  Products,  Inc.  1953. 
143  pages.  104  Color  Paintings.  Price 
$6.00. 

Several  years  ago  Ciba  published  a volume 
of  color  paintings,  a compilation  depicting 
anatomical  structures  and  pathological  spec- 
imens. These  were  well  received.  Now  ap- 
parently, with  the  backing  of  this  pharma- 
ceutical house,  Dr.  Netter  has  embarked 
upon  a series  of  volumes  illustrating  certain 
body  systems. 

The  first  of  these,  on  the  Nervous  System, 
is  divided  into  five  sections  illustrated  with 
color  paintings.  These  five  sections  are: — 
anatomy  of  the  spine;  the  central  nervous 
system;  functional  neuro-anatomy;  the  auto- 
nomic nervous  system;  pathology  of  the 
brain  and  spinal  cord. 

An  interesting  foreword  by  Dr.  John  Ful- 
ton reviews  the  earlier  history  of  medical 
illustrations  of  the  central  nervous  system. 
Descriptive  texts  to  accompany  the  paint- 
ings are  by  Doctors  Abraham  Kaplan,  neuro- 
surgeon; Gerhardt  Von  Bonin,  anatomist, 
and  Albert  Kuntz,  anatomist. 

The  illustrations  and  texts  are  well  known. 
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They  will  be  of  invaluable  assistance  to  the 
physician  who  wishes  to  refresh  his  memory 
on  certain  anatomical  and  pathological  de- 
tails. Your  reviewer  has  found  the  previous 
Ciba  Collection  of  Medical  Illustrations  of 
help  in  explaining  disease  to  intelligent,  in- 
quiring patients.  No  doubt  this  volume  on 
the  Nervous  System  will  be  used  again  and 
again  in  like  manner. 

* R.  H.  K. 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Location  Wanted 

A 26  year  old  married  physician,  degree,  U.  T. 
1951.  At  present  rotating  intern,  Baptist  Memo- 
rial Hospital.  Desires  association  in  general  prac- 
tice near  Nashville.  Available  in  January,  1953. 

* LW-19 

A 29  year  old,  married  physician,  Protestant, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  4V2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 

* LW-25 

Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

* 

Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 

* LW-31 

Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. LW-32 

* 

A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 
tified in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 


Physician,  married  with  two  children,  Protestant 
faith,  M.D.  from  Maryland  in  1950,  priority  4,  de- 
sires an  associate  relationship  for  general  practice. 
Available  July,  1953.  LW-38 


A 29  year  old,  married  physician,  Presbyterian 
faith,  M.D.  from  Maryland  in  1952,  priority  4,  de- 
sires to  associate  with  another  physician  in  general 
practice  in  a small  community.  Available  July, 
1953.  LW-39 

* 

A 35  year  old,  married  physician,  Methodist, 
M.D.  from  Vanderbilt  in  1942,  board  certified  in 
surgery,  priority  4,  desires  clinic,  group  or  asso- 
ciate relationship  for  the  practice  of  general  sur- 
gery. Available  immediately.  LW-40 

* 

A 31  year  old,  married  physician,  Protestant, 
M.D.  from  UT  in  1952,  priority  4,  desires  location 
for  general  practice  in  small  community  with 
hospital  facilities.  Available  July,  1953. 


A 33  year  old,  married  physician,  Protestant, 
M.D.  from  Bowman  Gray  in  1952,  priority  4,  de- 
sires associate  relationship  for  general  practice. 
Available  November,  1953.  LW-42 

* 

A 31  year  old,  married  physician,  Presbyterian, 
M.D.  from  the  University  of  Louisville  in  1947, 
priority  4,  desires  clinic,  associate  or  partnership 
for  general  practice.  Available  immediately. 


A 31  year  old  physician,  married,  Protestant, 
graduate  of  Washington  University  School  of  Med- 
icine in  1951.  Priority  IV.  Interested  in  clinical 
or  associate  general  practice  in  small  community. 
Available  July  1,  1953.  LW-44 

+ 

A 30  year  old  physician,  M.D.  Emory  University, 
approved  residency  in  radiology,  Priority  IV,  de- 
sires assistant  or  associate  relationship  in  radiol- 
ogy. Available  November  15.  LW-45 

-K 

A 26  year  old,  married,  physician,  M.D.  Tennes- 
see, 1949,  draft  exempt,  desires  associate  relation- 
ship for  general  practice  and  general  surgery. 

* LW-46 


Physician  Wanted 

Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine.  PW-22 

* 

A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 
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WANTED  General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  II.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  230, 
Gatlinburg,  Tennessee.  PW-24 

Nashville  physician  will  construct  office  and 
lease  same  to  physician  interested  in  good  location 
for  general  practice  and  surgery,  4,000  industrial 
employees  in  immediate  suburban  area.  This  lo- 
cation is  within  3 miles  of  downtown  Nashville. 

PW-36 

* 

-K 

Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-2G 

Middle  western  community  of  15,000  population, 
centered  in  two  small  towns,  main  highway,  45 
miles  East  of  Jackson,  80  miles  West  of  Nashville. 

PW-37 

* 

* 

South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 

North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 
Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area. 

+ 

PW-38 

A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chiel', 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications;  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW-23 

* 

Wanted — Internist  for  part  time  or  permanent 
association  with  well  established  internist  in 
Memphis.  PW-39 

* 

Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 

* 

sociate,  various  financial  arrangements  possible. 

A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  teacher  of 
Internal  Medicine,  teacher  of  physiology,  and 
teacher  of  neuro-anatomy.  PW-31 

PW-40 

* 

General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 

* 

PW-41 

Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

* 

Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 

* 

projects  to  determine  effects  of  ionizing  irradiation 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center.  PW-33 

and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 

* 

* 

Small  town  of  2,000  population,  located  in 

Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 

Northwest  Tennessee,  desires  a replacement  for 
doctor  leaving  for  Military  Service,  approximately 
January  1,  1954.  Practice  is  of  general  practice 
type,  with  numerous  home  calls  made,  busy  office 

-k 

practice  and  long  office  hours  due  to  the  type  of 

V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request.  PW-35 

population  surrounding  Greenfield.  Any  one  inter- 
ested please  contact  Nathan  F.  Porter,  M.D.,  at 
Porter  Clinic,  Greenfield,  Tennessee. 

PW-43 

PW-43 
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Rapidly  expanding  industrial  community  in 
Southern  East  Tennessee  desires  general  practi- 
tioner. Population  of  town,  1,000,  population  of 
trade  area,  6,000.  Community  cooperation  prom- 
ised in  securing  housing  and  office  space.  Medical 
Society  cooperation  also  assured.  PW-44 


Upper  Middle  Tennessee  community,  population 
1,100,  trade  area  10,000,  desires  general  practition- 
er, hospital  facilities  available  in  adjoining  towns, 
housing  and  office  space  available. 

PW-45 


CieaAiUeoj- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness.  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc..  Medical  Director 
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STANDING  AND  SPECIAL  COMMITTEES,  1953 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman,  Nashville 
Lamb  Myhr,  Jackson 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
R.  H.  Haralson,  Maryville  (1956) 

W.  O.  Baird,  Henderson  (1954) 

Edward  T.  Brading,  Johnson  City  (1956) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1956) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1956) 

R.  H.  Kampmeier,  ex  officio,  Nashville 

A.  M.  Patterson,  ex  officio,  Chattanooga 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1956) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Ralph  G.  Nichols,  Knoxville  (1955) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville  (1954) 
Edward  D.  Mitchell,  Jr.,  Memphis  (1956) 
George  L.  Inge,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1956) 
J.  D.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

Frank  Whitacre,  Chairman,  Memphis 
W.  O.  Colbert,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
W.  O.  Tirrill,  Nashville 
Edward  Buchner,  Jr.,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  Youmans,  Nashville 
Harry  Jenkins,  Knoxville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1956) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1956) 

Estill  L.  Caudill,  Jr.,  Elizabethton  (1954) 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Bedford  T.  Otey,  Chairman,  Memphis  (1956) 
George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 

Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 


D.  W.  Smith,  M.D.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
John  R.  Glover,  Sr.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1956) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1956) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1956) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (195C) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1956) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1956) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1956) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
David  Hickey,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
J.  B.  Naive,  Knoxville 
W.  C.  Chaney,  Memphis 

(Six  additional  to  be  appointed) 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1956) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville  (1954) 

T.  G.  Cranwell,  Pikeville  (1956) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1956) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Jr.,  Germantown  (1954) 

Grievance  Committee 

Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Daugh  W.  Smith,  Nashville  (1956) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 

Physical  Therapy 

George  W.  Shelton,  Chairman,  Chattanooga 

S.  Ben  Fowler,  Nashville 
Marcus  Stewart,  Memphis 

Mental  Health 

Myrtle  Smith,  Chairman,  Livingston 
Robert  Foote,  Nashville 
O.  S.  Hauk,  Nashville 
Carrol  Turner,  Memphis 
Frank  Luton,  Nashville 
Autopsy  Committee 

Leland  Johnston,  Chairman,  Jackson 
W.  W.  Hurteau,  Memphis 
George  S.  Mahon,  Knoxville 
David  Gotwald,  Nashville 

C.  B.  Roberts,  Sparta 
Health  Project  Contest 

Mrs.  S.  J.  Sullivan,  Chairman,  Cleveland 
C.  B.  Roberts,  Sparta 
Daugh  W.  Smith,  Nashville 
Labor  Liaison 

Daugh  W.  Smith,  Chairman,  Nashville 
John  Winebrenner,  Knoxville 
H.  D.  Hickey,  Chattanooga 
William  D.  Stinson,  Memphis 
H.  L.  Monroe,  Erwin 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — A.  M.  Patterson,  M.D.,  9 It.  Medical  Arts 
Building,  Chattanooga 

President-Elect  -John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President — S.  J.  Sullivan,  M.D.,  Cleveland 

Vice-President— Henry  T.  Kirby-Smith,  M.D.,  Se- 
wanee 

Vice-President— Malcolm  Aste,  M.D.,  Memphis 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  319-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

William  J.  Sheridan,  Jr.,  M.D.,  Medical  Arts  Build- 
ing, Chattanooga  (1956) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

Daugh  W.  Smith,  M.D.,  Doctors  Building,  Nashville 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 


COUNCILORS 

First  District— H.  L.  Monroe,  M.D.,  Erwin  (1954) 
Second  District — Joe  L.  Raulston,  M.D.,  Knoxville 
(1955) 

Third  District — Franklin  B.  Bogart,  M.D.,  Chatta- 
nooga (1954) 

Fourth  District— John  T.  Moore,  Jr.,  M.D.,  Algood 
( 1955) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville, 
Chairman  (1955) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1955) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1955) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1955) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1955) 
Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1955) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1955) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1953 


Anderson-Campbell 
J.  W.  Riggs,  LaFollette,  Pres. 

R.  C.  Pryse,  LaFollette,  Sec. 

Bedford 

B.  S.  Swindoll,  Tullahoma,  Pres. 
Taylor  Farrar.  Shelbyville,  Sec. 

Blount 

Frank  S.  Lovingood,  Maryville.  Pres. 
W.  N.  Dawson,  Maryville,  Sec. 
Bradley 

Joseph  McCoin,  Cleveland,  Pres. 
William  R.  Smith,  Cleveland,  Sec 
Cocke 

W.  C.  Ruble,  Jr.,  Newport,  Pres. 

W.  E.  McGaha.  Newport,  Sec. 
Consolidated  Medical  Assembly 
T.  N.  Humphrey,  Selmer,  Pres. 

S.  M Herron,  Jackson,  Sec. 
Cumberland 

H.  F.  Lawson,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec. 
Davidson  County 

W.  O.  Tirrill,  104  Twentieth  Ave., 
N.,  Nashville,  Pres. 

Oscar  Noel,  2118  West  End  Ave., 
Nashville,  Sec. 

Jack  Ballentine,  647  Doctors  Bldg., 
Nashville,  Exec.  Sec. 

Dickson 

J.  T.  Jackson,  Dickson,  Pres. 

Mary  B.  Cook,  Dickson,  Sec. 
Dyer-Lake-Crockett 

W.  E.  Anderson,  Dyersburg,  Pres. 

W.  I.  Thornton,  Jr..  Dyersburg,  Sec. 
Fentress 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec. 

Franklin 

Ruth  Cameron,  Sewanee.  Pres. 
George  L.  Smith,  Winchester,  Sec. 
Giles 

J.  U Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec. 

Greene 

N.  P.  Horner,  Greeneville,  Pres. 

W.  L.  McGuffin,  Greeneville,  Sec. 

Hamblen 

John  E.  Pierce,  Morristown.  Pres. 
Y.  A.  Jackson,  Morristown,  Sec. 

Hamilton 

Wm.  G.  Stephenson,  612  Medical 
Arts  Bldg.,  Chattanooga,  Pres. 
Arch  Bullard,  Medical  Arts  Bldg., 
Chattanooga,  Sec. 


Henry 

John  E.  Newman,  Paris,  Pres. 

W.  G.  Rhea,  Paris,  Sec. 

Humphreys 

J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec. 

Jackson 

L.  R.  Anderson,  Gainesboro,  Pres. 
L.  R.  Dudney,  Gainesboro.  Sec. 

Knox 

S.  J.  Platt,  603  W.  Main,  Knoxville, 
Pres. 

Ralph  H.  Monger,  Medical  Arts 
Bldg.,  Knoxville,  Sec. 

Lauderdale 

Pres. 

Sec. 

Lawrence 

V.  H.  Crowder,  Lawrenceburg,  Pres. 
L.  B.  Molloy,  Lawrenceburg,  Sec. 

Lincoln 

W.  S.  Joplin,  Petersburg,  Pres. 

W.  D.  Jones,  Fayetteville,  Sec. 

Macon 

E.  M.  Froedge,  LaFayette,  Pres. 

C.  C.  Chitwood,  LaFayette,  Sec. 
Maury 

C.  D Walton,  Mt.  Pleasant,  Pres. 
Carl  C.  Gardner,  Jr.,  Columbia,  Sec. 

McMinn 

Charles  T.  Carroll,  Athens,  Pres. 
Jess  A.  Powell,  Jr.,  Athens,  Sec. 
Monroe 

James  Barnes,  Sweetwater,  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec. 
Montgomery 

V.  H.  Griffin,  Clarksville,  Pres. 
Charles  A.  Trahern,  Clarksville,  Sec. 

Obion 

Pres. 

R.  C.  Gilliam,  Union  City,  Sec. 
Overton 

A.  B.  Qualls,  Livingston,  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec. 

Putnam 

K.  L.  Haile,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec. 
Roane 

Paul  Spray,  Medical  Arts  Bldg. 
Oak  Ridge,  Pres, 

W.  P.  Hardy,  Medical  Arts  Bldg., 
Oak  Ridge,  Sec. 


Robertson 

W.  B.  Dye,  Springfield,  Pres. 

John  S.  Freeman,  Springfield,  Sec. 
Rutherford 

Gilbert  Gordon,  Murfreesboro, 

Pres. 

S.  C.  Garrison,  Jr.,  Murfreesboro,  Sec. 
Scott. 

D.  T.  Chambers,  Norma,  Pres. 

Milford  Thompson,  Oneida,  Sec. 

Sevier 

Ralph  Shilling,  Gatlinburg,  Pres. 

R,  A.  McCall,  Sevierville,  Sec. 

Shelby 

E.  Guy  Campbell,  1118  Madison, 
Memphis,  Pres. 

Jean  M.  Hawkes,  1374  Madison, 
Memphis,  Sec. 

Robert  C.  Bird,  1363  Union,  Exec. 

Sec. 

Smith 

Robert  E.  Key,  Carthage,  Pres. 

David  Gordon  Petty,  Carthage,  Sec. 
Sullivan- Johnson 
Thomas  H.  Kuhnert,  Bristol,  Va., 
Pres. 

Julian  Williams,  Kingsport,  Sec. 
Sumner 

J.  W.  Osborne,  Hendersonville,  Pres, 
W.  B.  Farris,  Gallatin,  Sec. 

Tipton 

Pres. 

H.  Stirl  Rule,  Covington,  Sec. 
Washington- Carter- Unicoi 
Earl  Peterson,  Erwin,  Pres. 

John  M.  Wilson,  207  E.  Watauga  Ave., 
Johnson  City,  Sec. 

Weakley 

R.  W.  Brandon,  Martin,  Pres. 

G.  S.  Plog,  Martin,  Sec. 
White-Warren- Van  Buren 

John  T.  Mason,  McMinnville,  Pres. 
Hoyt  C.  Harris,  McMinnville,  Sec. 
Williamson 

Harry  Guffee,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec. 

Wilson 

J.  H.  Tilley,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec. 
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Symposium  on  Geriatric  Care 

Life  expectancy  has  been  steadily  lengthening  since  the  turn  of  the 
century.  With  the  passage  of  the  past  several  decades  the  aged 
constitute  an  increasing  percentage  of  the  population.  It  is  estimated 
that  by  1980,  40  per  cent  of  the  population  of  this  Country  will 
exceed  45  years  of  age.  This  fact,  plus  the  control  of  the  infectious 
diseases,  is  changing  the  practice  of  medicine  to  that  of  an  emphasis 
on  preventive  medicine  and  to  the  care  of  those  suffering  from  the 
degenerative  diseases.  The  recent  graduate  in  medicine  has  devel- 
oped some  of  this  attitude  through  his  clinical  experiences.  The  older 
physician  must  reorient  much  of  his  thinking  and  philosophy  in  respect 
to  the  care  of  patients.  T herefore  this  symposium  was  arranged  to 
present  the  problems  of  the  aged  patient. 

MANAGEMENT  OF  SOME  MEDICAL  CONDITIONS  ASSOCIATED  WITH 
AGING* 

FREDERIC  E.  COWDEN,  M.D.,  Nashville,  Tenn. 

A definition  as  to  what  is  meant  when  we 
speak  of  the  “aging  process”  would  doubtless 
be  helpful  in  properly  orienting  this  panel 
discussion.  Unfortunately,  it  is  not  easy  to 
find  much  common  ground  on  which  the 
authorities  in  this  field  will  agree.  Most  of 
these  honestly  admit  that  at  present,  we 
cannot  accurately  define  what  aging,  senes- 
cence and  senility  are. 

The  problem,  however,  from  a practical 
standpoint  about  which  we  must  daily  make 
decisions,  comes  down  to  making  a distinc- 
tion between  what  constitutes  aging  and 
what  represents  disease.  This  is  frequently 
a very  difficult  decision  to  make,  since  the 
degenerative  diseases  develop  so  insidiously 
along  with  the  physiologic  atrophy  of  tissues 
and  organs.  There  is  general  agreement 
that  the  loss  of  reactivity  and  adaptability 
associated  with  aging  requires  that  we  ap- 
proach the  problem  of  diagnosis  and  treat- 
ment in  elderly  patients  with  a somewhat 
different  attitude  than  that  which  we  as- 


*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  16,  1953,  Memphis, 
Tenn. 


sume  with  the  less  mature.  Of  primary  im- 
portance is  avoidance  of  a defeatist  attitude 
simply  because  our  patient  is  chronologically 
old.  Proper  management  is  obviously  de- 
pendant on  a thorough  and  complete  diag- 
nosis. Diseases  as  observed  in  old  age  are 
frequently  difficult  to  diagnose.  All  of  us 
are  able,  I am  sure,  to  produce  examples 
from  our  own  practice  of  the  painless  cor- 
onary occlusion,  thyrocardiac  disease  pre- 
senting an  apathetic  picture,  or  the  rela- 
tively asymptomatic  appendicitis  occurring 
in  elderly  patients.  Resistance  to  infections, 
speed  of  repair  and  antibody  formation  are 
all  diminished,  so  that  the  character  and 
clinical  manifestations  of  disease  are  altered 
in  old  age. 

Further,  we  are  all  aware  of  the  increased 
susceptibility  to  the  adverse  side  effect  of 
drugs  which  the  elderly  patient  frequently 
exhibits.  The  young  patient  has  compensa- 
tory mechanisms  which  can  protect  him 
from  over  vigorous  therapy  but  this  factor 
of  safety  may  become  minimal  in  later  life. 
Therefore,  successful  therapy  requires  more 
caution  and  skill  than  in  young  adults. 
Thus,  intravenous  fluids  must  be  given  more 
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slowly,  insulin  regulation  of  the  elderly 
diabetics  blood  sugar  should  be  less  dra- 
matically accomplished,  and  adrenalin  used 
with  much  more  caution  in  the  management 
of  elderly  asthmatics.  White  and  others, 
have  insisted  that  digitalis  be  given  in 
smaller  doses  to  the  elderly.  Further,  it  is 
better  to  accomplish  digitalization  more 
slowly,  and  the  use  of  one  of  the  more 
rapidly  released  glucosides  has  been  advo- 
cated as  giving  a wider  margin  of  safety  in 
the  aged.  Special  mention  is  due  the  seda- 
tive drugs,  hypnotics  and  narcotics.  Alco- 
hol in  moderation  is  often  the  most  effective 
and  best  tolerated  form  of  sedation  in  the 
aged.  Chloral  hydrate  and  paraldehyde  are 
also  very  useful  forms  of  sedation,  whereas 
the  barbiturate  drugs  are,  in  general,  poorly 
tolerated.  It  is  a general  impression  that 
most  elderly  patients  are  much  more  prone 
to  develop  a troublesome  diarrhea,  proctitis 
and  glossitis,  following  therapy  with  the 
wide  spectrum  antibiotics. 

Today  I would  like  to  very  briefly  discuss 
several  diseases  that  stand  out  as  being  most 
commonly  associated  with  old  age.  These 
are  arteriosclerosis,  hypertension,  senile  and 
postmenopausal  osteoporosis  and  senile 
emphysema.  I do  not  intend  to  imply  that 
these  diseases  are  necessarily  etiologically 
related  to  old  age,  since  we  all  know  that 
they  do  occur  also  in  the  relatively  young, 
and  that  many  persons  go  on  to  old  age 
without  ever  developing  them. 

Arteriosclerosis:  During  the  past  few 

years  we  have  seen  serum  cholesterol  and 
atherosclerosis  closely  linked  together  in 
many  investigative  studies.  Evaluation  of 
this  work  in  terms  of  its  application  to  the 
treatment  of  patients  is  still  controversal. 
Most  agree  that  while  nutrition  and  lipid 
metabolism  undoubtedly  play  an  important 
role  in  the  pathogenesis  of  atherosclerosis, 
there  is  insufficient  evidence  as  yet  to  de- 
fine this  role  with  any  degree  of  exactness. 
There  is  certainly  no  evidence  that  drastic 
reduction  in  dietary  cholesterol,  fats  or  pro- 
tein is  either  practical  or  desirable.  There 
is,  further,  at  present  no  conclusive  evidence 
that  lipotropic  agents  have  any  value  in  the 
treatment  or  prevention  of  atherosclerosis. 

Hypertension:  The  problem  of  hyper- 
tension in  the  geriatric  age  group  is  deserv- 
ing of  special  consideration.  The  concept 


arrived  at  by  Daley,  based  on  life  insurance 
statistics,  that  a blood  pressure  over  140  90  is 
definitely  abnormal  for  any  age,  has  been 
seriously  questioned  by  Monroe,  Master  and 
others.  They  find  a very  high  incidence  of 
elevated  blood  pressure  in  the  older  age 
group  and,  in  fact,  Monroe  in  his  study  of 
7,941  cases  over  the  age  of  61  found  it  rather 
unusual  to  find  an  old  person  with  a blood 
pressure  consistently  below  140/90.  In  gen- 
eral, they  all  agree  that  the  old  rule  of 
thumb  of  100  plus  the  age  is  a fairly  reliable 
index  of  normality  of  blood  pressure  in  this 
age  group.  The  serious  diseases  in  which 
hypertension  seems  significant  are  found  al- 
most exclusively  in  patients  in  early  or  late 
middle  life.  One  finds  much  of  the  blood 
pressure  elevation  in  old  persons  related  to 
emotional  influences  and  this  is  especially 
true  in  systolic  blood  pressure.  These  fac- 
tors are  quite  apparent  in  the  post- 
menopausal woman,  in  men  around  the  age 
of  60,  when  business  responsibilities  are  the 
greatest  and  in  many  there  are  somatic 
crises  such  as  bladder  obstruction,  pain,  etc. 
The  blood  pressure  mechanism  thus  often 
becomes  not  so  much  a register  of  disease, 
but  rather  a detector  of  something  that  is 
agitating  the  patient.  With  these  general 
factors  in  mind  it  can  be  stated  as  a general 
rule,  with  certain  exceptions,  that  hyper- 
tension in  the  aged  does  not  require  treat- 
ment directly.  All  agree  that  sympathec- 
tomy is  not  advisable,  that  restriction  of 
salt  is  useless,  except  when  cardiac  decom- 
pensation is  a consideration,  and  that  rice 
diets  are  actually  dangerously  low  in  sodium 
and  protein.  The  same  thing  can  generally 
be  said  about  the  potent  hypotensive  drugs, 
Apresoline  and  Hexamethonium.  Use  of 
sedatives  for  the  acute  situation  are  fre- 
quently beneficial  but  the  long  term  admin- 
istration of  barbiturates  will  frequently  de- 
press old  people  and  make  it  even  more  dif- 
ficult for  them  to  function  properly.  Ade- 
quate rest,  reasonable  exercise,  and  a reduc- 
tion diet  where  obesity  is  present,  will  suf- 
fice in  the  vast  majority  of  elderly  hyper- 
tensive patients.  Follow  up  studies  show 
that  hypertension  in  the  patient  past  60  is 
not  necessarily  associated  with  an  increased 
mortality  rate,  and  an  optimistic  attitude  on 
the  part  of  the  physician  is  thoroughly  justi- 
fied. 
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Osteoporosis:  This  is  a disease  that  seems 
frequently  to  be  related  to  the  process  of 
aging  although  it  may  develop  under  other 
circumstances.  The  underlying  pathologic 
change  is  a decrease  in  bone  tissue,  caused 
by  failure  of  the  osteoblasts  to  form  enough 
protein  matrix.  The  advanced  clinical  pic- 
ture is  familiar  enough,  but  the  incipient 
stage  should  be  sought  for  before  the  patient 
develops  pain  incident  to  compression  frac- 
tures of  the  spine.  Testosterone  is  by  far 
the  most  important  therapeutic  agent  avail- 
able, since  it  is  one  of  the  few  substances 
capable  of  creating  a positive  nitrogen  bal- 
ance. A high  protein  diet  is  essential  and 
most  consider  testosterone  by  injection  as 
the  administration  of  choice.  This  may  be 
quite  dramatic  in  relieving  acute  pain  as- 
sociated with  compression  fractures.  It  has 
been  shown  that  methyl-testosterone  orally 
is  also  effective  and  perhaps  best  for  long 
term  maintenance  therapy.  When  combined 
with  estrogen  the  masculinizing  side  effects 
are  less  troublesome.  Prevention  of  this  dis- 
tressing disease  may  be  possible  by  insisting 
on  proper  diet  and  avoiding  prolonged  im- 
mobilization. 

Senile  Emphysema:  There  is  no  complete 
agreement  as  to  the  relationship  of  aging 
to  the  development  of  so  called  senile 
emphysema.  There  is  no  doubt  that  an 
antecedent  of  mild  asthma,  bronchitis  or 
bronchiectasis  contributes  to  the  final  clini- 
cal picture  in  many  cases.  These  patients 
with  hvptertrophic  obstructive  emphysema 
are  often  not  detected  clinically  until  they 
have  reached  the  stage  of  old  age.  By  this 
time  they  will  have  also  developed  changes 
in  the  thoracic  spine,  with  slowly  develop- 
ing kyphosis,  resultant  enlargement  of  the 
chest  cage  and  slow  overdistention  of  the 
lungs.  Thinning  and  atrophy  of  the  alveolar 
septa  ensue,  and  finally  rupture  of  these  sep- 
ta occur  with  the  formation  of  emphysema- 
tous blebs  and  bullae.  Many  of  these  pa- 


tients are  mistakenly  thought  to  have  heart 
disease  due  to  the  severe  dyspnea  they  ex- 
perience. Prompt  treatment  of  respiratory 
infection,  expectorants  and  the  use  of 
bronchodilator  drugs  are  all  important  as- 
pects of  treatment.  The  prophylactic  use  of 
antibiotics  during  the  winter  months  is  fre- 
quently very  beneficial.  When  the  patient 
is  seen  during  an  acute  respiratory  infec- 
tion with  cyanosis  one  is  likely  to  immedi- 
ately consider  the  use  of  oxygen.  Unless 
very  carefully  administered  this  will  not  in- 
frequently result  in  carbon  dioxide  narcosis, 
due  to  the  fact  that  the  respiratory  center 
has  lost  its  sensitivity  to  carbon  dioxide  and 
is  stimulated  only  by  oxygen  lack.  Although 
the  oxygen  will  improve  the  patient’s  color, 
respiratory  depression  will  frequently  ensue 
with  carbon  dioxide  retention  and  the 
patient  will  become  comatose.  It  is  there- 
fore clear  that  oxygen  should  be  admin- 
istered with  caution,  and  at  best  intermit- 
tently, in  the  presence  of  severe  emphysema. 
It  has  been  observed  further  that  these 
patients  rapidly  become  dependent  on 
oxygen  and  its  withdrawal  may  be  ex- 
tremely difficult.  These  patients  are  very 
sensitive  to  opiates  and  a very  small  dose 
of  morphine  may  produce  profound  respira- 
tory depression. 

Finally,  I would  like  to  emphasize  that  at 
rest  the  body  functions  of  aged  persons  are 
frequently  near  normal.  The  body  temper- 
ature, blood  constituents,  respiratory  ex- 
change, cardiac  output  and  renal  function 
will  frequently  compare  favorably  to  youth- 
ful individuals.  However,  if  exposed  to  un- 
usual strain  or  stress  the  range  of  response 
is  curtailed  and  the  ability  to  maintain 
homeostasis  becomes  impaired.  In  short,  the 
reserve  capacities  of  the  individual  have 
been  diminished.  The  acceptance  of  this 
principle  will  allow  us  to  approach  the  treat- 
ment of  any  medical  problem  in  elderly 
patients  on  a more  rational  basis. 
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DERMATOLOGIC  PROBLEMS  OF  GERIATRIC  PATIENTS* 

ROBERT  C.  THOMPSON,  M.D.,  Chattanooga,  Tenn. 


The  purpose  of  this  presentation  is  to  re- 
view with  you  some  of  the  fundamental 
knowledge  we  possess  as  to  the  causes  and 
effects  of  the  senile  skin  and  to  apply  them 
in  the  treatment  of  common  skin  disorders 
of  the  aged.  We  usually  estimate  the  age 
of  a person  by  the  appearance  of  the  skin, 
hair,  nails  and  eyes.  Sometimes  we  are 
fooled  badly.  A person  of  50  years  may 
look  70  and  visa  versa.  If  we  could  de- 
termine why  chronological  age  and  apparent 
age  often  differ  widely,  we  would  probably 
have  the  answer  to  the  aging  problem. 
Spies'  has  convincing  evidence  that  the  an- 
swer lies  in  the  field  of  chemistry  and  chem- 
icals such  as  the  vitamins,  hormones,  min- 
erals, amino  acids  and  enzymes. 

It  is  generally  accepted  that  the  objective 
signs  of  senile  skin  are  due  to  such  diverse 
factors  as  sunlight,  trauma,  avitaminosis, 
endocrine  hypofunction  and  the  state  of 
protein  nutrition. 

The  Senile  Skin 

The  skin  of  the  elderly  is  wrinkled  and 
appears  thin.  Its  elasticity  is  diminished 
and  is  easily  demonstrated  by  pinching  the 
skin  and  observing  how  long  it  is  before  it 
flattens  again.  This  loss  of  elasticity  is 
caused  by  fragmentation  of  the  elastic  fibers 
in  the  dermis  and  is  most  pronounced  on  the 
exposed  surfaces.  The  subcutaneous  fat  is 
much  decreased  and  melanin  pigmentation 
is  increased.  Dryness  and  slight  scaling  may 
be  present  over  the  shins,  hips  and 
shoulders. 

Functional  changes  include  diminished 
sweating,  less  sebum  formation  and  in- 
creased irritability  of  the  skin.  Many  ob- 
servers feel  that  these  changes  are  due  to 
a lower  level  of  endocrine  secretion.  The 
pituitary,  the  thyroid,  the  gonads  and  the 
adrenal  cortex  are  all  implicated.  There 
is  some  evidence  that  aging  of  the  skin  may 
be  reversed  by  local  and  systemic  admin- 
istration of  sex  hormones.  However  differ- 


*Read before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  Memphis,  April  16,  1953, 
Memphis,  Tenn. 


ent  investigators  differ  widely  in  their  re- 
sults. Wells,  Lowrey  and  CopeJ  treated  five 
elderly  women  with  testosterone  and  con- 
cluded that  the  texture  of  the  skin  improved. 
ChieffP  reported  that  massaging  estrogenic 
substance  into  senile  skin  caused  it  to  be- 
come more  elastic  and  youthful  in  appear- 
ance. 

From  this  it  is  evident  that  there  is  some 
medical  evidence  that  “hormone  creams” 
sold  over  the  counter  in  drug  and  depart- 
ment stores  are  of  value  in  maintaining  a 
youthful  skin.  These  are  potent  chemicals 
and  it  would  seem  best  to  have  medical 
supervision  in  their  use.  Goldzieher1 
showed,  by  means  of  repeated  skin  biopsy, 
that  estrogenic  therapy  by  local  inunction, 
in  high  concentration,  produced  regenera- 
tion of  senile  epidermis.  Eller  and  Eller5 
had  somewhat  similar  results.  Maximum 
response  was  obtained  in  about  30  days. 
These  substances  are  expensive,  proper  dos- 
age has  not  been  determined  and  it  remains 
for  the  future  to  see  whether  or  not  they 
will  prove  worthwhile  for  the  average 
patient  who  wants  to  “keep  looking  young.” 

Skin  Diseases  of  the  Aged  and  Their  Treatment 

To  try  and  determine  with  some  degree 
of  accuracy  the  incidence  of  common  skin 
diseases  in  the  elderly  I tabulated  the  diag- 
nosis in  160  consecutive  patients,  65  years 
of  age  or  older,  seen  in  mv  office  in  1952. 


The  incidence  is  as  follows: 

Acute  and  chronic  dermatitis  30% 

Benign  and  malignant  tumors  26% 

Specific  viral,  bacterial,  fungal  and 

parasitic  diseases  15% 

Stasis  eczema  with  “auto-eczematiza- 

tion” 10% 

Senile  pruritus  . . . . 9% 

Anogenital  pruritus  4% 

Miscellaneous  6% 


From  the  above  tabulation  it  is  seen  that 
about  one  third  of  the  skin  complaints  of 
the  geriatric  patient  are  due  to  some  type 
of  eczema.  I find  it  difficult  or  even  impos- 
sible to  determine  with  certainty  the  cause 
of  most  of  these  eruptions.  Some  are  con- 
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tact  dermatitis.  Soap  and  other  cleaning 
agents  are  often  responsible.  Plant  derma- 
titis is  much  less  frequent  than  in  younger 
persons.  Drug  eruptions  were  rarely  sus- 
pected. Atopic  dermatitis  was  not  diag- 
nosed. Either  the  patients  “wear  it  out” 
or  else  they  give  up  hope  and  no  longer 
seek  medical  aid.  Most  of  these  eruptions  I 
explain  on  the  basis  of  toxic  epidermal 
rather  than  dermal  sensitivity.  Seborrheic 
dermatitis  was  occasionally  diagnosed. 
Localized  neurodermatitis  was  a frequent 
diagnosis. 

Treatment  should  be  simple  and  bland. 
Wet  eruptions  must  first  be  made  dry  by 
the  use  of  cold  compresses  and  drying  baths. 
Burow’s  solution  is  an  excellent  wet  dress- 
ing. If  the  eruption  is  widespread  and 
moist  I often  prescribe  oatmeal  colloid 
baths.  Aveeno  is  a commercial  preparation 
of  oatmeal  that  is  easy  to  use  in  the  bath 
and  will  not  clog  the  plumbing.  Calamine 
limiment,  N.F.,  5 chloro-7-iodo-8-hydroxy- 
quinoline  (Vioform)  cream,  ointment  or 
shake  lotion  and  2 percent  crude  coal  tar 
ointment  will  usually  suffice  for  topical  ap- 
plications. Antihistamine  preparations  used 
externally  are  prone  to  irritate  and  sensitize. 
I rarely  prescribe  them. 

Over  the  past  ten  years  there  have  been 
several  reports  attempting  to  correlate  nu- 
tritional failure  and  eczematous  derma- 
toses.6 I believe  that  in  every  rebellious 
and  stubborn  dermatosis  the  patient  should 
be  given  a trial  on  therapy  designed  to 
counteract  macrocytic  anemia  and  impaired 
liver  function  since  these  were  the  two 
things  most  often  found  to  be  abnormal  in 
a large  group  of  patients,  mostly  elderly, 
who  had  lesions  which  did  not  conform  to 
any  definite  dermatological  disorder  but 
were  obscure  inflammatory  disorders  that 
fell  into  the  “eczema”  group.  Crude  liver 
extract,  vitamin  B,.,,  folic  acid,  B-complex, 
iron  and  in  some  instances  administration  of 
lipotropic  factors  was  the  internal  treatment 
given.  I believe  this  is  a step  forward  in  the 
therapy  of  this  group  of  patients.  Guy7  has 
shown  that  the  feeding  of  high  protein  sup- 
plements is  also  of  benefit  in  this  type 
patient. 

An  office  procedure  that  I find  extremely 
valuable  is  the  use  of  thin  fixed  dressings 


when  the  lesions  are  on  the  extremities. 
These  prevent  scratching  and  tend  to  de- 
crease the  patient’s  anxiety  about  the  erup- 
tion. Dermatological  patients  have  the  dis- 
advantage of  being  able  to  see  the  patho- 
logical anatomy  constantly,  to  discuss  it 
with  the  family,  friends,  neighbors  and  even 
strangers.  This  causes  no  end  of  brooding 
and  leads  to  rubbing,  scratching,  overtreat- 
ment and  panic.  There  are  available  com- 
mercially several  brands,  colors  and  sizes  of 
tubular  woven  gauze  that  make  the  applica- 
tion of  fixed  dressings  easy  for  the  doctor 
and  for  the  patient  at  home. 

The  second  most  common  group  of  skin 
diseases  were  skin  tumors.  Some  of  these 
such  as  senile  angiomas,  seborrheic  kera- 
toses and  cutaneous  tags  are  usually  harm- 
less. If  they  are  few  in  number  and  cos- 
metically disfiguring  they  may  be  easily  re- 
moved by  curettement  and  light  electro- 
desiccation. A local  anesthetic  should  al- 
ways be  used  as  the  pain  threshold  of  elderly 
patients  is  low.  Basal  and  squamous  cell 
carcinomas  are  commonly  seen  and  should 
be  treated  adequately  as  soon  as  diagnosed. 
If  the  lesion  is  small  it  can  be  totally  excised 
or  curetted  and  desiccated  until  all  the 
malignant  tissue  is  destroyed.  Dermatolo- 
gists have  used  this  latter  method  with  great 
success  for  many  years  though  surgeons8 
consider  it  inadequate.  We  all  know  that 
any  method  is  adequate  if  it  destroys  or  re- 
moves all  malignant  cells  and  gives  a good 
cosmetic  result.  Ordinarily  I prefer  the 
above  methods  to  x-ray  or  radium  because 
they  are  quicker  and  healing  is  faster. 
Larger  lesions  are  more  painlessly  treated 
with  fractional  doses  of  x-ray  or  radium 
needles.  Not  to  be  overlooked  are  malignant 
lesions  of  the  lower  lip,  buccal  mucosa, 
tongue  and  floor  of  the  mouth.  These  are 
all  squamous  cell  cancers  and  their  treat- 
ment is  best  carried  out  by  a physician  who 
has  had  considerable  experience  with  these 
lesions.  Often  it  requires  a team  of  derma- 
tologist, radiologist  and  surgeon  to  get  best 
results.  The  skin  is  the  one  organ  where  it 
is  possible  for  the  patient  to  recognize  the 
cancer  early  in  its  course.  The  physician  is 
then  able  to  make  an  early  diagnosis  and 
swiftly  and  adequately  perform  the  neces- 
sary therapy. 
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One  of  the  most  painful  and  disabling  of 
the  specific  diseases  occurring  in  the  elderly 
is  herpes  zoster.  The  greatest  care  should 
always  be  taken  by  the  physician  to  explain 
to  the  patient  and  the  family  the  seriousness 
of  this  disease  in  the  elderly.  Severe  pain 
of  long  duration,  motor  paralysis,  skin  gan- 
grene or  post-herpetic  neuralgia  are  likely. 
One  should  always  search  for  some  under- 
lying systemic  disease  such  as  leukemia, 
Hodgkin’s  disease,  cancer  or  drug  intoxica- 
tion. Therapy  is  still  largely  symptomatic. 
I am  not  convinced  that  the  antibiotics  are 
effective,  some  medical  reports  to  the  con- 
trary. Vitamin  B,_.  in  large  doses  is  harm- 
less and  may  be  of  value.  Fresh  whole  blood 
or  plasma  transfusions  are  of  great  value. 
Analgesics  and  sedatives  should  be  used  and 
filtered  x-ray  therapy  administered  to  the 
affected  ganglion. 

Perhaps  the  most  distressing  skin  erup- 
tion of  the  elderly  is  eczema  of  the  lower 
legs.  It  is  most  often  seen  around  the  ankle 
on  the  inner  side.  We  usually  call  this  stasis 
eczema  though  other  factors  such  as  anemia, 
focal  infection,  trauma  and  malnutrition  are 
contributory.  Itching  is  intense  and  results 
in  scratching,  excoriations  and  secondary 
bacterial  infection.  The  eruption  is  apt  to 
start  as  an  insignificant  red  patch  and  slowly 
spread  peripherally  until  a large  oozing  area 
is  involved.  The  next  phase  of  this  eruption 
is  characterized  by  the  explosive  occurrence 
of  eczematous  dermatitis  on  the  face,  neck, 
arms  or  some  other  part  far  removed  from 
the  leg.  We  call  this  latter  process  “auto- 
eczematization.”  Whitfield,  originator  of 
the  ointment  that  bears  his  name,  described 
this  train  of  events  many  years  ago.  The 
British  now  refer  to  it  as  autolytic  eczema; 
the  name  implying  that  it  is  caused  by  the 
autolysis  of  the  skin,  serum,  bacteria  and 
white  cells  at  the  original  site  and  in  some 
way,  not  yet  well  understood,  these  antigens 
are  transported  to  the  skin  elsewhere.  After 
a suitable  sensitization  period  they  react 
with  cutaneous  cells  to  cause  the  “jumping 
eczema.”  Treatment  consists  of  controlling 
the  leg  eczema  by  rest,  elevation,  wet  dress- 
ings and  bacteriostatic  ointments.  The  sec- 
ondary “jumping  eczema”  will  then  subside. 

During  the  cold  months  many  elderly  per- 
sons are  annoyed  by  generalized  pruritus.  It 


is  usually  intensified  by  disrobing,  being 
very  warm  and  after  the  bath.  This  is  often 
referred  to  as  “winter  itch.”  It  is  alleviated 
by  avoidance  of  wool  and  soap,  infrequent 
bathing  and  emollients  applied  to  the  skin. 
Other  elderly  patients  have  generalized  pru- 
ritus during  all  the  seasons.  I recently  ex- 
amined a 76  year  old  woman  who  had  com- 
plained of  generalized  pruritus  for  eight 
years.  During  the  examination  I noted 
small  blisters  on  her  soles.  These  lesions 
were  scraped  onto  a slide,  fifteen  per  cent 
caustic  soda  solution  added,  and  the  slide 
examined  under  the  microscope.  No  fungi 
were  found  but  a female  itch  mite  was  seen. 
Sulfur  ointment  cures  this  type  pruritus. 
Too  often,  however,  we  cannot  be  so  for- 
tunate. More  frequent  causes  are  senile 
cerebral  arteriosclerosis,  nephritis,  jaundice, 
diabetes,  neoplasms  and  drugs. 

Anogenital  pruritus  and  dermatitis  is  ob- 
served less  frequently  in  the  elderly  than  in 
the  middle  aged  person  but  its  symptoms 
are  more  pronounced  in  the  aged.  Too  often 
these  patients  are  told  that  they  have  a 
“fungus  infection”  and  irritating  fungicides 
prescribed.  I do  not  believe  that  the  der- 
matophytes are  the  cause  of  these  eruptions. 
Sometimes  Candida  albicans  is  responsible 
and  the  eruption  will  respond  to  gentian 
violet  solution.  It  has  been  my  practice  to 
make  a wet  preparation  of  epidermal  scrap- 
ings taken  from  the  edge  of  these  eruptions 
and  search  for  fungi.  In  over  50  patients  I 
have  failed  to  demonstrate  ringworm  fungi. 
Lynch9  reviewed  this  subject  recently.  He 
stated  that  the  causes  were  many  and  in- 
cluded psoriasis,  atopy,  ingested  drugs,  dia- 
betes, vaginal  discharge  and  psychological 
factors.  Whatever  the  cause,  it  is  apt  to 
be  chronic  or  recurrent.  Simple  treatments 
are  as  effective  as  any.  They  include  good 
local  hygiene,  mild  sedation,  reassurance 
and  local  treatment  that  is  soothing  and  not 
liable  to  irritate  or  sensitize  the  skin.  Hor- 
mone and  antihistamine  creams,  ointments 
and  lotions  are  sometimes  useful  but  too 
often  disappointing  in  their  degree  of  relief. 

Summary 

1.  The  causes  and  effects  of  the  senile  skin 
were  reviewed,  particularly  with  reference 
to  etiology. 
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2.  The  records  of  160  patients,  65  years  or 
older,  examined  in  private  dermatological 
practice  were  reviewed  with  reference  to 
the  most  common  skin  disorders  observed. 

3.  Practical  methods  of  management  were 
considered. 
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PSYCHIATRIC  ASPECTS  OF  GERIATRIC 

WADE  H.  BOSWELL,  M.D.,  Knoxville,  Tenn. 

Although  certain  psychological  problems 
are  common  to  all  who  reach  the  period  of 
senescence,  it  is  indeed  fortunate  that  the 
overwhelming  majority  of  the  aged  retain 
their  full  mental  faculties.  The  transition 
from  physiological  to  pathological  aging  is 
influenced  by  many  other  factors  besides  the 
years  the  patient  has  lived.  Plato  noted  that 
“He  who  is  of  a calm  and  happy  nature  will 
hardly  feel  the  pressure  of  age;  but  to  him 
who  is  of  opposite  disposition  youth  and  age 
are  equally  a burden.” 

The  statistics  of  mental  hospital  admis- 
sions are  rather  appalling.  The  first  ad- 
missions to  mental  hospitals  for  older  per- 
sons represent  almost  30  per  cent  of  all  ad- 
missions to  such  hospitals.  In  New  York 
State,  in  the  period  of  1920  to  1947,  while  the 
general  population  of  older  persons  doubled, 
the  admissions  of  this  group  to  mental  hos- 
pitals quadrupled.1  A recent  survey  of  3,386 
patients  over  the  age  of  65  in  five  state  hos- 
pitals in  Michigan  reveal  that  this  age  group 
has  increased  the  burden  placed  on  state  in- 
stitutions to  twice  the  extent  of  its  increase 
in  the  general  population.2  Approximately 
one-third  of  the  patients  currently  admitted 
to  the  state  hospitals  are  over  60  years  of 
age. 

This  increase  in  psychiatric  hospital  ad- 
missions of  the  aged  is  partially  a reflection 
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of  the  social,  economic  and  cultural  capacity 
to  care  for  them  in  the  community.  In  rural 
communities  there  is  a much  less  ratio  of 
admissions  to  population  than  from  urban 
communities.  Inadequate  housing  with 
cramped  living  quarters  have  added  to  the 
resentment  over  space  assigned  to  the  par- 
ents. The  attitude  of  the  husband  over  the 
continued  presence  of  his  wife’s  parents,  or 
vice  versa,  results  in  continued  nagging 
quarrels  until  the  plight  of  the  aged  is  far 
from  enviable.  They  feel  strongly  this  hos- 
tility about  them  and  this  is  often  the  precip- 
itating factor  for  a psychotic  episode.  This 
psychotic  episode  may  be  transitory  and 
after  a short  hospitalization  the  psychosis 
often  recedes,  and  the  family  is  faced  with 
the  problem  of  taking  the  patient  back  into 
the  home.  They  frequently  refuse  to  accept 
this  and  the  psychiatric  hospital  has  another 
permanent  resident. 

Every  psychiatrist  is  only  too  familiar 
with  the  fact  that  many  of  the  individuals 
who  are  patients  in  our  mental  hospitals  do 
not  actually  require  the  facilities  of  those 
hospitals.  One  must  realize  that  there  are 
certain  characteristic  personality  manifes- 
tations of  age  which  are  normal  physiologi- 
cal changes  which  take  place  in  the  aging 
process.  These  may  be  listed  as:3 

1.  Increased  conservatism  in  mental  out- 
look. 

2.  Exaggeration  of  lifelong  character 
traits,  opinions,  biases  and  prejudices. 
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3.  Progressive  attenuation  of  interest  in 
new  things  and  new  situations. 

4.  Disinclination  to  form  new  habits  and 
associations. 

5.  Impairment  of  memories  for  recent 
events,  with  ease  of  recall  to  past  mem- 
ories and  indulgence  in  reminiscences. 

6.  Decreased  span  of  attention,  lessened 
capacity  for  mental  work,  with  greater 
fatigability. 

7.  Slowing  in  speed  and  diminution  in 
accuracy  of  thought. 

These  may  progress  to  certain  organic 
mental  changes.  Some  of  the  more  common 
evidences  of  simple  deterioration  are:3 

1.  Definite  memory  failure  with  confabu- 
lation. 

2.  Marked  restricted  mental  activity  with 
a tendency  toward  apathy. 

3.  Aberration  of  talk  with  rambling,  slow- 
ing and  poverty  of  speech. 

4.  Loss  of  interest  and  desire  for  occupa- 
tion. 

5.  Morbid  dislike  of  new  things  and  new 
ideas. 

6.  Diminished  capacity  for  self  care  and 
neglect  of  personal  appearance. 

7.  Pathological  emotional  reactions  under 
stress. 

8.  Asocial  behavior  outburst. 

With  the  possible  exception  of  the  last 
item,  none  of  these  disturbances  must  lead 
inevitably  to  commitment,  but  they  do  re- 
quire modification  of  the  social  and  environ- 
mental conditions  which  will  permit  the 
aged  patient  to  live  with  safety  and  without 
harm  to  others.  Commitment  should  be 
considered  only  for  those  patients  who  show 
destructiveness,  aggressive  tendencies,  com- 
bativeness, marked  depression,  persistent 
noisiness,  resistiveness  and  disturbing  be- 
wilderment, delusions  and  hallucinations. 

Not  all  emotional  disturbances  are  a part 
of  deterioration.  Frequently  one  sees  psy- 
choneurotic disturbances  occurring  in  later 
life.  There  are  certain  conditions  which 
seem  to  predispose  to  psychogenic  disorders. 
The  most  important  of  these  are: 

1.  Concern  over  health,  whether  actual  or 
exaggerated. 

2.  Worry  over  finances  and  fear  of  losing 
security. 

3.  Loneliness  and  fear  of  not  being  want- 


ed. 

4.  Feelings  of  having  outlived  one’s  use- 
fulness. 

5.  Fear  of  losing  the  place  formerly  en- 
joyed in  the  community. 

The  common  external  precipitating  factors 
of  neurosis  in  the  aged  are: 

1.  Death  of  husband  or  wife. 

2.  Threatened  disability  from  real  physi- 
cal disorders. 

3.  Less  frequently,  problems  resulting 
from  loss,  retirement,  breaking  up  the 
home  and  the  necessity  of  moving  into 
a new  and  strange  environment. 

The  major  share  of  the  preventative  side 
of  geriatric  care  must  be  carried  out  bjr  the 
family.  They  must  be  taught  the  nature  of 
the  patient’s  psychological  needs.  These 
have  been  delineated  by  Laycock1  as  “the 
need  for  affection.”  This  is  marked,  and 
frequently  his  own  mate  or  many  of  his 
friends  or  associates  of  his  own  age,  and 
even  some  of  his  children,  have  died  and  are 
no  longer  near  him.  Those  about  him  must 
provide  him  with  a feeling  of  emotional 
security.  If  they  do  not,  the  aged  person 
seeks  to  gain  attention,  usually  without  real- 
izing it,  by  exaggerating  his  physical  illness 
and  other  handicaps  and  by  complaining 
that  no  one  ever  tells  him  anything,  that  no 
one  cares  for  him,  and  the  like. 

He  feels  strongly  the  need  for  belonging. 
The  older  person  must  be  made  to  feel  that 
he  is  a wanted  member  of  a group,  ideally 
the  family  group.  The  younger  members 
of  the  family  should,  whenever  possible,  in- 
clude the  older  person  in  their  activities. 
Where  this  is  not  feasible  he  should  be  in- 
formed in  advance  what  the  others  plan  to 
do  and  why  he  cannot  participate  in  the 
activities. 

The  loss  of  independence  is  very  difficult 
for  anyone  to  accept.  The  older  person  loses 
much  of  his  feelings  of  independence  when 
he  is  forced  to  give  up  his  life’s  work.  Chil- 
dren err  as  often  in  the  matter  of  overpro- 
tection as  they  do  in  failing  to  show  af- 
fection. The  older  person  resents  being 
watched  closely,  being  told  to  be  sure  to 
dress  warmly,  to  stay  out  of  the  rain,  to 
stay  out  of  the  sun,  to  eat  more,  to  eat  less, 
and  the  like.  These  admonitions  should  be 
kept  at  the  minimum  consistent  with  not 
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seriously  damaging  his  health  or  life.  Again, 
the  older  person’s  feeling  of  dependence  is 
increased  by  telling  him  directly,  or  by  im- 
plication, that  he  is  not  wanted  in  the  home, 
that  he  is  being  tolerated  there,  or  that  he 
should  be  happy  that  his  family  is  making 
such  a sacrifice  to  give  him  a “good  home.” 
The  aged  person  should,  wherever  possible, 
maintain  his  own  residence  to  avoid  such 
emotional  strains. 

The  need  for  achievement  is  closely  con- 
nected with  employment  and  other  work  or 
activities,  such  as  hobbies,  in  which  the  older 
person  may  engage.  Failure  to  attain  some 
degree  of  success  in  such  outlets  leads  to 
maladjustment  or  more  severe  reaction. 

The  need  for  recognition  and  approval  is 
tied  in  with  accomplishment  and  usefulness. 
Whenever  the  older  person  does  enter  into 
activity  he  should  be  complimented  by  those 
about  him.  If  the  only  accomplishments  he 
can  point  to  are  those  of  the  past — hear  him 
out,  even  though  the  story  has  been  heard 
many  times  before.  He  should  be  compli- 
mented on  past  achievements,  as  well  as 
present  ones. 

In  dealing  with  an  older  person  the  family 
must  take  an  optimistic  attitude.  In  addi- 
tion, the  physician  must  strive  to  develop  in 
an  aged  person  a sense  of  hopefulness  and 
confidence  and  a philosophical  attitude  of 
life.  The  oldster,  inclined  to  be  set  in  his 
ways,  may  not  respond  well  to  direct  sug- 
gestion. However,  the  physician  has  the 
position  of  authority  and  responsibility  and 
the  elderly  person  is  apt  to  heed  his  recom- 
mendations if  they  are  given  in  an  indirect 
manner. 

There  are  some  basic  rules  fir  guidance 
of  the  aged  which  must  be  transmitted  to 
the  children  and  relatives  of  old  people: 


Never  should  a couple  be  separated.  The 
aged  should  be  encouraged  to  continue  their 
friendships  and  to  form  new  ones.  They 
should  be  given  a chance  to  be  useful  in  the 
household.  They  should  be  encouraged  to 
be  neat  in  dress  and  personal  appearance. 
Nothing  is  so  flattering  to  the  aged  as  to 
seek  their  advice.  They  should  receive  some 
spending  money,  preferably  as  a reward  for 
duties  performed  or  under  some  scheme  that 
would  suggest  that  it  was  due  them,  such  as 
a loan  on  which  high  interest  is  paid.  No 
house  is  big  enough  to  hold  two  families, 
therefore,  the  aged  are  best  off  in  their  own 
homes;  but,  if  infirmity  necessitates  removal 
into  the  house  of  a relative,  then  the  room 
assigned  to  them  should  be  furnished,  as 
far  as  possible,  with  things  from  the  old 
home,  that  is:  pictures,  their  favorite  chair 
or  desk  as  ties  with  the  past.  That  room  is 
their  palace,  never  to  be  entered  save  with 
their  permission.  Above  all,  the  aged  should 
be  shown  affection.  They  are  happiest  in 
their  knowledge  that  they  are  loved  and 
welcome. 

If  we,  as  physicians,  can  transmit  this 
information  to  the  relatives  and  to  the  fam- 
ilies of  the  elderly  person  we  might  not  add 
many  years  to  the  aged  person’s  life,  but  we 
would  certainly  add  life  to  their  remaining 
years. 
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MANAGEMENT  OF  THE  AGED  SURGICAL  PATIENT* 


BENJAMIN  F.  BYRD,  JR.,  M.D.,j-  Nashville,  Term. 

It  would  not  be  possible  nor  profitable  for 
this  group  to  attempt  to  cover  the  entire 
field  of  the  surgical  care  of  those  patients 
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who  fall  into  the  latter  decades  of  life.  In 
general  the  problems  and  care  of  these  pa- 
tients are  not  different  from  those  of  a 
younger  person.  However,  those  matters 
which  are  peculiar  to  old  age  and  the  prob- 
lems of  old  age  related  to  surgical  dis- 
eases should  have  some  special  considera- 
tion. For  the  purpose  of  organization  I 
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shall  divide  this  subject  into  three  major 
groups.  First,  those  factors  related  to  diag- 
nosis and  preoperative  management;  second, 
the  care  of  the  patient  in  the  operating  room; 
and  last,  postoperative  care  and  attendant 
problems. 

Examination  and  Diagnosis 

Certainly,  age  alone  does  not  exempt  the 
individual  from  the  need  for  a complete 
physical  examination  and  routine  laboratory 
studies  of  blood,  stool,  and  urine.  Any  sur- 
gical procedure  must  be  preceded  by  a gen- 
eral evaluation  of  the  patient  although 
there  may  be  no  other  presenting  com- 
plaints. This  will  both  protect  the  operator 
from  subsequent  embarrassing  disclosures, 
such  as  diabetes  mellitus,  anemia  due  to 
chronic  blood  loss,  or  incipient  gangrene  of 
an  extremity,  and  may  earn  for  him  well 
justified  praise  for  being  thorough  and  for 
having  picked  up  a malignancy  at  an  opera- 
ble and  curable  stage.  The  elderly  surgical 
patient  frequently  has  a mild  hypochromic 
anemia  which  may  be  the  result  of  a gradual 
recession  of  blood  forming  organs,  or  of  a 
prolonged  dietary  deficiency,  the  manifesta- 
tion of  eating  habits  or  digestive  disturb- 
ances. In  addition  there  is  an  associated 
diminution  in  plasma  volume  which  results 
in  a stage  bordering  on  “chronic  shock.”  If 
these  are  allowed  to  persist  until  the  time 
of  operation,  replacement  of  minimal  blood 
loss  with  blood  substitutes,  as  is  the  custom 
in  a younger  person,  may  result  in  an  unex- 
plained fatality,  truly  as  a result  of  inade- 
quate circulating  red  blood  cells.  If  prac- 
tical, the  correction  of  this  state  by  oral 
preparations  may  be  employed,  but  if  in  the 
urgency  of  the  situation  time  becomes  a 
factor  transfusion  with  whole  compatible 
blood  must  be  resorted  to  prior  to  surgery. 
It  might  be  well  to  make  the  point  at  this 
time  that  it  is  much  easier  to  keep  an  elderly 
patient  out  of  a state  of  peripheral  vascular 
collapse  than  it  is  to  restore  circulatory  bal- 
ance once  it  has  been  lost.  Examination  of 
the  urine  is  important  for  the  reasons  most 
commonly  thought  of,  but  there  is  one  deter- 
mination which  is  of  unusual  importance  in 
the  older  person  and  that  is  the  specific 
gravity.  This  determines  a preoperative 
base  line  which  may  be  used  as  a guide  to 
renal  status  during  the  postoperative  pe- 


riod. The  presence  of  abnormal  findings  in 
the  urine  may  lead  to  further  investigation 
with  respect  to  diabetes  mellitus,  chronic 
infection,  acid-base  imbalance,  and  the  like. 

The  problem  of  diagnosis  in  the  elderly 
patient  is  complicated  by  many  of  the  fac- 
tors which  have  been  brought  out  by  my 
colleagues  who  have  discussed  the  psychi- 
atric and  medical  phases  of  Geriatric  Care. 
There  are  two  points  I should  like  to  make. 
Elderly  people,  while  given  in  some  in- 
stances to  petty  complaints  and  annoyances, 
are  not  as  sensitive  to  real  pain  as  younger 
persons,  and  since,  in  addition  to  this  rela- 
tive insensitivity  to  pain,  they  have  a 
diminished  response  to  infection  or  chem- 
ical irritation,  the  pattern  of  conditions 
such  as  appendicitis,  perforated  ulcer,  acute 
cholecystitis  and  other  intra-abdominal  ca- 
tastrophes is  considerably  altered.  The 
consequences  of  delayed  surgical  interven- 
tion are  grave  and  for  that  reason  watchful 
waiting  to  see  “if  appendicitis  is  developing” 
is  difficult  to  justify,  for  the  initial  symp- 
toms of  appendicitis  or  cholecystitis  may  be 
those  resulting  from  a perforation  of  the 
viscus  concerned.  This  diminished  response 
to  pain  may  also  be  seen  in  the  person  who 
presents  himself  to  the  physician  with  a 
massive  area  of  tissue  death  in  an  extremity. 
The  second  variant  of  diagnostic  procedures 
in  elderly  individuals  is  the  increased  diffi- 
culty of  roentgenologic  diagnosis.  This  is 
the  result  of  the  inability  of  the  patient  to 
cooperate  in  radio-opaque  techniques,  and 
chest  examination  because  of  weakness  or 
impairment  of  the  senses.  The  changes  of 
aging  which  are  seen  in  the  bony  skeleton 
make  difficult  the  diagnosis  of  fractures  and 
metastatic  disease,  and  indeed  many  frac- 
tures of  the  femoral  neck  have  been  passed 
over  in  the  interpretation  of  x-ray  studies 
of  the  involved  joint.  In  the  old  person 
there  is  normally  air  in  the  small  bowel  and 
the  normal  small  bowel  pattern  on  barium 
meal  may  be  the  same  in  the  old  person  as 
the  pattern  of  nutritional  deficiency  in  a 
younger  individual.  This  difficulty  in  the 
radiographic  and  fluoroscopic  demonstra- 
tion of  lesions  takes  from  the  surgeon  one  of 
his  most  valuable  aids  and  makes  more  im- 
portant than  ever  the  fundamental  history, 
physical,  and  laboratory  studies. 
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Care  at  Operation 

The  second  phase  of  our  discussion  con- 
cerns the  care  of  the  patient  in  the  operating 
room.  For  many  years  it  was  the  choice  of 
the  physician  to  say  that  any  given  indi- 
vidual might  be  too  old  to  be  operated  upon. 
Such  is  not  the  case  for  we  are  being  con- 
fronted repeatedly  with  individuals  who 
have  survived  many  years  of  life  and  are 
prepared  to  pass  several  more  if  relief  from 
some  particular  condition  can  be  offered. 
The  choice  of  the  procedure  to  be  carried 
out  requires  a certain  philosophy  as  well  as 
technical  skill  on  the  part  of  the  operator. 
A patient  may  be  so  old  that  the  type  of 
surgery  that  might  be  carried  out  on  a 
younger  individual  is  not  required  nor  even 
advisable.  The  newer  surgical  techniques 
are  in  general  more  hazardous  to  life  than 
are  some  of  the  older  operations.  This  is 
certainly  true  for  those  older  operations 
which  have  fallen  into  disrepute  because 
they  were  not  sufficiently  radical.  Two  in- 
stances in  particular  are  cholecystostomy 
which  has  been  replaced  by  surgical  re- 
moval of  the  gallbladder  and  simple  mas- 
tectomy for  carcinoma  which  has  been  re- 
placed by  radical  operation  with  axillary 
node  dissection.  The  elderly  individual  who 
probably  will  not  live  to  suffer  from  re- 
current stones  or  to  develop  the  multifold 
difficulties  of  metastatic  mammary  cancer 
does  not  need  the  more  radical  and  hazard- 
ous operation;  rather  the  most  simple  one 
which  offers  immediate  relief  and  comfort 
is  the  most  suitable.  Such  thinking  must 
determine  the  operation  of  choice  in  the 
geriatric  patient  rather  than  abandoning  the 
patient  as  too  poor  a surgical  risk. 

Having  selected  the  procedure  best  suited 
to  the  patient’s  needs  the  surgeon  must 
choose  the  best  anesthetic  for  the  necessary 
surgery.  In  general,  this  agent  should  be 
adequate  for  the  extent  of  the  surgery  to  be 
done,  it  should  be  the  simplest  of  the  ade- 
quate agents  and  should  be  adjusted  to  the 
patient’s  general  condition.  As  an  example 
of  such  choice,  a patient  who  has  had  severe 
coronary  disease  would  be  better  served  by 
an  agent  other  than  a spinal  anesthetic,  for 
even  with  drugs  available  for  supporting 
blood  pressure  there  is  often  a drop  in  sys- 
tolic pressure  which  may  produce  cardiac 


ischemia  and  recurrence  of  coronary  in- 
sufficiency. Should  the  individual  have  some 
pulmonary  disease  it  is  advisable  where 
possible  to  use  agents  not  associated  with 
diminished  respiratory  exchange  and  where 
a high  oxygen  tension  may  be  maintained 
in  the  inspired  gases.  Endotracheal  tubes 
should  be  used  where  a general  anesthetic 
is  required,  both  to  maintain  an  adequate 
air  way  and  also  to  permit  thorough  suction- 
ing of  the  respiratory  passages  at  the  con- 
clusion of  the  operation.  This  evacuation  of 
mucus  from  the  respiratory  tract  is  the  most 
effective  single  method  of  preventing  post- 
operative atelectasis  and  pneumonia.  Local 
anesthesia  is  always  the  route  of  choice  if 
it  is  applicable  but  there  are  no  special 
dangers  associated  with  nitrous  oxide  in- 
duction and  ether  anesthesia  in  elderly  in- 
dividuals. 

The  surgeon  who  assumes  the  responsibil- 
ity for  operating  on  an  elderly  individual 
must  realize  that  there  is  a slowing  of  re- 
parative processes  in  old  age.  The  operative 
suture  lines  will  heal  more  slowly.  This  re- 
quires the  most  meticulous  and  careful 
handling  of  tissue,  hemostasis  and  accurate 
approximation  of  tissues  during  closure. 
Other  than  these  simple  things  there  are 
no  special  requirements  of  technique. 

Fluid  requirements  and  replacements 
must  be  met  in  the  operating  room.  As  I 
have  pointed  out  before,  adequate  quantities 
of  whole  blood  must  be  available  and  must 
be  used  exclusively  to  replace  blood  loss. 
A moderate  amount  of  5 percent  dextrose 
and  saline  may  be  administered  but  this 
should  be  kept  to  a minimum.  It  is  better 
to  keep  the  patient  slightly  dehydrated  and 
in  a minimal  chloride  deficiency  rather  than 
accept  the  risks  of  salt  and  water  retention 
and  resultant  cardiac  overloading.  The 
surgeon  should  remember  that  there  is  no 
substitute  for  a competent  anesthetist  in 
whom  he  may  place  his  confidence  to  main- 
tain an  accurate  running  evaluation  of  the 
patient’s  general  condition.  The  first  evi- 
dence of  increased  strain  on  the  aged  cardio- 
vascular system  is  the  rising  pulse  rate  and 
this,  if  apprehended  before  systolic  pressure 
fades,  may  give  warning  in  time  to  institute 
adequate  restorative  measures. 
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Postoperative  Care 

The  final  phase  of  geriatric  surgical  care 
is  the  postoperative  period.  We  can  all  re- 
member when  the  great  threat  to  the  elderly 
surgical  patient  was  pneumonia.  It  is  our 
feeling  that  this  is  almost  without  exception 
the  result  of  an  initial  atelectasis  with  a sub- 
sequent bronchopneumonia.  As  I have 
pointed  out  this  may  be  partially  prevent- 
ed by  adequate  evacuation  of  mucus  in  the 
operating  room.  However,  it  the  patient 
develops  repeated  atelectasis  the  use  of  a 
simple  tracheal  catheter  and  suction 
machine  will  produce  coughing  in  the  most 
recalcitrant  individual.  It  may  be  that  the 
suction  will  evacuate  the  mucus  but  it  is 
certain  that  the  catheter  will  produce  the 
coughing.  This  should  be  used  without 
hesitation  and  requires  no  particular  skill 
or  technic.  Any  factor  that  reduces  the 
vital  capacity  should  be  avoided.  The  use 
of  a Levine  tube  with  constant  gastric  suc- 
tion will  prevent  postoperative  distention 
and,  other  than  the  associated  sore  throat, 
has  no  ill  effects.  Probably  it  has  additional 
benefit  in  that  it  keeps  the  patient  agitated 
and  complaining,  giving  him  some  sense  of 
anticipation  toward  the  actual  relief  of  their 
annoyance.  This  also  reduces  the  hazard  of 
aspiration  and  associated  cardiac  arrest  or 
atelectasis. 

The  matter  of  fluid  balance  in  elderly 
patients  is  a problem  since,  after  major 
surgery,  they  are  often  not  able  to  take 
fluids  orally.  The  intravenous  route  of  ad- 
ministration of  fluids  postoperatively  is  most 
generally  used.  While  being  the  most  widely 
accepted  it  is  also  the  most  dangerous  in  that 
it  adds  immediately  to  circulating  blood  vol- 
ume, and  for  this  reason  all  intravenous 
fluids  should  be  given  slowly.  This  is 
especially  true  of  those  preparations  which 
contain  added  vitamins,  or  protein  hydrol- 
ysates. To  repeat,  the  elderly  patient  should 
be  maintained  in  a moderate  state  of  de- 
hydration and  of  chloride  deprivation.  If 
renal  function  is  adequate  death  from 
uremia  can  always  be  avoided  and  at  worst 
is  slow  and  allows  time  for  contemplation, 
but  the  patient  in  circulatory  failure  from 
overloading  with  water  and  salt  offers  an 
immediate,  pressing  and  distressing  prob- 
lem. For  that  reason,  if  the  patient  is  ade- 


quately hydrated  at  the  time  of  operation, 
during  the  first  week  after  surgery  not  over 
800  cc.  of  fluids,  in  excess  of  fluid  output 
through  renal  and  gastric  loss,  should  be  ad- 
ministered daily.  It  should  be  remembered 
that  there  is  a temporary  renal  suppression 
after  major  surgery  in  the  geriatric  patient 
which  lasts  approximately  48  hours  and  this 
cannot  be  relieved  by  an  inpouring  of  fluids 
parenterally. 

Parenteral  fluids  should  contain  some 
form  of  protein  hydrolysate  daily  so  that 
the  patient  will  not  be  forced  to  exist  on  his 
limited  store  of  body  protein,  and  in  addi- 
tion a slowly  administered  ethyl  alcohol 
solution  relieves  postoperative  discomfort, 
furnishes  calories  and  reduces  the  amount 
of  sedation  required.  The  administration  of 
postoperative  fluids  should  also  be  used  as 
a means  of  giving  some  multiple  water  solu- 
ble vitamin  preparation  containing  the  B 
complex  and  especially  Vitamin  C. 

The  use  of  sedatives  in  postoperative 
geriatric  patients  should  be  commented  up- 
on in  passing.  The  use  of  barbiturates  is  to 
be  condemned.  The  use  of  opiates  should 
be  restricted  to  an  absolute  minimum  and 
never  given  in  doses  of  greater  than  1/6 
grain  (10  mg.)  of  morphine  or  its  equivalent. 
If  anything  is  required  for  rest  the  safest 
medications  in  small  quantities  are  chloral 
hydrate  and  paraldehyde.  Bromides  may  be 
employed  for  short  periods  of  time.  How- 
ever, the  elderly  patient  should  be  left  with- 
out the  doubtful  benefits  of  sedatives  in  so 
far  as  is  possible,  and  I advise  instead  en- 
couragement and  explanation. 

The  final  problem  is  that  of  ambulation 
and  venous  thrombosis.  There  are  at  this 
time  no  adequate  direct  preventive  measures 
to  be  taken  to  avoid  phlebothrombosis  in 
the  postoperative  period.  The  institution  of 
passive  exercise  of  the  extremities  during 
the  period  of  anesthesia  and  then  of  active 
calf  exercises  is  probably  the  most  effective 
measure  to  prevent  thrombosis.  The  patient 
should  be  instructed  in  this  and  directed  to 
exercise  every  fifteen  minutes  while  awake. 
The  critical  point  is  actually  not  early  am- 
bulation but  early  exercise.  Even  though 
the  patient  may  be  flat  in  bed,  he  may  con- 
tinue to  carry  out  regular  exercise.  If  the 
need  is  explained,  elderly  people  will  be 
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found  most  cooperative  even  at  the  expense 
of  some  personal  discomfort. 

Summary 

I have  touched  on  only  a few  of  the  prob- 


lems peculiar  to  surgery  in  the  geriatric  age 
group,  but  I believe  that  these  ideas  will  be 
helpful  and  may  bring  a new  interest  in 
what  has  been,  in  the  past,  a seemingly 
dreary  and  unproductive  field. 


Hypertension  Following  the  Use  of  Various  Oxy- 
tocics.  Carvalho,  M.  A.,  Ahearn,  R.  E.,  Watrous, 
J.  B.,  and  Rienzo,  J.  S.  Am.  J.  Obst.  & Gynee., 
65:282,  1953. 

As  a result  of  the  observation  of  nausea,  vom- 
iting, severe  headache,  and  a sharp  rise  in  blood 
pressure  immediately  post-partum,  chiefly  occur- 
ring in  association  with  low  spinal  anesthesia, 
oxytocics  were  finally  deduced  to  be  the  cause  of 
these  symptoms  since  no  other  cause  could  be 
demonstrated.  Moreover  intravenous  ergotoxine 
and  ergotamine  have  been  shown  to  cause  an 
abrupt  rise  in  blood  pressure  due  to  action  on 
peripheral  vessels. 

The  present  study  was  initiated  to  determine 
the  incidence  of  these  side  reactions  following  the 
use  of  ergonovine  alone  or  in  combination  with 
Pituitrin,  and  of  Methergine.  Consecutive  unse- 
lected cases  were  used  and  the  admission  blood 
pressure  was  used  as  a base  line  and  subsequent 
pressures  were  taken  at  frequent  intervals  after 
injection  of  the  oxytocic  or  after  delivery  if  no 
oxytocic  was  used.  A diastolic  or  systolic  blood 
pressure  rise  of  20  mm.  of  mercury  or  more  was 
considered  significant.  Methergine  or  ergonovine 
was  given  intravenously  with  delivery  of  the  an- 
terior shoulder  and  intramuscularly  after  expul- 
sion of  the  placenta.  When  Pituitrin  and  ergono- 
vine were  given  intramuscularly,  the  former  was 
given  with  delivery  of  the  anterior  shoulder  and 
the  latter  after  delivery  of  the  placenta. 

In  100  cases  no  oxytocic  was  used,  in  100  cases 
ergonovine  was  used  alone,  in  266  cases  Mether- 
gine alone,  and  216  Pituitrin  and  ergonovine  were 
used  together.  In  the  control  group  20%  showed 
a significant  blood  pressure  elevation,  while  only 
7%  had  a pressure  rise  above  140  mm.  systolic  or 


90  mm.  diastolic.  These  pressure  readings  are 
considered  as  the  upper  limits  of  normal.  In  the 
ergonovine  series,  8%  had  a significant  pressure 
elevation  and  only  6%  rose  above  the  upper  limits 
of  normal.  In  the  Pituitrin  and  ergonovine  series, 
13.991  demonstrated  a significant  pressure  rise 
while  12.5%  reached  140/90  and  4.6%  developed 
severe  reactions.  In  patients  receiving  Mether- 
gine alone,  11.6%  developed  a significant  blood 
pressure  elevation  and  9.8%  reached  or  exceeded 
the  upper  limits  of  normal.  Only  2.3%  developed 
severe  reactions.  In  75  patients  who  had  a blood 
pressure  140/90  or  more  on  admission,  one  of  the 
ergonovine  series,  four  of  the  Methergine  group 
and  five  of  the  Pituitrin  and  ergonovine  series 
developed  a further  significant  blood  pressure  ele- 
vation. Seven  of  these  10  patients  developed  se- 
vere reactions.  The  lack  of  severe  reactions  in 
this  ergonovine  series  (in  a previous  series,  the 
incidence  was  5 9/ ) suggests  that  further  study  of 
this  drug  is  indicated. 

In  regard  to  the  type  of  anesthesia  used,  13.4% 
of  those  receiving  conduction  and  9.5%  of  those 
receiving  ether  with  or  without  local  anesthesia 
have  a significant  blood  pressure  rise.  There  were 
more  severe  reactions  with  the  conduction  anesthe- 
sia group  (3.2%)  as  compared  with  a 1.9%  inci- 
rence  with  general  anesthesia.  No  definite  conclu- 
sions, however,  can  be  drawn  from  this  group  of 
cases  as  to  the  role  of  conduction  anesthesia  in  the 
production  of  these  reactions. 

To  prevent  these  undesrred  reactions  one  can 
reduce  the  dosage  of  the  drugs,  withhold  the  use 
of  the  oxytocics  when  not  needed,  use  the  oral 
route  for  therapy  unless  bleeding  is  excessive,  or 
by  being  careful  with  the  use  of  these  drugs  in 
patients  with  hypertension  or  toxemia.  (Abstract- 
ed by  Milton  Smith  Lewis,  M.D.,  Nashville,  Tenn.) 
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Labrynthine  vertigo  is  a common  symptom  encountered  in  the  practice 
of  medicine.  Fortunately  it  is  usually  of  a relatively  mild  form,  or  if 
more  severe  merely  recurrent.  Medical  or  symptomatic  treatment 
usually  suffices  to  control  this  complaint.  The  rare  incapacitating  and 
intractable  cases  require  a surgical  attack  as  described  in  this  paper. 

THE  SURGICAL  TREATMENT  OF  MENIERE'S  SYNDROME* 


W.  G.  KENNON,  JR.,  M.D.,  Nashville,  Tenn. 

This  essay  will  not  be  concerned  with  the 
diagnosis  of  Meniere’s  syndrome.  In  those 
patients  in  whom  surgical  treatment  is  un- 
der consideration  the  diagnosis  has  already 
been  well  established,  and  medical  treat- 
ment has  been  exhaustive  and  to  no  avail. 
It  is  sufficient  to  say  that  the  cardinal  symp- 
toms of  labyrinthine  vertigo  are:  a false 
sense  of  motion,  impairment  of  hearing  and 
tinnitus.  In  the  differential  diagnosis  cere- 
bellopontine angle  tumors  must  be  ruled 
out. 

It  has  been  established  histologically  that 
the  pathological  change  that  takes  place  in 
the  symptom  complex  commonly  known  as 
Meniere’s  syndrome  is  a dilatation  of  the 
endolymphatic  system.1  This  phenomenon 
is  presumably  caused  by  an  increased  pro- 
duction of  endolymph,  diminished  resorp- 
tion or  a combination  of  both. 

The  treatment  of  Meniere’s  syndrome  is 
in  most  instances  a medical  problem  and 
treatment  is  directed  toward  correcting  the 
pathological  physiology.  However,  there 
are  occasional  instances  of  severe,  intract- 
able dizziness  where  medical  treatment 
fails  to  give  relief.  It  is  in  such  instances 
that  some  type  of  surgical  intervention  is 
indicated. 

Surgical  Methods 

The  most  common  operative  procedure 
has  been  partial  or  complete  section  of  the 
8th  cranial  nerve  as  performed  by  Dandy. ; 1 
This  procedure  relieves  vertigo.  However, 
a follow-up  study'1  on  Dandy’s  patients  re- 
veals that  tinnitus  was  relieved  in  little  more 
than  one-third  of  the  cases,  and  that  the 
procedure  was  attended  by  a 1.7  per  cent 
incidence  of  permanent  facial  paralysis. 


Read  before  the  Meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  13,  1953,  Memphis. 


Hearing  was  preserved  in  one-third  of  the 
patients  in  whom  only  the  labyrinthine  por- 
tion of  the  nerve  was  sectioned.  This  pres- 
ervation of  hearing  is  the  strongest  argu- 
ment in  favor  of  intracranial  section  of  the 
labyrinthine  nerve. 

Another  intracranial  procedure  is  that  ad- 
vocated by  Portmann.11  In  this  operation 
the  middle  fossa  is  entered  and  the  endo- 
lymphatic sac  is  incised  between  the  layers 
of  the  dura.  This  creates  a fistula  which 
drains  the  labyrinth  of  endolymph  and  re- 
sults in  a non-functioning  labyrinth.  This 
operation  has  been  criticised  because  of  the 
difficulty  in  locating  the  saccus  endolym- 
phaticus,  and  because  of  the  danger  of  injury 
to  the  lateral  sinus  in  the  event  this  vessel 
has  an  anterior  location.  In  many  instances 
this  operation  has  failed  to  give  permanent 
relief  from  dizziness.  This  is  probably  due 
to  closure  of  fistula  created  in  the  saccus. 

The  mastoid  approach  to  the  labyrinth  is 
familiar  to  most  otologists  and  is  a less 
formidable  surgical  procedure  than  the  in- 
tracranial operations.  Operative  mortality 
should  be  almost  nil  and  morbidity  and 
hospitalization  are  of  shorter  duration.7 
Cawthorne'-'  enters  the  horizontal  semicircu- 
lar canal  and  avulses  the  membranous  canal 
with  a fine  forceps.  He  reports  excellent 
results  as  far  as  vertigo  is  concerned.  The 
relief  from  tinnitus  is  more  variable,  and 
hearing  is  lost  in  the  majority  of  cases.  Mol- 
lison"  opens  the  horizontal  semicircular  ca- 
nal with  a gouge  and  injects  a few  drops  of 
alcohol  into  the  vestibule  to  destroy  the 
membranous  labyrinth.  Wright13  reported 
60  cases  in  which  he  injected  the  vestibule 
with  alcohol  through  the  footplate  of  the 
stapes,  obtaining  improvement  in  55  as  far 
as  vertigo  was  concerned.  Lempert8  re- 
moves the  stapes  and  enlarges  the  round 
window.  He  claims  aseptic,  complete  laby- 
rinthine degeneration  from  this  operation. 
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Day5  opens  the  horizontal  semicircular  canal 
and  introduces  a fine  needle  into  the  vesti- 
bule. The  membranous  labyrinth  is  then 
destroyed  by  means  of  a weak  coagulating 
current.  He  reports  complete  relief  of  ver- 
tigo in  the  cases  of  unilateral  Meniere’s 
syndrome. 

Other  recent  approaches  to  the  problem 
have  involved  the  sympathetic  nervous  sys- 
tem. Passe10  removes  the  superior  cervical 
sympathetic  ganglia  and  divides  the  pregan- 
glionic fibers  of  T-l  and  T-2,  strips  the  sym- 
pathetic fibers  from  the  vertebral  artery  and 
divides  the  artery.  The  relief  of  symptoms 
from  the  operation  is  supposedly  brought 
about  by  the  inhibition  of  vasoconstrictor 
impulses  to  the  blood  vessels  of  the  ear,  re- 
sulting in  a more  stable  supply  of  blood. 
Good  results  have  not  been  uniformly  per- 
manent in  the  cases  treated  in  this  manner 
by  other  surgeons.  The  procedure  results 
in  no  hearing  loss,  however,  and  is  worthy 
of  further  consideration  and  investigation. 
Rosen12  makes  a trans-tympanic  membrane 
approach  and  strips  Jacobsen’s  plexus  from 
the  promontory  after  the  technique  of  Lem- 
pert.  He  also  sections  the  chorda  tympani 
nerve.  This  procedure  requires  only  two  or 
three  days  in  the  hospital  and  the  patient 
returns  to  normal  activity  after  eleven  to 
fourteen  days.  Again,  results  in  the  hands 
of  other  surgeons  have  not  been  as  promis- 
ing, but  the  simplicity  of  the  technique  and 
the  low  morbidity  make  it  worthy  of  further 
study. 

The  factors  to  be  considered  in  choosing 
one  among  the  available  surgical  procedures 
for  the  relief  of  labyrinthine  vertigo  are: 

(1)  Reliability  in  relieving  vertigo. 

(2)  Safety  and  freedom  from  undesirable 
complications. 

(3)  Preservation  of  hearing. 

(4)  Relief  of  tinnitus. 

Preservation  of  hearing  is  accomplished 
in  the  great  majority  of  the  cases  when  sec- 
tion of  the  labyrinthine  portion  of  the  8th 
cranial  nerve  is  done.  In  the  case  of  bilat- 
eral labryinthine  hydrops  this  is  the  method 
of  choice.  The  fact  that  it  is  an  intracranial 
operation  with  longer  morbidity  and  the 
danger  of  facial  paralysis  make  other  oper- 
ations preferable  in  the  cases  of  unilateral 
involvement.  Operations  on  the  cervical 


sympathetic  ganglia  and  on  Jacobsen’s  plex- 
us have  not  proven  reliable  in  the  hands  of 
all  surgeons.  For  these  reasons  the  surgical 
procedure  of  choice  at  the  present  time  in- 
volves one  of  the  techniques  of  destruction 
of  the  membranous  labyrinth  as  described 
above.  Destruction  of  the  labyrinth  is  re- 
liable insofar  as  the  relief  of  vertigo  is  con- 
cerned. It  usually  results  in  hearing  loss, 
so  is  not  advisable  in  instances  of  bilateral 
labyrinthine  involvement.  It  is  a safe  pro- 
cedure with  little  likelihood  of  undesirable 
complications,  and  has  a short  period  of 
morbidity.  The  relief  from  tinnitus,  as  with 
the  other  operations,  is  variable  and  cannot 
be  relied  upon. 

In  the  following  cases  the  Day  technique 
of  electrocoagulation  of  the  involved  laby- 
rinth was  followed.  In  view  of  the  fact  that 
there  have  been  recent  reports  of  occasional 
injury  to  the  facial  nerve  from  this  proce- 
dure, it  is  planned  that  a technique  of  me- 
chanical avulsion  of  the  membranous  laby- 
rinth will  be  followed  in  the  future. 

Case  Reports 

There  are  three  cases  to  be  presented. 

Case  1.  The  first  is  that  of  a 45  year  old  sales- 
man with  a history  of  frequent  attacks  of  dizziness 
over  a 4 year  period.  These  attacks  had  gradually 
increased  in  frequency,  severity  and  duration  un- 
til he  had  been  almost  totally  incapacitated  for  a 
period  of  12  months  prior  to  his  hospital  admis- 
sion. Tinnitus  appeared  in  the  left  ear  at  the  time 
of  his  first  attack  and  had  been  present  ever  since. 
Tinnitus  and  hearing  loss  in  the  left  ear  increased 
in  severity  during  each  attack.  He  was  afraid  to 
walk  without  a constant  attendant  and  could  not 
drive  his  automobile.  He  spent  most  of  his  time 
in  bed  or  in  a chair.  Various  forms  of  medical 
treatment  had  been  tried  to  no  avail.  These  in- 
cluded histamine  intravenously,  nicotinic  acid,  de- 
hydration therapy  and  eustachian  tube  inflations. 
In  the  hospital  the  patient  was  studied  extensively 
in  order  to  ascertain  the  cause  of  his  attacks  of 
vertigo.  X-ray  films  of  the  skull,  encephalograms, 
electro-encephalograms  and  neurological  exami- 
nations revealed  nothing  abnormal.  An  audiogram 
revealed  a severe  perceptive  deafness  in  the  left 
ear.  Caloric  and  Barany  rotation  tests  showed  no 
significant  difference  in  response  of  the  two  laby- 
rinths. A diagnosis  of  Meniere’s  syndrome  was 
made. 

Due  to  the  incapacitating  nature  of  the  patient’s 
disorder  it  was  decided  that  electrocoagulation  of 
the  left  membranous  labyrinth  should  be  tried. 
This  procedure  was  done  on  July  1,  1948.  Post- 
operatively,  there  was  an  initial  period  of  rather 
marked  dizziness.  This  lasted  5 days.  Thereafter 
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the  patient  experienced  almost  complete  freedom 
from  dizziness  for  one  year.  He  was  able  to  re- 
sume his  occupation  and  usual  activities.  About 
one  year  after  operation  he  experienced  a series 
of  similar  but  less  severe  attacks.  These  were 
controlled  by  sedation  with  barbiturates.  He  has 
now  gone  almost  5 years  since  operation  without 
further  trouble. 

Case  2.  A 74  year  old  woman  was  well  until 
March,  1950.  At  this  time  she  developed  a mass 
in  her  right  breast  which  proved  to  be  carcinoma 
with  metastases  to  the  axilla.  A simple  mastec- 
tomy was  done.  After  her  operation  she  was 
treated  extensively  with  the  X-ray  and  male  sex 
hormones.  At  this  time  she  began  to  have  attacks 
of  severe  dizziness.  Mild  attacks  prior  to  opera- 
tion had  been  controlled  by  the  use  of  nicotinic 
acid,  but  at  this  time  nicotinic  acid  failed  to  con- 
trol the  attacks.  The  patient  was  comfortable  only 
when  lying  on  her  left  side.  Turning  over  in 
bed,  even  during  sleep,  would  precipitate  a violent 
attack  of  dizziness  and  nausea.  Accompanying 
these  attacks  was  a roaring  noise  in  the  right  ear. 
Medical  treatment  in  the  form  of  Dramamine, 
histamine  desensitization,  antihistamine  drugs, 
Jacobsen’s  solution,  low  salt  diet  and  fluid  restric- 
tion, and  ammonium  chloride  were  to  no  avail. 
Sedation  with  Demoral  and  atropine  alleviated 
the  symptoms  slightly. 

In  December,  1950,  she  was  admitted  to  the 
hospital  because  of  debilitation  and  dehydration 
due  to  persistant  vomiting.  On  this  admission  an 
attempt  was  made  to  improve  her  state  of  nutri- 
tion and  hydration.  A biopsy  was  taken  from  a 
mass  of  nodes  in  her  right  neck  and  this  proved 
to  be  metastatic  carcinoma.  X-ray  studies  of  the 
skull  at  this  time  failed  to  reveal  evidence  of 
metastases  in  this  area.  Her  petrous  bones  ap- 
peared normal. 

After  discharge  from  the  hospital  the  patient 
continued  to  experience  dizziness  and  nausea. 
This  finally  became  so  severe  and  constant  that 
by  August,  1951,  she  was  confined  permanently 
to  bed  and  could  lie  only  on  her  left  side.  The 
slightest  movement  of  her  head  percipitated  vio- 
lent dizziness  and  nausea.  Examination  at  this 
time  was  difficult  to  perform  because  of  the  pa- 
tient’s condition.  The  Weber  test  showed  refer- 
ence to  the  left  ear.  Hearing  in  the  right  ear  was 
moderately  reduced  when  tested  with  a tuning 
fork.  The  Rinne  test  was  positive  bilaterally. 
X-ray  films  of  her  skull  again  showed  nothing 
abnormal. 

It  was  decided  to  do  an  electrocoagulation  of 
the  right  labyrinth  in  an  effort  to  make  her  more 
comfortable.  This  was  done  on  August  31,  1951. 
The  post-operative  course  was  marked  by  con- 
tinued dizziness  and  nausea  for  10  days.  After 
this  her  dizziness  progressively  improved  and  she 
was  able  to  move  around  in  bed  without  precipi- 
tating an  attack.  She  was  free  thereafter  from 
violent  dizziness,  nausea  and  vomiting  until  her 
death  from  multiple  metastases  of  the  carcinoma 
in  December,  1951. 


Case  3.  A 41  year  old  farmer  began  having 
attacks  of  vertigo  6 years  prior  to  his  hospital 
admission.  These  attacks  were  infrequent  at  first, 
occurring  at  intervals  of  3 to  6 months.  Each 
attack  was  accompanied  by  a roaring  noise  in  the 
right  ear,  diminution  of  hearing,  nausea  and  vom- 
iting. Between  attacks  the  roaring  noise  dimin- 
ished but  never  disappeared  entirely,  and  each 
attack  seemed  to  increase  the  loss  of  hearing  in 
the  right  ear.  During  the  6 months  prior  to  ad- 
mission the  attacks  increased  in  severity  and  the 
interval  between  attacks  became  shorter.  At  the 
time  of  admission  he  was  almost  totally  incapaci- 
tated as  far  as  performing  his  work  as  a farmer 
was  concerned.  Any  sudden  change  of  position 
produced  a momentary  attack  of  vertigo  and  he 
was  in  constant  fear  of  a severe  attack.  Medical 
treatment  had  been  extensive  with  little  relief,  so 
he  was  admitted  to  the  hospital  for  surgical  de- 
struction of  the  affected  labyrinth. 

On  physical  examination  the  ears  appeared  nor- 
mal. The  Weber  test  was  referred  to  the  left  ear. 
The  Rinne  tests  were  positive.  An  audiogram 
showed  a severe  perceptive  deafness  on  the  right. 
X-ray  examination  of  the  skull  revealed  no  ab- 
normalities. A caloric  test  showed  a hypoactive 
right  labyrinth  as  compared  with  the  left. 

On  August  8,  1952,  the  right  membranous  laby- 
rinth was  destroyed  by  electrocoagulation,  fol- 
lowing the  Day  technique.  The  post-operative 
course  was  characterized  by  the  usual  accentuation 
of  vertigo  for  the  first  3 days.  He  was  discharged 
as  an  ambulatory  patient  on  the  5th  post-operative 
day.  Within  3 weeks  he  was  able  to  resume  his 
normal  work.  At  this  time  his  right  ear  was 
stimulated  with  40  cc.  of  ice  water  without  laby- 
rinthine response.  He  has  been  free  of  vertigo 
ever  since.  His  hearing  is  subjectively  unchanged 
and  tinnitus  is  about  the  same  as  before  operation. 

The  technique  of  this  procedure  is  a com- 
bination of  the  fenestration  and  the  simple 
mastoidectomy  operations.  A post-auricular 
approach  is  used  and  the  mastoid  antrum  is 
exposed  removing  just  enough  mastoid  cells 
to  allow  the  operator  adequate  working 
room.  The  incus,  horizontal  semicircular 
canal  and  horizontal  portion  of  the  facial 
canal  are  exposed,  but  the  posterior  bony 
canal  wall  is  not  removed.  A dental  polish- 
ing burr  is  used  to  make  a fistula  over  the 
ampullated  end  of  the  horizontal  semicir- 
cular canal.  The  membranous  labyrinth  is 
exposed  and  is  destroyed  by  a weak  coagu- 
lating current  transmitted  to  it  through  a 
25  gauge  needle  inserted  into  the  ampulla. 
The  current  is  used  for  about  5 seconds. 

Summary 

1.  Vertigo  of  labyrinthine  origin  is  occa- 
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sionally  of  such  severity  that  surgical  inter- 
vention is  required. 

2.  At  the  present  time  operations  in  which 
the  membranous  labyrinth  is  destroyed 
through  a mastoid  approach  are  favored  over 
intracranial  nerve  sections  and  operations 
on  the  sympathetic  nervous  system. 

3.  Three  cases  were  reported  in  which 
electrocoagulation  of  the  labyrinth  was  em- 
ployed with  relief  for  intractable  vertigo. 

4.  The  technique  of  electrocoagulation  of 
the  membranous  labyrinth  was  described. 
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Discussion 

W.  LIKELY  SIMPSON,  M.D.  (Memphis).  Mr. 


Chairman:  When  I received  an  invitation  to  dis- 
cuss Dr.  Kennon’s  paper  on  the  treatment  of  ver- 
tigo I was  very  much  pleased,  as  this  is  one  of 
the  important  conditions  which  the  otologist  sees 
daily  in  his  practice. 

Of  course,  it  is  understood  that  the  usual  patient 
with  vertigo  does  not  need  any  operative  proce- 
dure. However,  in  intractable  severe  vertigo 
which  is  not  relieved  by  other  means,  especially 
if  the  condition  affects  only  one  ear,  and  if  the 
hearing  is  already  very  impaired,  an  operative 
procedure  on  the  labyrinth  is  indicated. 

Section  of  the  8th  nerve  is  really  not  a procedure 
which  the  otologist  should  do.  A direct  approach 
through  the  labyrinth  is  to  be  preferred  in  the 
operative  treatment  of  vertigo.  Portman’s  opera- 
tion on  the  endolymphatic  sac  has  not  been  widely 
used  by  either  the  neurosurgeon  or  the  otologist. 
The  operation  suggested  by  Rosen,  the  trans- 
tympanic  approach  destroying  the  plexus  from  the 
promontory  also  cutting  the  tendon  of  the  stape- 
dius does  not  appeal  to  me.  I feel  a more  direct 
attack  on  the  labyrinth  is  indicated.  I have  used 
the  trans-tympanic  approach  with  the  destruction 
of  the  Jacobsen’s  plexus  for  intractable  tinnitus 
with  success.  There  is  more  justification  for  Lem- 
pert’s  procedure  on  the  labyrinth  through  the  oval 
window.  I have  not  used  the  procedure. 

Any  operation  on  the  labyrinth  is  a major  pro- 
cedure. The  7th  nerve  is  a vulnerable  structure 
and  every  precaution  should  be  taken  against  its 
injury.  Before  the  sulfonamides  and  antibiotics, 
when  suppuration  in  the  labyrinth  was  not  un- 
common in  middle  ear  infections,  the  indication 
for  an  operation  on  the  labyrinth  was  not  unusual. 
The  operative  approach  was  usually  through  the 
solid  angle  with  an  uncapping  of  the  promontory 
giving  a through  and  through  drainage. 

For  destruction  of  the  labyrinth  an  approach 
through  the  ampullar  end  of  the  horizontal  canal 
is  satisfactory.  The  canal  should  be  opened  well 
anteriorly  with  a polishing  burr  as  is  done  in  the 
fenestration  operation,  but  the  opening  should  be 
somewhat  larger.  Then  with  a forceps,  or  prob- 
ably better  with  the  ordinary  dental  broach,  the 
labyrinth  is  destroyed  by  twisting  it  out  of  its 
bed.  Day  coagulated  some  of  his  patients  with  a 
low  coagulating  current  as  Dr.  Kennon  has  done. 
Very  little  current  should  be  used  as  the  facial 
nerve  is  very  close  to  the  canal  and  may  be  in- 
jured, but  with  the  proper  care  this  procedure 
should  be  safe. 

The  cases  reported  by  Dr.  Kennon  are  typical  of 
those  needing  surgery.  Slight  or  moderate  vertigo 
even  though  not  controlled  with  the  usual  treat- 
ment are  not  cases  for  a destructive  operation  on 
the  labyrinth.  When  indicated,  as  reported  by  Dr. 
Kennon,  this  procedure  is  satisfactory  and  com- 
mendable. 


330 


September,  1953 


STAFF  CONFERENCE 


Vanderbilt  University  Hospital* 

DR.  WILLIAM  ORR:  The  case  presenta- 
tion today  is  that  of  a young  girl  who  was 
recently  on  the  medical  service.  It  is  said 
that  if  a wild  animal  is  trapped  he  will  chew 
off  his  leg  to  get  out  of  a trap.  In  a way 
the  patient  for  today  is  like  this.  In  terms  of 
the  total  situation  in  which  she  was  in- 
volved, she  lost  most  of  her  body  substance 
in  order  to  remove  herself  from  the  trap  in 
which  she  found  herself.  The  medical  his- 
tory will  be  given  by  Dr.  Blakey. 

DR.  HUBERT  BLAKEY:  This  was  the  first 
admission  of  a 22  year  old  white,  unmarried,  fe- 
male legal  secretary. 

Chief  Complaint:  “Weakness,  loss  of  appetite, 
and  trouble  with  my  periods.” 

Present  Illness:  She  had  considered  herself  in 
good  health  until  18  months  before  when  she  noted 
anorexia,  easy  fatigability,  amenorrhea,  constipa- 
tion and  weight  loss.  Her  periods  had  begun  at 
age  12,  had  always  been  somewhat  irregular,  but 
had  completely  ceased  18  months  prior  to  admis- 
sion. She  had  noted  marked  loss  of  appetite  but 
occasionally  would  eat  a full  meal.  For  the  most 
part,  however,  her  appetite  had  been  poor.  Fre- 
quently she  had  had  a “craving”  for  catsup  and 
might  eat  one  or  two  bottles  in  a day;  she  had  an 
increased  desire  for  salt  at  times.  During  her  ill- 
ness she  had  lost  from  108  to  68  pounds.  She  had 
been  troubled  a great  deal  by  constipation,  stat- 
ing, “I  sesm  to  fill  up  and  nothing  will  pass 
through.” 

Both  the  patient  and  her  sister  had  noted  slight 
increase  in  general  tanning  of  her  skin,  and  she 
had  become  disturbed  by  an  overgrowth  of  hair 
over  lips,  arms  and  legs.  There  was  no  history  of 
other  changes  in  body  hair  and  the  external  geni- 
talia had  not  changed.  She  had  had  no  nausea  or 
vomiting.  She  had  been  treated  for  many  months 
with  thyroid  and  estrogens.  At  one  time  during 
estrogenic  therapy  (type  unknown),  she  had  one 
day’s  spotting  of  menstrual  blood.  She  had  had 
no  cough,  night  sweats,  or  fever. 

Past  History:  Her  general  health  had  been  good. 

Exam:  BP  90/70.  P-70,  R-16,  T 98.6. 

She  was  a thin,  delicate,  moderately  tanned, 
pleasant  young  girl  appearing  in  good  health  ex- 
cept for  emaciation.  The  skin  showed  a definite 
orange-yellow  tint  to  palms,  soles  and  nasolabial 
folds.  There  was  a moderate  overgrowth  of  hair 
over  upper  lip,  arms,  and  thigh.  Axillary  hair 

*From  the  Departments  of  Psychiatry  and  Medi- 
cine, Vanderbilt  University  School  of  Medicine  and 
Vanderbilt  University  Hospital,  Nashville,  Tenn. 


was  normal,  and  the  pubic  hair  was  of  female 
distribution. 

The  examination  was  otherwise  completely  neg- 
ative including  the  external  and  internal  genitalia 
and  the  nervous  system. 

Laboratory  Studies:  Urine  (including  PSP  and 
concentration  tests)  and  routine  blood  studies 
were  negative.  There  was  no  anemia,  the  sedi- 
mentation rate  was  normal.  Cephalin  flocculation 
and  thymol  turbidity  were  normal.  Blood  Kahn 
was  negative.  Blood  chemical  determinations:  — 
fasting  sugar,  79  mg.%;  NPN,  33-39  mg.%;  chlo- 
rides, 99.0  mEq./L;  CO-,  24.2  mEq./L;  Na,  148.0 
mEq./L;  K,  5.2  mEq./L;  total  serum  proteins,  6.7, 
albumin  4.3,  globulin  2.4  Gm.'/i ; Ca,  9.3  mg.%; 
P.  3.8  mg.%;  cholesterol  285  mg.%;  uric  acid,  2.6 
mg.%;  serum  carotene  580  microgm.%;  Protein- 
bound-iodine  4.2  microgm.%  ; B.M.R.  — 23%;  fast- 
ing eosinophile  count  100,  after  ACTH,  0;  urinary 
(24  hr.)  17-ketosteroids,  6.4  and  8.4  microgm., 
after  ACTH,  20.6  microgm. 

X-ray  studies:  Skull  and  intravenous  pyelo- 

grams  normal. 

Impression:  (1)  Malnutrition,  ovarian  failure, 

probably  due  to  anoxeria  nervosa. 

(2)  Simmonds’  disease  to  be  ruled  out. 

(3)  Carotenemia. 

DR.  ORR:  Dr.  Morgan,  would  you  care 
to  discuss  the  medical  aspects  of  this  pa- 
tient? 

DR.  HUGH  J.  MORGAN:  When  she  came 
on  the  ward  I had  the  feeling  that  this  girl 
was  a very  adequate  person.  She  exhibited 
none  of  the  overt  manifestations  that  one  is 
accustomed  to  see  in  highly  neurotic  people 
who  go  out  of  control  and  whose  bodies  suf- 
fer tremendously  as  a result.  I mean  to  say 
that  she  seemed  to  have  herself  extraordi- 
narily well  under  control,  and  from  her 
point  of  view  that  may  be  a pretty  signifi- 
cant point  in  relation  to  future  develop- 
ments. Certainly  I felt  at  the  time  of  my 
first  visit  with  her  that  we  are  not  dealing 
with  a highly  neurotic  personality.  There- 
fore we  searched  for  a physical  or  “organic” 
explanation  of  her  miserable  health. 

DR.  ORR;  Because  of  the  possibility  of 
adrenocortical  dysfunction,  Dr.  Towery  was 
asked  to  see  the  patient.  Would  you  like  to 
comment  on  your  findings,  Dr.  Towery? 

DR.  BEVERLY  T.  TOWERY:  The  loss  of 
weight,  decreasing  stamina,  and  tendency  to 
increased  pigmentation  suggested  lack  of  ad- 
equate adrenal  function.  However,  strong 
evidence  against  this  was  provided  by  the 
moderate  increase  in  body  hair  which  the 
patient  noted.  Some  observers  suggested 
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hyperadrenocorticism  on  the  basis  of  the 
hirsutism  although  in  no  other  respect  was 
there  evidence  for  such  a diagnosis.  She 
had  none  of  the  other  features  of  Cushing’s 
syndrome  or  adrenal  virilism.  In  the  latter 
one  expects  definite  evidence  of  androgen 
excess  (hypertrophy  of  the  clitoris,  deepen- 
ing of  the  voice,  increase  in  muscle  mass), 
which  were  not  present.  In  the  absence  of 
palpable  pelvic  tumor  similar  reasoning  al- 
lows one  to  exclude  an  arrhenoblastoma. 

If  one  disregards  the  hirsutism,  the  most 
difficult  diagnosis  to  preclude  is  anterior 
pituitary  lack.  Strong  evidence  against 
this  lies  in  the  fact  that  the  patient  devel- 
oped a capricious  appetite  and  lost  weight 
before  she  developed  amenorrhea.  With  de- 
struction of  the  pituitary  the  reverse  is  usu- 
ally true — amenorrhea  antedates  the  weight 
loss. 

Fortunately  it  was  not  necessary  to  rely 
entirely  on  the  history  because  appropriate 
tests  with  ACTH  will  provide  specific  data 
regarding  the  status  of  anterior  pituitary- 
adrenocortical  function.  This  study  was  car- 
ried out  as  follows:  Urinary  17-ketosteroid 
excretion  and  the  circulating  eosinophils 
were  measured  before  and  after  the  in- 
travenous administration  of  ACTH.  The 
average  control  of  17  KS  was  about  7.0  mg. 
per  day  (normal  5-15  mg.  per  day)  and 
rose  to  21.0  mg.  per  day  as  a result  of  ACTH 
stimulation.  A similar  normal  response  was 
shown  by  the  complete  disappearance  of 
eosinophils  from  the  peripheral  blood  under 
the  influence  of  ACTH. 

These  findings  indicate  a rather  surprising 
“readiness”  on  the  part  of  the  adrenal  to 
respond  to  exogenous  ACTH,  preclude  Addi- 
son’s disease  and  almost  certainly  establish 
the  fact  that  endogenous  ACTH  was  being 
provided  by  the  patient’s  anterior  pitui- 
tary. Having  established  this  fact  and  find- 
ing no  evidence  for  a lack  of  thyrotrophin, 
we  conclude  that  the  anterior  pituitary  is 
intact  anatomically.  The  amenorrhea  we 
would  explain  on  the  basis  of  a relative  defi- 
ciency in  the  cyclic  release  of  pituitary 
gonadotropic  hormones.  The  reproductive 
cycle  is  more  sensitive  to  the  effects  of  star- 
vation, stress,  etc.,  than  other  pituitary  func- 
tions. Amenorrhea  is  a very  common  find- 


ing among  the  women  of  a population  whose 
food  intake  is  sharply  curtailed. 

In  regard  to  the  hirsutism.  The  marked 
increase  in  17-ketosteroid  excretion  pro- 
duced by  ACTH  was  surprising  and  sug- 
gests, perhaps,  a tendency  of  the  adrenal 
cortex  to  produce  relatively  large  quantities 
of  these  anabolic  steroids  under  the  condi- 
tions found  here.  Since  these  same  steroids 
are  capable  of  increasing  hair  growth,  such 
a pattern  of  adrenal  steroid  production 
might  well  account  for  the  mild  hirustism 
which  was  noted. 

I might  add  that  Altschule  (1953)  has  just 
reported  studies  which  indicated  good  pres- 
ervation of  adrenocortical  function  in  a 
patient  with  anorexia  nervosa. 

DR.  ORR:  Are  there  any  questions  any- 
one would  like  to  ask  in  discussion? 

DR.  MORGAN:  I’m  not  so  sure  at  all  that 
I understand  what  Dr.  Towery  said  about 
hirsutism  in  relation  to  whatever  is  wrong 
with  her.  I don’t  understand  this  girl’s 
hairiness. 

DR.  TOWERY:  It  is  not  the  sort  of  hairi- 
ness which  is  indicative  of  tumor  or  hyper- 
plasia of  the  adrenal  cortex.  Her  normal 
adrenal  cortical  responsiveness  to  ACTH  at 
a time  when  ovarian  function  is  suppressed 
is  probably  the  best  explanation  for  the  hir- 
sutism. Unfortunately  we  have  no  rigid 
proof  of  this. 

DR.  ORR:  Thank  you,  Dr.  Towery.  At 
this  time  while  she  was  in  the  hospital  she 
was  seen  by  the  psychiatric  resident,  Dr. 
Lawson;  and  her  sister  was  seen  by  Miss 
Williams  who  will  give  us  the  social  history. 

MISS  LaVERGNE  WILLIAMS:  Social  history 
was  given  by  patient’s  sister,  age  twenty-four. 
She  was  a petite,  wide-eyed,  immature  person 
who  despite  an  expressed  willingness  to  give  in- 
formation found  it  difficult  to  do  so.  She  never 
talked  spontaneously,  and  made  short,  terse,  grop- 
ing statements  after  long  pauses  during  which  she 
stared  blankly.  She  had  married  at  nineteen  and 
was  divorced  five  months  later.  She  and  the  pa- 
tient have  been  unusually  close. 

According  to  the  sister,  the  patient’s  illness 
began  with  symptoms  of  amenorrhea  and  loss  of 
appetite.  No  precipitating  causes  were  known. 
At  the  beginning  of  the  illness  the  patient  and 
sister  spent  6 months  with  an  aunt  in  Florida; 
the  informant  declined  to  discuss  reasons  for  their 
trip  other  than  “a  vacation.”  After  their  return 
patient  sought  medical  help,  was  given  “shots” 
which  she  stopped  because  of  a feeling  of  weakness 
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after  taking  them.  At  about  this  time  patient, 
who  the  sister  felt  was  pushing  herself  to  continue 
her  job,  began  having  choking  and  crying  spells 
usually  occurring  at  the  end  of  the  working  day 
and  lasting  about  15  minutes.  Patient  would  hold 
her  throat  and  have  difficulty  breathing. 

Although  patient  has  never  been  a heavy  eater, 
she  suffered  marked  loss  of  appetite  and  ate  only 
certain  foods.  In  the  last  few  months  patient  has 
been  restless,  sleeping  little  and  has  frightening 
dreams.  Patient,  who  normally  is  gay,  fun-loving 
and  friendly,  has  lately  been  irritable,  “catty”  and 
rude  to  guests.  Since  becoming  ill  she  has  been 
able  to  assert  herself  which  she  had  never  done 
before. 

Patient  was  graduated  from  high  school  at  18 
with  above  average  grades.  She  participated  in 
many  activities,  won  recognition  for  acting  ability, 
was  cheerleader,  Glee  Club  member,  and  was  vot- 
ed "Best  All  Around  Girl”  during  the  senior  year. 
She  has  been  employed  in  clerical  work  for  about 
4 years,  held  two  jobs,  and  has  advanced  herself 
to  taking  night  courses  in  typing.  She  is  dissatis- 
fied with  this  work  and  wants  to  become  an  ac- 
tress. Mother  opposes  this  ambition. 

Parents  are  native  Southerners  of  limited  edu- 
cation with  strict  religious  views.  Income  is  de- 
rived from  lather’s  occupation  as  a railroad  me- 
chanic, and  they  have  owned  their  present  home 
for  the  past  16  years.  Children  were  offered  a 
high  school  education.  Father,  a 63  year  old 
man,  small  in  stature,  was  described  as  pleasant 
looking,  easygoing,  and  friendly.  Mother,  aged  53, 
is  a tense,  explosive,  dominating  person  who  di- 
rects all  family  members  and  manages  all  financial 
affairs.  She  suffers  from  “nervous  headaches” 
which  incapacitate  her  for  24  hours  at  a time. 
During  these  attacks  the  home  must  be  kept  quiet 
and  she  refuses  offers  of  help.  Her  primary  inter- 
est is  helping  others  in  difficulty,  cares  for  sick 
neighbors,  etc.,  and  in  this  capacity  is  often  away 
thereby  easing  tension  within  the  home.  Patient’s 
relationship  with  mother  has  been  strained,  “We 
never  talk  with  mother  freely  about  things.” 

Patient  is  the  second  of  three  children,  two  years 
younger  than  sister  and  three  years  older  than 
brother.  Nothing  is  known  of  her  infancy  other 
than  she  was  bottle  fed,  said  to  have  been  a 
healthy  baby;  development  thought  to  have  been 
uneventful.  As  a child  she  was  more  serious  than 
carefree  and  loved  to  play  act.  She  is  closely 
attached  to  father,  to  sister,  and  maternal  uncle’s 
wife  in  whose  nearby  home  she  and  sister  would 
often  go  to  escape  mother's  “arguing.” 

Sex  instruction  was  given  by  sister  from  infor- 
mation gained  from  reading.  Patient  has  been 
popular  with  boys,  seriously  interested  in  one  she 
met  at  seventeen  and  broke  with  after  three  years. 
During  this  illness  she  has  talked  more  about  him 
than  anyone  else. 

DR.  ORR;  Dr.  Lawson  will  give  the  psy- 
chiatric history. 


DR.  ALBERT  LAWSON:  I saw  the  patient  on 
two  occasions.  She  was  most  cooperative  and  very 
easy  to  interview.  Her  chief  complaint  wasn’t 
really  the  difficulty  she  had  but  the  symptoms  most 
important  to  her.  Her  chief  complaint  was  “My 
periods  have  stopped,  and  I’ve  lost  my  appetite.” 

Her  difficulty  began  18  months  ago,  and  she  adds 
it  might  have  been  longer.  She  believes  that  the 
first  unusual  thing  was  a “nervous  spell.”  One 
night  she  became  very  jittery,  shaky  and  fearful, 
and  began  to  sob  and  could  not  stop  crying  “for 
hours,”  and  afterward  felt  a little  nauseated.  She 
is  unable  to  tell  or  remember  why  she  cried.  This 
was  followed  by  changes  in  her  appetite  becoming 
progressively  more  severe  until  2 weeks  ago  when 
she  was  admitted  to  the  Medical  Service.  Though 
she  lost  interest  in  food,  she  had  “hunger  sprees” 
once  every  day  or  two  when  she  would  be  “raven- 
ously hungry.”  As  time  went  on  she  began  to  lose 
weight,  to  feel  more  and  more  lethargic,  and 
lacked  energy  or  interest  to  carry  on  her  previ- 
ously active  social  life. 

She  was  living  with  her  parents,  and  after  about 
6 months  of  symptoms  decided  to  visit  with  her 
aunt  in  Florida,  accompanied  by  her  sister,  staying 
several  weeks.  Her  reason  for  going  was  her 
mother’s  extreme  nervousness.  “She  talks  too 
much — giving  advice  about  everything,  and  all  that 
stuff.  And  she  is  so  hard  to  please.  I’m  a serious- 
minded  person — maybe  it  would  have  been  better, 
though,  if  I hadn’t  tried  so  hard  to  please  her.” 
The  reason  for  her  feelings  about  her  mother  were, 
“She  always  worries  so  much  about  me.  When  I 
go  out  she’s  afraid  we’ll  have  a wreck.  I am 
sensitive  to  her  feelings,  and  it  makes  me  worry 
because  she  worries  about  me.  She  ought  not  to 
let  a child  know  when  she’s  so  anxious.”  She  then 
became  a little  defensive — “But  we  never  fuss,  or 
anything  like  that!”  She  attributes  her  mother’s 
nervousness  to  the  fact  that  she  is  going  through 
“the  change  of  life”  and  adds,  “She  has  been  ever 
since  I can  remember.” 

She  did  very  poorly  in  Florida,  objected  to  as- 
sociation with  people,  became  more  anoretic  and 
then  the  amenorrhea  occurred.  (It  is  from  this 
point  18  months  ago  that  she  dates  her  present 
illness.)  She  was  not  upset  by  this  at  first,  since 
her  periods  had  always  been  markedly  irregular, 
and  attributed  the  cessation  of  menses  to  the 
change  in  climate.  (Her  weight  fell  steadily  from 
97-100  pounds  to  68  at  admission.)  She  returned 
from  Florida  still  worrying  little  about  the  amen- 
orrhea until  8 or  9 months  ago  when  she  became 
very  weak  and  lifeless,  stating,  “It  seems  like  if 
they  would  start  up  again,  I’d  feel  much  better. 
Seems  like  ever  since  they  stopped  I don’t  digest 
food.  Food  won’t  go  through.  I’m  constipated  a 
lot.  I feel  big — big  all  over.  (She  had  mild  ankle 
edema  which  started  this  feeling.)  Maybe  I’ve 
got  food  backed  up  in  me.” 

She  now  has  hunger  sprees  in  which  she  has 
insatiable  desire  to  eat  large  and  unreasonable 
quantities  of  catsup.  She  also  can  eat  from  time 
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to  time  large  quantities  of  ice  cream,  if  it  is  made 
by  her  mother.  “Store-bought  ice  cream  always 
makes  me  sick.  I had  that  real  craving — like  a 
pregnant  woman.  I wondered  since  my  periods 
had  stopped  if  that  was  the  cause  of  my  craving. 
Not  that  I’m  pregnant — I just  wonder  if  there’s 
any  connection.”  She  continues  to  have  attacks 
of  anxiety  every  day  or  so,  characterized  by  trem- 
or, palpitation,  choking  sensation,  and  a “high 
tension  feeling.”  These  are  of  brief  duration, 
sudden  onset,  and  end  in  a brief  flurry  of  tears, 
which  restores  her  feeling  of  well-being.  She 
does  not  describe  a feeling  of  fear.  She  says  she 
has  “hot  flashes,”  a feeling  of  extreme  warmth  all 
over,  which  occurs  only  when  she  is  in  the  kitchen 
where  her  mother  is  cooking.  She  feels  self- 
conscious  about  eating  and  resents  very  much  any- 
one’s watching  her  eat,  or  suggesting  what  she 
eats. 

She  says,  “I  sometimes  feel  dead  inside.  Not 
too  emotional.  I don’t  want  to  go  out  on  dates — 
rather  be  quiet.  I didn’t  feel  like  working,  but  I 
made  myself  these  last  few  months.” 

During  the  present  illness  she  changed  jobs 
once,  leaving  an  advertising  agency  and  becoming 
a legal  secretary.  She  likes  it  only  “pretty  well.” 
She  has  been  there  7 months  and  says,  “It  is  a 
job  for  an  aggressive  person.  I’m  learning  some- 
thing all  the  time.  But  I’ve  never  found  any  job 
that  I’m  cut  out  for.  If  I could  just  rest  on  Sat- 
urdays, I’d  like  it  better.” 

Past  History:  When  asked  to  tell  me  something 
of  her  childhood,  she  replied  as  follows:  “I  always 
had  a big  imagination,  loved  to  dress  up  in  grown 
folks’  clothes  and  play  and  act  and  show  off  all 
the  time.”  She  also  imagined  that  “I  had  many 
unruly  children  and  was  always  trying  to  make 
them  mind.”  Grownups  paid  a lot  of  attention  to 
her  fanciful  games  about  the  children  and  many 
times  would  listen  and  watch  with  great  amuse- 
ment her  dressing  up  activities.  She  recalled  once 
having  tried  to  dress  up  her  little  brother  in  girls 
clothes  and  wondered  why  he  resented  this.  She 
than  added  that  as  a young  girl  she  tried  to  “boss” 
her  brother  around. 

She  refers  to  her  brother  as  being  quite  affec- 
tionate and  of  her  relationship  with  her  sister  as 
“inseparable  like  girl  friends.”  Apparently  they 
spend  a lot  of  time  with  each  other  double  dating, 
going  places  together.  She  says  about  her  sister, 
“We  are  not  alike.  I am  more  the  plain  type — I 
guess  more  natural.  I wear  more  conservative 
clothes.  She  likes  a lot  of  jewelry;  she  likes  to 
show  off.  Maybe  she’s  got  a little  more  to  show 
off  than  I have,  but  I have  always  admired  her.” 

When  I asked  her  to  talk  about  her  parents, 
she  began  spontaneously  with  a description  of  her 
father.  “I  was  always  more  or  less  Daddy’s  girl. 
I remember  I always  got  up  and  had  breakfast 
with  him — oatmeal  and  jam.”  None  of  the  other 
children  were  nearly  as  interested  in  the  father  as 
was  the  patient.  She  added,  “Here  recently  (dur- 
ing her  illness)  I haven’t  been  concerned  about 


him.”  She  went  on  to  say,  “He  always  looked 
after  me.  I guess  because  I look  more  like  his 
mother,  like  his  side  of  the  family.  He  is  a meek 
sort  of  fellow,  good  and  kind,  too  kind  for  his  own 
good.  He  lets  mother  run  the  house.  He  was  just 
a fellow  who  didn’t  want  any  responsibility.  Ev- 
eryone looks  the  same  in  his  eyes.  He  is  good  to 
everybody.” 

About  her  mother  she  went  on  spontaneously  to 
say,  “Mother  has  a good  personality  but  is  a little 
on  the  pessimistic  side,”  and  then  added  quickly, 
“but  she  will  venture  more  than  he  will.”  The 
patient  again  reiterated  that  the  mother  had  al- 
ways given  too  much  advice  and  that  she  always 
felt  under  pressure  to  give  her  mother  something 
of  which  she  would  be  proud.  She  added  again 
that  this  was  always  hard  to  do  and  very  upset- 
ting. 

The  patient’s  high  school  career  was  character- 
ized by  many  social  and  educational  successes  as 
you  have  heard.  Her  comments  about  this  were 
rather  interesting.  “This  was  all  lucky.  I had 
everybody  as  a friend — liked  everybody — every- 
body liked  me.  I always  made  good  grades,  al- 
ways was  popular  with  the  boys,  but  I didn’t  love 
school  and  had  to  do  everything  I could  to  make 
myself  like  it.  I had  to  get  myself  into  activities, 
had  to  join  everything  in  order  to  get  anything 
out  of  it.”  She  gave  no  reason  for  making  this 
statement,  and  I am  not  sure  what  she  meant  by 
not  loving  school.  One  gets  the  impression  that 
many  of  these  honors  were  pretty  empty  and 
meaningless  to  her. 

The  patient’s  sexual  history  showed  menarche 
at  age  12  of  which  she  had  been  told  by  her  sister. 
Her  mother  had  talked  to  her  about  this  either  just 
before  or  after  her  periods  began.  She  has  always 
had  severe  dysmenorrhea  which  would  cause  her 
to  bend  double  with  cramping  pains  which  would 
produce  fainting  at  school.  Periods  were  very  ir- 
regular, 2 to  3 months  at  times  elapsing  without 
menstruation.  Sometimes  she  had  nausea  and 
vomiting  with  the  periods.  She  said  that  some- 
times she  would  envy  boys  who  “didn’t  have  to 
put  up  with  this.”  She  has  had  very  little  in  the 
way  of  sexual  feelings  and  states  that  she  had 
always  wanted  to  be  a virgin  and  that  sex  is  for 
marriage.  “That  is  set  in  my  head.  Everybody 
has  temptations  but  you  can  do  anything  you  set 
your  head  to.”  At  the  present  time  she  has  no 
real  marital  interests.  She  describes  an  ideal 
partner  as  “someone  very  attractive,  nice  looking, 
someone  I can  be  proud  of,  with  the  same  interest 
as  I have — and  somebody  who  goes  to  church.” 

The  patient  is  a member  of  the  Baptist  Church, 
always  attended  church  regularly,  is  very  active 
in  religion.  “Everybody  should  have  some  faith, 
some  religion.  Denomination  doesn’t  matter,  just 
so  long  as  they  live  up  to  what  they  profess.”  I 
did  not  get  the  feeling  that  she  was  particularly 
preoccupied  with  religion  in  her  everyday  life. 

When  I asked  her  what  her  plans  for  the  future 
were,  she  again  said  that  she  needed  some  kind 
of  work  that  would  be  meaningful  to  her.  “I  love 


334 


STAFF  CONFERENCE 


September,  1953 


little  children  and  maybe  would  like  kindergarten 
or  social  work.”  She  also  likes  to  cook,  to  plan 
menus  and  good  things  to  eat. 

Formal  Mental  Status:  The  patient  was  inter- 
viewed in  the  office  on  two  occasions  and  showed 
great  interest  in  coming  down  to  talk.  She  was 
an  extremely  frail,  delicate  looking,  emaciated 
girl  who  sat  absolutely  motionless  in  a very  re- 
laxed way  but  whose  facial  expression,  particu- 
larly through  the  use  of  the  eyes,  was  most  ani- 
mated and  vivacious.  She  spoke  with  feeling 
appropriate  to  the  topics  of  the  discussion.  The 
effect  was  not  remarkable  except  for  the  lack  of 
gestures  which  the  examiner  attributed  primarily 
to  physical  weakness  on  the  patient’s  part.  Her 
facial  expression  and  her  emotional  appeal  cer- 
tainly made  up  for  this  in  so  far  as  her  ability  to 
enter  into  the  history  taking  procedure  was  con- 
cerned. 

The  content  of  her  verbalizations  was  not  i'e- 
markable,  was  always  coherent,  and  much  to  the 
point  except  that  it  was  difficult  to  date  with 
accuracy  the  time  relationships  involved  in  the 
beginning  of  her  illness.  She  has  at  least  normal 
intelligence  and  for  the  most  part  expresses  her- 
self well.  Her  feelings  about  her  mother  impressed 
the  examiner  as  being  rather  hostile,  but  she 
always  indicated  this  by  side  remarks  and  innu- 
endoes. She  would  become  slightly  defensive 
after  such  side  remarks.  These  were  the  only 
expressed  evidences  of  irritability  or  hostility. 
She  gave  no  objective  evidence  of  realizing  that  a 
further  emotional  component  existed  in  her  ill- 
ness. At  the  same  time  her  eagerness  to  talk  and 
her  extreme  interest  in  the  interviews  and  in  her 
doctors’  attitudes  toward  her  were  suggestive  that 
such  a realization  could  easily  be  forthcoming. 

Impression:  Anorexia  nervosa. 

DR.  ORR:  Dr.  Kirk  will  now  give  the 
psychological  findings. 

DR.  VIRGINIA  KIRK:  A summary  of  the  psy- 
chological findings  is  as  follows. 

Rorschach  Test:  The  patient  was  slow  in  re- 
sponding but  gave  26  responses.  The  patient’s 
intellectual  control  is  easily  disturbed  by  emo- 
tional stimuli  and  under  pressure  her  thinking 
becomes  quite  illogical.  Only  15G  of  her  re- 
sponses show  clear  and  accurate  perception.  The 
patient’s  ego  structure  is  weak  and  her  develop- 
ment immature.  She  attempts  to  organize  neu- 
rotic defenses  but  is  unable  to  bolster  her  weak 
ego  structure  in  this  manner.  She  is  unable  to 
tolerate  anxiety,  and  tension  is  easily  relieved 
either  through  immature  and  unrealistic  fantasy 
activity  or  in  impulsive  behavior.  She  gives  the 
impression  of  enjoying  her  role  in  life  and  of  mini- 
mizing the  necessity  for  social  control.  The  con- 
tent of  her  responses  suggests  strong  emotional 
conflicts  related  to  her  feelings  for  her  father. 
She  alternates  between  bland,  cold  indifference 
and  expressing  her  intense  feelings  without  re- 
serve. 


Drawings:  These  show  exaggerated,  narcissistic 
concern  for  femininity.  As  she  drew  the  picture  of 
a woman  she  said,  “The  legs  are  too  big,”  “The 
legs  are  not  pretty,”  “She  is  too  fat.”  She  seems 
to  be  perplexed  and  troubled  by  her  attempt  to 
identify  with  the  masculine  rather  than  the  femi- 
nine figure  which  she  drew.  She  became  quite 
protective  and  somewhat  withdrawn  as  she  com- 
pleted her  drawings. 

Thematic  Apperception  Test:  The  patient  iden- 
tifies with  young,  single  women  who  are  making 
their  own  way  as  nurses  or  stenographers.  The 
stories  reflect  strained  relationship  with  her  par- 
ents, showing  hostile  and  resentful  and  sometimes 
punishing  attitudes  toward  her  mother,  while  ex- 
pressing ambivalence  about  her  feelings  toward 
her  father.  Her  father  is  portrayed  as  hard  on 
the  surface,  but  fundamentally  weak,  ineffectual, 
and  soft.  She  seems  disturbed  about  her  intense 
affection  and  unrequited  love  for  him. 

DR.  ORR:  We  can  see  that  this  girl  faced 
a number  of  different  problems  which  she 
had  to  solve  simultaneously.  One  was  see- 
ing herself  as  the  attractive  well-liked  per- 
son of  high  school  days,  a continuation  of 
the  attractive  little  girl  who  dressed  in 
grown-up  clothes  to  gain  affection  of  the 
people  around  her.  But  now  she  had  grown 
up,  had  to  work  and  do  things  which  grown- 
up girls  do,  but  which  she  couldn’t  quite 
face.  The  boy-friend  in  Indiana  was  some- 
one of  whom  she  talked,  dated,  but  she  was 
never  able  to  consider  the  adjustment  of 
marriage.  Though  she  had  a good  job  as  le- 
gal secretary,  she  gave  it  up  and  went  to 
Florida  for  no  reason  except  to  get  away 
from  her  mother.  She  was  facing  these  sit- 
uations and  had  to  find  some  solution  to 
them. 

Now  when  we  look  at  her  past,  we  ob- 
serve several  outstanding  things  in  her 
story.  Eating  had  always  been  important. 
When  she  talks  of  her  father,  she  tells  of 
getting  up  in  the  morning  and  eating  break- 
fast with  him.  Her  interest  in  food  is  not 
only  in  the  lack  of  eating  but  in  food  sprees 
— the  tomato  catsup.  The  next  thing  is  the 
significance  which  she  attaches  to  her  men- 
strual function,  expressing  her  dislike  of  it, 
the  irregularity,  dysmenorrhea,  and  vomit- 
ing with  menstruation.  All  had  become 
very  important  to  her.  To  solve  her  inter- 
nal problem  we  find  her  utilizing  the  mech- 
anisms characteristic  of  anorexia  nervosa. 
Anorexia  nervosa  is  a well  known  syndrome 
occurring  in  young  women.  The  signs  con- 
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sist  of  anorexia,  emaciation,  usually  consti- 
pation, and  amenorrhea.  The  characteristic 
personality  pattern  of  the  individual  is  one 
of  high  drive  for  social  acceptability  coupled 
with  considerable  compulsiveness  and  obses- 
siveness. By  regressing  to  these  infantile 
mechanisms  she  is  able  to  deny  the  more 
mature  problems, — work,  marriage,  and 
meaningful  social  relationships.  Since  this 
is  partially  successful,  she  can  maintain  her 
facade  of  being  a “Best  All  Round  Girl.” 
There  is  yet  another  problem  she  is  attempt- 
ing to  accomplish  in  fantasy, — by  not  eating 
she  is  revenging  herself  on  her  mother,  for 
there  is  nothing  which  disturbs  mothers  so 
much  as  their  children  not  eating.  Yet  her 
compulsive  self-starvation  which  has  al- 
ready probably  brought  about  her  cessation 
of  menstruation  could  well  bring  about  her 
demise.  How  very  like  the  animal  caught  in 
the  trap,  that  gnaws  off  its  leg  to  protect 
itself,  this  is. 

DR.  MORGAN:  Is  psychiatric  treatment 
of  this  condition  difficult? 

DR.  ORR:  Yes,  the  treatment  of  anorexia 
nervosa  is  very  difficult  because  the  illness 
represents  a fixation  at  very  early  levels  of 
the  person’s  development.  Therefore,  ana- 
lytic treatment  of  anorexia  nervosa  is  ex- 
tremely long  and  often  not  completely  ef- 
fective. However,  most  of  these  people 
respond  to  superficial  therapy,  the  symptoms 
subside,  they  begin  to  eat  again,  and  then 
menstruate  again.  Often  we  get  the  history 
in  people  with  schizophrenia  of  periods 
which  are  very  like  anorexia  nervosa  in 
their  earlier  life.  We  also  find  people  who 
have  classical  full  blown  obsessive,  compul- 
sive neuroses  of  great  severity  giving  a 
history  during  their  early  adult  life  of  hav- 
ing symptomatology  like  anorexia  nervosa. 
Thus  it  seems  to  be  an  attempt  to  the  seri- 
ously threatened  organism  to  organize  it- 
self, but  it  is  a precarious  ledge  on  which 
people  get  themselves,  only  to  be  dislodged 
by  another  threat  and  fall  into  even  more 
serious  difficulty. 

DR.  MORGAN:  In  this  particular  patient 
have  you  got  any  suggestion  relative  to 
management?  Do  you  think  the  experience 
of  being  here  and  being  studied  the  way  she 
was  studied,  which  was  a new  experience 
for  her,  in  itself  might  be  helpful? 


DR.  ORR:  I don’t  think  there  was  any 
doubt  but  that  it  has  been.  I talked  to  her 
just  before  she  left,  asked  her  if  she  felt  she 
had  been  helped  while  here.  She  felt  cer- 
tain of  this,  and  told  me  she  could  see  now 
that  there  were  emotional  aspects  to  her 
illness.  She  promised  to  write  me  and 
would  make  arrangements  to  come  again. 
Thus  not  only  was  she  helped  by  the  ex- 
perience of  being  here,  but  she  now  has  a 
base  from  which  to  operate,  feeling  that 
here  is  someone  that  understands  and  can 
deal  with  her  on  that  level.  The  difficulty 
is  that  she  is  a terribly  confused  person,  and 
allowing  her  to  return  home  is  in  a way  like 
throwing  her  in  a swimming  pool  in  the 
hopes  she  can  swim  out.  This  is  a seriously 
sick  young  woman. 

DR.  MORGAN:  I’m  interested  particu- 
larly in  that  very  aspect  of  it  because  I 
have  the  impression  that  there  are  a great 
many  people  who  have  more  serious  con- 
flicts, more  serious  problems  in  their  lives 
than  this  girl  has  and  are  adequate  to  them. 
What  is  the  lack,  why  can’t  she  go  along  as 
other  people  go?  Life  isn’t  always  sweet- 
ness and  light  to  anyone  and  when  you  come 
right  down  to  what’s  been  the  matter  with 
her,  a great  many  other  people  we  see,  even 
ourselves,  have  conflicts  which  appear  to 
be  of  much  more  serious  import.  If  that’s 
the  case,  with  the  insight  that  she  has  gath- 
ered, maybe  her  stay  here  will  be  helpful. 
Maybe  it’s  a lack  of  understanding  and 
knowledge  that  has  unbalanced  her,  thrown 
her  into  this  illness  which  another  person 
with  a little  more  insight,  or  a little  more 
native  intelligence,  would  avoid.  I don’t 
see  enough  in  our  findings  to  explain  con- 
vincingly her  lack  of  ability  to  meet  life  and 
go  along  with  it  without  this  crutch  which, 
as  you  say,  is  destroying  her. 

DR.  ORR:  Well,  I postulate  that  the  diffi- 
culty springs  from  the  very  earliest  levels 
of  her  infantile  experience,  namely,  rela- 
tionships to  her  mother  in  terms  of  eating. 
The  history  emphasizes  its  continuation  into 
adult  life.  Not  only  does  this  account  for 
the  symptomatology,  but  even  more  impor- 
tant is  the  effect  on  her  relationships  gener- 
ally; ways  of  obtaining  affection  are  inter- 
fered with.  Though  she  was  elected  the 
“top”  this  and  the  “top”  that,  it  was  mean- 
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ingless  to  her.  She  doesn’t  receive  satisfac- 
tion from  these  because  the  essential  feeling 
of  being  loved,  of  being  wanted  are  denied 
her  in  her  fantasy.  Therefore,  she  goes 
through  life  with  experiences  tumbling 
around  her  but  not  really  feeling  or  getting 
satisfaction  from  them.  Apparently  she  is 
unable  to  find  the  truly  meaningful  expe- 
rience because  this  hit  her  at  the  time  when 
relationships  with  people  were  being  estab- 
lished. That’s  the  only  way  I can  explain 
it. 

DR.  MORGAN:  I think  what  we  are  say- 
ing is  that  this  girl  hasn’t  got  character 
enough  to  meet  the  situations  that  she  finds 
herself  in  and  so  she  curls  up.  She  finds  a 
device  for  escape.  Do  you  think  religion 
would  help  her  very  much?  What  she  needs 
is  strength. 

DR.  ORR:  I would  take  issue  with  you. 
I think  the  trouble  with  this  woman  is  too 
much  “character”  rather  than  too  little 
“character.”  I think  the  rigidity  of  her 
makeup  is  such  that  she  cannot  get  satis- 
factions. If  she  had  a little  less  “character” 
and  had  a little  bit  more  ability  to  relate  to 
people,  she  could  get  a great  deal  more  out 
of  her  contacts  with  them.  I don’t  think 
this  is  the  same  sort  of  thing  you  see  in  the 
“hysterical”  woman  who  almost  consciously 
wants  to  be  a baby.  This  isn’t  an  hysterical 
reaction  in  any  way.  This  is  not  a device  to 
make  somebody  else  do  something.  The 
secondary  gain  here  is  very  little.  This  is 
deeply  threatening  and  destructive  to  her- 
self and  is  more  nearly  related  to  a depres- 
sion. 

DR.  TOWERY:  What  about  the  predicta- 
bility of  this  eventuality?  I can  reasonably 
predict  that  if  she  fails  to  eat  long  enough 
she  will  become  amenorrheal.  Can  you 
predict  from  what  has  gone  before  that  she 
is  a likely  candidate  for  anorexia  nervosa 
as  a means  of  solving  her  emotional  dilem- 
ma? 

DR.  ORR:  You  are  asking  what  criteria 
of  the  person’s  life  would  lead  you  to  pre- 
dict this  illness? 

DR.  TOWERY:  Yes,  if  you  knew,  for  ex- 
ample, how  hollow  were  her  gains  and  ac- 
tions would  that  have  been  of  any  impor- 
tance in  predicting  that  she  might  be  a vic- 
tim of  anorexia  nervosa,  or  might  develop 


spastic  colitis  or  some  other  psychosomatic 
disease? 

DR.  ORR:  Well,  I’d  like  to  make  this 
point,  I do  not  believe  this  is  a psychoso- 
matic disease.  This  is  not  a relegation  to 
the  autonomic  nervous  system  of  the  prob- 
lem which  cannot  be  faced  or  solved  by  the 
individual.  This  person  is  using  an  out  and 
out  compulsive  neurotic  mechanism  involv- 
ing eating,  and  incidentally  she  loses  weight, 
and  when  she  loses  weight,  physiological 
disturbances  occur, — amenorrhea,  hirsutism, 
and  so  on.  I don’t  believe  you  could  predict, 
at  least  at  present  you  could  not  predict 
from  her  history,  that  here  is  a girl  who  is 
going  to  have  anorexia  nervosa  though  you 
wouldn’t  be  surprised  if  she  had  it. 

DR.  TOWERY:  You  would  be  able  to  tell 
that  she  probably  wouldn’t  have  an  obses- 
sive compulsive  neurosis. 

DR.  ORR:  That’s  right. 

DR.  TOWERY:  But  she  wouldn’t  be  able 
to  delineate  a formula. 

DR.  MORGAN:  I think  Dr.  Towery  has 
raised  a terribly  interesting  question  that  all 
mothers  and  fathers  would  take  to  heart. 
How  to  prevent  this?  Here  is  a child  who 
was  a great  success  until  she  finished  high 
school.  She  was  on  the  top  of  the  heap. 
She  says  these  things  didn’t  mean  very 
much,  but  they  meant  enough  for  her  to  go 
out  and  get  them.  She  was  nice  to  every- 
body, she  courted  the  approval  of  her  mates, 
otherwise  she  never  would  have  had  their 
approval,  and  she  comes  out  right  on  the  top. 
Well,  now  we  say  she  wasn’t  a well  adjusted 
youngster,  as  she  obviously  wasn’t  in  rela- 
tion to  all  that  has  happened.  How  could 
we  have  found  that  out  and  how  could  her 
mother  and  her  father  or  anybody  else  have 
prevented  this  debacle  that  has  overtaken 
her? 

DR.  ORR:  Well,  the  first  thing  I’d  say  as 
a lesson  to  parents  is, — always  be  suspicious 
of  the  child  who  is  best.  Anyone  who  has 
to  be  best  and  has  to  be  tops,  whether  it’s 
the  top  in  school  work  or  the  best  liked  boy, 
or  the  best  liked  anything,  is  a person  who 
is  solving  a problem.  The  need  to  be  best 
and  to  get  the  highest  acclaim  is  evidence 
of  an  internal  problem.  So  I would  be  a 
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bit  concerned  about  any  child  who  must  be 
best  in  school,  and  quite  concerned  about 
the  parents. 

DR.  MORGAN:  Oh,  but  you  know  she 
wasn’t  that  kind  of  best.  She  didn’t  have 
the  compulsion  to  be  the  best. 

DR.  ORR:  Oh,  I think  she  did. 

DR.  TOWERY:  One  other  point.  I am 
sure  “anorexia  nervosa”  does  occur  in  the 


male  sex  though  it  may  not  be  called  ano- 
rexia nervosa. 

DR.  ORR:  I know  it  does,  but  by  defini- 
tion it  doesn’t.  If  you  are  going  to  say  that 
amenorrhea  is  a cardinal  symptom  of  ano- 
rexia nevosa,  then  males  can’t  have  it. 

DR.  TOWERY:  It  is  admittedly  rare  and 
I know  of  but  one  case  that  has  been  re- 
ported. 


Aspirin,  A.C.T.H.*  anti  Cortisone  in  the  Treatment 

of  Rheumatic  Fever. 

Following  the  introduction  of  A.C.T.H.  and 
Cortisone  as  therapeutic  agents,  they  were  accred- 
ited with  being  almost  a panacea  for  many  dis- 
eases, rheumatic  fever  included.  Physicians  and 
clinical  investigators,  who  should  have  known  bet- 
ter, often  gave  these  hormones  an  unqualified 
stamp  of  approval.  After  five  years  of  careful 
observation  it  is  becoming  apparent  that  both 
A.C.T.H.  and  Cortisone  will  bring  about  marked 
subjective  and  objective  improvement  in  patients 
with  rheumatic  fever  but  no  more  rapidly  or  com- 
pletely than  salicylates.  It  is  too  early  to  deter- 
mine if  they  will  prevent  the  development  of  val- 
vular heart  disease  in  patients  with  rheumatic 
fever,  but  present  evidence  does  not  indicate  that 
they  will,  nor  will  they  regularly  shorten  the  pe- 
riod of  rheumatic  activity. 

Some  patients  with  active  rheumatic  heart  dis- 
ease and  in  a critical  condition  with  heart  failure 
seem  to  be  helped  considerably  by  these  hormones, 
but  the  effects  are  unpredictable  and  others  are 
made  worse. 

Both  hormones  have  undesirable  and  serious 
side  effects;  they  occasionally  seem  to  “light-up” 
latent  infections  and  in  addition  they  are  expen- 
sive. 

At  present  it  would  appear  that  A.C.T.H.  and 
Cortisone  have  no  advantages  over  salicylates  in 
the  treatment  of  rheumatic  fever.  Furthermore, 
they  are  much  more  expensive  than  salicylates 
and  are  accompanied  by  more  serious  side  effects. 
(Prepared  for  the  Middle  Tennessee  Heart  Asso- 
ciation by  Robert  W.  Quinn,  M.D.,  Nashville, 
Tenn.) 
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John  Gaston  Hospital* 

History:  A 20  year  old  colored  female  entered 
John  Gaston  Hospital  with  the  chief  complaint  of 
shortness  of  breath  for  3 to  4 weeks.  At  onset  of 
the  present  illness  there  had  been  generalized 
muscular  aching,  moderate  fever,  anorexia.  She 
denied  cough  or  hemoptysis  but  was  treated  by  a 
private  physician  for  double  “pneumonia.”  Breath- 
lessness continued;  vomiting  occurred  a few  times 
without  any  hematemesis.  She  had  had  no  such 
previous  episodes.  The  patient  volunteered  that 
she  had  "lupus”  as  diagnosed  at  John  Gaston  Hos- 
pital on  her  last  admission. 

System  Review:  Revealed  no  previous  breath- 
lessness, pedal  edema,  nocturnal  dyspnea  nor  or- 
thopnea. She  had  occasional  generalized  pains  in 
arms  and  legs.  The  right  knee  swelled  occasion- 
ally with  slight  soreness. 

Review  of  Previous  Admissions:  There  had  been 
six  previous  hospital  admissions.  The  first  for  a 
peritonsillar  abscess;  the  second  for  tonsillectomy 
and  adenoidectomy;  the  third  for  a fracture  of 
left  tibia  and  fibula. 

The  last  three  admissions  were  approximately 
3 years  prior  to  the  present  one,  and  were  in  rapid 
succession,  because  of  symptoms  of  diplopia  tin- 
nitus and  headache.  The  fourth  for  “disease 
undiagnosed”;  the  fifth  for  “suspected  neoplasm 
of  brain”;  the  sixth  for  “encephalitis,  chronic  ten- 
tative.” 

The  last  admission  was  for  3 months  and  exten- 
sive neurological  and  medical  studies  were  done. 
The  patient  became  gradually  disoriented  and 
disorderly,  and  was  discharged  to  the  mental  hos- 
pital at  Bolivar.  Lupus  was  not  diagnosed  on  this 
admission.  Little  is  known  of  the  patient’s  con- 
dition since  the  last  admission  except  that  she 
had  been  living  at  home  for  some  time. 

Physical  Examination:  This  revealed  a well 

developed,  well  nourished  colored  woman  in  slight 
respiratory  distress.  Temperature  was  101.8  , 
pulse  110,  respiration  50,  blood  pressure  120/80. 
The  pupils  were  round,  regular,  equal  and  re- 
sponded to  light;  fundi  were  pale  with  a grade  II 
retinopathy.  Heart  showed  a loud  P2,  no  mur- 
murs; the  P.M.I.  could  not  be  felt.  Lungs  were 
flat  to  percussion  over  the  lower  one-half  bilat- 
erally. Moderately  heavy,  moist  inspiratory  rales 
were  heard  in  both  lungs,  more  on  the  right;  there 
was  absence  of  tactile  fremitus  in  the  lower  one- 
half  bilaterally.  The  abdomen  was  flat  and  soft; 
the  liver  was  down  1-2  fingers,  nontender  and 
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smooth.  Ankles  were  slightly  swollen  bilaterally, 
as  was  the  right  knee.  There  was  no  pretibial 
edema.  On  the  skin,  a papular,  coalescent,  red, 
slightly  scaly  rash  was  described  on  both  arms 
and  legs  and  in  a “butterfly”  distribution  on  the 
face.  There  were  some  left  axillary  lymph  nodes, 
nontender  and  movable. 

Laboratory  Data:  Hct.,  22.5  ml %;  B.C.,  1.5  ml%; 
WBC,  8,100/cmm;  RBC,  2,580,000/cmm  hypo- 
chromic. Blood  smear  showed  neutrophilic  bands 
30  ; segmenters,  74%  ; lymphocytes,  22%  ; mono- 
cytes, l%i.  Urinalysis:  3+  proteinuria;  WBC,  2-3/ 
HPF,  RBC,  0-2/HPF.  The  NPN  was  30  mg.%; 
serum  chlorides,  110  m/eq.;  serum  albumin  2.7 
Gm.%;  globulin,  3.5  Gm.%.  P.P.D.  first  strength 
was  positive.  Tests  for  syphilis  were  negative. 

Admission  chest  film  showed  a slightly  enlarged 
heart  with  left  ventricular  preponderance  and  a 
“collection  of  fluid  in  right  hemithorax  extending 
up  to  first  interspace  anteriorly.”  The  lateral  view 
indicated  the  density  was  mainly  anteriorly.  Left 
lung  field  was  clear. 

Coxirse  in  Hospital:  The  patient  was  placed  on 
penicillin  and  streptomycin  therapy  and  shortly  on 
Atabrine,  and  became  afebrile  within  2 days  and 
remained  so  during  rest  of  hospital  course.  She 
continued  to  feel  better  and  rested  well. 

Four  unsuccessful  attempts  at  thoracentesis  were 
made  during  her  stay.  A skin  biopsy  was  reported 
as  “atrophic  skin  with  subepidermal  pigmenta- 
tion.” 

Later  X-ray  films  showed  no  change  in  the 
chest.  No  loculation  was  noted. 

On  the  twenty-first  hospital  day  in  the  early 
evening  the  patient  suddenly  became  quite  dysp- 
neic.  A red  cell  count  at  this  time  was  2,700,000, 
Hgb.  6 Gms.  Oxygen  was  started  and  the  patient 
received  500  cc.  of  blood. 

Approximately  7 hours  later,  rales  were  heard 
throughout  the  left  lung,  none  in  right.  A trache- 
otomy was  performed  with  some  relief.  Bleeding 
at  the  tracheotomy  site  was  combated  with  gel 
foam,  I.  V.  Ca-gluconate  and  Koagamin.  Digitali- 
zation was  begun. 

The  patient  became  worse  and  died  in  the  early 
morning  following  a convulsion. 

DR.  RICHARD  H.  ROBERTS:  This  is  the 
case  of  a young  colored  female  whose  out- 
standing complaint  was  dyspnea  of  3 or  4 
weeks’  duration.  We  can  say  this  is  an 
acute  febrile  illness.  Any  chronic  diseases 
to  be  considered  will  be  taken  up  later.  In 
the  hospital  the  dyspnea  continued  and  was 
intensified  just  prior  to  death.  The  patient 
had  no  such  previous  episodes.  She  volun- 
teered the  information  that  she  had  lupus 
on  her  last  admission  to  the  hospital,  but 
you  will  see  by  the  protocol  that  lupus  was 
not  diagnosed  at  that  admission.  That  is 
rather  confusing.  I surmise  she  overheard 
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two  of  the  house  staff  talking  and  one  of 
them  probably  said,  “This  looks  like  lupus,” 
so  she  deduced  that  this  was  what  she  had. 
There  had  been  occasional  pains  in  the  arms 
and  legs,  occasional  swelling  of  the  right 
knee,  with  slight  soreness.  Statistically 
speaking,  a purely  localized  disease  process 
in  one  joint  probably  would  be  injury  to  one 
cartilage.  However,  we  may  find  out  later 
this  can  fit  into  the  picture  of  some  systemic 
disease. 

The  last  3 admissions  in  the  3 years  prior 
to  the  present  illness  are  interesting  in  that 
they  were  all  for  a set  of  symptoms  which 
led  the  staff  to  suspect  cerebral  disease. 
These  three  symptoms  should  be  discussed. 
Headache,  of  course,  is  a common  symptom 
in  many  diseases  and  doesn’t  necessarily 
mean  anything  localized  to  the  central  nerv- 
ous system.  Tinnitus  doesn’t  always  indi- 
cate organic  aural  or  neurological  disease. 
Diplopia,  on  the  other  hand,  may  be  warning 
of  some  space-occupying  cerebral  lesion;  it 
is  not  commonly  encountered  in  neurosis. 
The  patient  was  sent  to  the  Western  State 
Hospital  because  she  became  disoriented  and 
disorderly.  The  question  comes  up:  (1)  did 
she  have  organic  disease  which  resulted  in 
a psychotic  episode,  or  (2)  was  it  purely  a 
psychosis  per  se?  May  we  have  an  acute 
illness  in  a patient  with  previous  psychotic 
tendencies?  The  attending  physician  should 
always  ask  himself,  “Is  this  some  self- 
induced  pathology?”  Unstable  people  read- 
ily swallow  or  aspirate  many  kinds  of  for- 
eign bodies,  poke  them  into  body  cavities, 
take  poisons,  and  frequently  attempt  or  suc- 
ceed at  suicide.  We  should  keep  this  in 
mind  as  we  proceed. 

At  the  final  admission  the  patient  was 
well  developed  and  well  nourished.  This 
leads  us  to  believe  there  was  no  chronic 
illness  of  rapid  progression.  On  the  other 
hand  some  diseases  of  a chronic  nature  may 
progress  rather  slowly  and  not  affect  the 
general  health  too  much  until  terminally. 
She  had  slight  respiratory  distress,  fever,  a 
rapid  pulse,  and  very  rapid  respirations, 
suggesting  an  acute  toxic  state  of  some  type. 
The  fundi  were  pale  with  a grade  II  retin- 
opathy, and  this  is  certainly  a pathological 
finding.  I would  ordinarily  expect  to  find 
that  in  a hypertensive,  but  this  patient  did 


not  have  hypertension.  Whether  this  was 
an  erroneous  finding  or  whether  it  was  due 
to  localized  vascular  spasm  I do  not  know. 
A loud  pulmonic  second  sound  is  expected 
in  patients  who  have  some  increased  pres- 
sure in  the  pulmonary  vascular  tree.  As  we 
will  find  out  later  on,  this  patient  did  have 
extensive  pulmonary  disease  and  a very 
good  reason  for  a loud  pulmonic  second 
sound.  Usually  one  is  able  to  feel  the 
PMI,  occasionally  it  is  not  felt  in  obese 
people  or  in  women,  so  its  absence  may  be 
significant  or  not.  With  a pericardial  effu- 
sion or  Pick’s  disease  one  wouldn’t  be  able 
to  detect  the  PMI.  (With  the  latter  one 
finds  some  retraction  of  the  chest  wall.  The 
cardiac  contour  on  the  X-ray  film  is  not 
that  of  an  effusion;  there  were  no  murmurs. 
From  the  X-ray  findings,  I don’t  know  why 
the  percussion  note  should  have  been  flat 
on  the  left  side.  There  is  certainly  ample 
X-ray  evidence  for  the  flatness  on  the  right 
side.  Moisture  was  present  and  tactile 
fremitus  was  absent  in  the  lower  one-half 
bilaterally.  Certainly  the  examiner  felt 
there  was  disease  in  the  left  lung  but  by 
X-ray  we  see  no  evidence  of  anything  defi- 
nite. 

The  position  of  the  tender  liver  may  be 
due  to  the  presence  of  fluid,  or  some  increas- 
ing mass  in  the  right  chest,  or  enlargement. 
Neither  from  the  X-ray  nor  physical  findings 
in  the  right  chest  can  one  say  that  the  liver 
is  enlarged.  If  the  liver  is  enlarged  and 
related  to  disease  in  the  right  chest,  the 
question  of  amebiasis,  amebic  abscess,  and 
perforation  into  the  right  chest  with  empy- 
ema must  be  considered. 

The  ankles  were  slightly  swollen  bilater- 
ally. There  was  no  pretibial  edema.  A 
papular,  coalescent,  red,  slightly  scaly  rash 
on  both  arms  and  legs,  and  in  a “butterfly” 
distribution  on  the  face  is  typical  of  discoid 
lupus.  Sarcoid  occasionally  has  a “butterfly” 
distribution,  though  one  expects  nodules 
with  this.  Left  axillary  lymph  nodes,  non- 
tender and  movable,  were  present,  and 
might  be  part  of  a systemic  disease,  or  might 
merely  be  connected  in  some  way  with  the 
rash. 

The  patient  had  a hypochromic  anemia 
which  in  itself  is  not  specific,  but  may  be 
part  of  the  general  picture.  The  white  cell 
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count  and  differential  are  not  helpful.  There 
is  no  leukopenia,  and  no  eosinophils  were 
noted.  Proteinuria  without  other  positive 
findings  was  noted  and  brings  up  the  ques- 
tion of  whether  this  is  intrinsic  disease  of 
the  kidney  or  is  a reflection  of  the  fever, 
edema  and  dehydration.  Blood  chemical 
studies  revealed  a pertinent  finding, — a hy- 
perglobulinemia.  This  is  probably  a finding 
which  tends  to  narrow  the  field  and  limit 
the  discussion  to  certain  diseases. 

Various  infections  produce  hyperglobu- 
linemia.  Most  are  parasitic  infections: 
schistosomiasis,  malaria,  trypanosomiasis, 
syphilis,  and  tuberculosis.  The  collagen  dis- 
eases such  as  dermatomyositis,  lupus  and 
polyarteritis  nodosa  will  all  produce  hyper- 
globulinemia.  Sarcoidosis,  the  leukemias, 
rheumatoid  arthritis  are  further  examples. 
A PPD  first  strength  was  positive.  Most 
cases  of  sarcoidosis  are  tuberculin  refrac- 
tory. Most  patients  who  have,  or  have  had 
clinical  tuberculosis  have  a positive  tuber- 
culin. Admission  chest  film  reported  “a 
slightly  enlarged  heart  with  left  ventricular 
preponderance”;  I think  the  enlargement  is 
fairly  pronounced.  We  know  definitely 
there  is  pulmonary  pathology,  and  we  will 
see  if  we  can  relate  that  to  systemic  disease. 

On  penicillin,  streptomycin  and  Atabrine 
the  patient  became  afebrile  within  2 days 
and  remained  so  during  the  rest  of  the 
course.  Penicillin  and  streptomycin  are  used 
in  a multitude  of  things.  The  Atabrine  is  a 
little  more  specific  drug,  it  is  used  in  ma- 
laria and  sometimes  in  amebiasis.  I don’t 
know  whether  they  thought  this  patient  may 
have  had  amebiasis  or  not.  There  is  no  men- 
tion of  stools  and  no  mention  of  the  smear 
for  malaria.  Recently,  Atabrine  has  been 
tried  in  lupus.  The  unsuccessful  attempts 
at  thoracentesis  are  interesting;  it  brings  up 
the  problem  of  whether  the  fluid  was  thick, 
as  in  empyema,  or  whether  this  even  was 
fluid  at  all.  I would  think  that  one  should 
be  able  to  obtain  transudate  in  four  at- 
tempts. 

A skin  biopsy  was  reported  as  “atrophic 
skin  with  subepidermal  pigmentation.” 
That  would  fit  old  chronic  discoid  lupus 
where  it  has  healed  in  the  center.  If  one 
took  the  biopsy  from  the  edge  of  an  active 
discoid  lupus  one  would  see  perivascular 


round  cell  infiltration  and  the  horny  plugs 
in  the  follicles. 

On  the  21st  hospital  day,  the  patient  sud- 
denly became  quite  dyspneic.  The  red  count 
was  again  low,  she  received  oxygen,  blood, 
had  a tracheotomy,  and  finally  digitalization 
was  begun.  The  patient  became  worse  and 
died  following  a convulsion.  Now,  let’s 
take  up  these  things  one  at  a time. 

I believe  that  the  patient  did  have  discoid 
lupus.  Though  the  skin  biopsy  is  not  diag- 
nostic of  it,  the  distribution  of  the  lesions  on 
the  face  in  the  butterfly  pattern  and  on  the 
arms  and  legs  is  characteristic.  The  gross 
description  of  the  individual  lesions  is  typi- 
cal. Discoid  lupus  is  a chronic,  recurrent 
disease.  It  may  progress  and  heal,  and  may 
even  heal  spontaneously  without  treatment. 
Chronic  discoid  lupus  doesn’t  kill  a patient. 
Many  of  the  findings  here  point  to  the  acute 
disseminated  type  of  lupus.  Before  discuss- 
ing the  acute  disseminated  type,  let  us  look 
into  the  relationship  of  the  discoid  type  to 
the  acute  disseminated  type.  There  is  a 
very  marked  divergence  of  opinion  on  this 
subject.  Statements  have  been  made  that 
there  are  interrelationships,  one  to  the  other, 
and  statements  have  been  made  that  they 
are  entirely  different  diseases.  Obviously, 
the  skin  lesions  in  acute  disseminated  lupus 
and  in  chronic  discoid  lupus  are  the  same. 
Supposedly,  in  the  discoid  type  lesions  occur 
only  in  the  skin,  but  what  of  the  possibility 
of  its  changing  into  the  disseminated  type? 
Many  of  the  texts  state  that  it  “rarely”  or 
“seldom”  changes  into  disseminated  lupus. 
In  an  informative  article  in  the  Annals  of 
Internal  Medicine  (April,  1953),  the  state- 
ment is  made  that  there  is  apparently  more 
relationship  of  chronic  discoid  lupus  to  acute 
disseminated  lupus  than  has  been  thought. 
It  was  said  that  chronic  skin  lesions  preced- 
ed subacute  discoid  lupus  in  26  per  cent  and 
chronic  skin  lesions  preceded  acute  dissemi- 
nated lupus  in  20  per  cent  of  a group  of 
cases.  Sunlight  and  trauma  are  precipitating 
factors  in  the  change.  The  presence  of  LE 
cells  in  the  bone  marrow  is  now  regarded 
as  convincing  diagnostic  evidence  of  dis- 
seminated lupus.  (I  was  told  that  a marrow 
biopsy  was  attempted,  but  in  this  case  in- 
sufficient material  precluded  a reliable  re- 
port.) An  absence  of  LE  cells  does  not  rule 
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out  lupus.  The  symptomatology  in  acute 
disseminated  lupus,  just  as  with  the  other 
collagen  diseases,  is  quite  variable  and  an 
antemortem  diagnosis  is  frequently  not 
made. 

Let  us  review  the  possibilities.  It  is  not 
definite  that  the  patient  had  discoid  lupus 
and  it  is  certainly  not  definite  that  she  had 
acute  disseminated  lupus.  One  cannot  rule 
out  malignancy,  either  primary  or  meta- 
static, in  the  right  chest.  This  being  a wom- 
an, she  might  have  had  a fibroma  of  the 
ovary  with  the  so-called  Meig’s  syndrome. 
(I  am  going  to  assume  this  was  pleural  ef- 
fusion, although  there  are  several  things 
against  this  conclusion.)  Do  the  previous 
admissions  within  the  past  3 years  for  pos- 
sible cerebral  disease  point  to  malignancy 
there?  What  about  an  infectious  process  in 
the  right  chest?  Tuberculosis,  fungi,  histo- 
plasmosis, actinomycosis, — these  cannot  be 
ruled  out.  However,  with  no  cough,  chest 
pain,  or  hemoptysis,  it  is  hard  to  conceive 
of  a disease  involving  the  parenchyma  of 
the  lung  to  any  extent.  Amebiasis  is  preva- 
alent  in  this  part  of  the  country.  According 
to  some  figures,  5 per  cent  of  those  having 
amebic  desentery  develop  amebic  abscess  in 
the  liver.  Fifteen  per  cent  of  the  latter 
rupture  into  the  right  lung  or  into  the  right 
pleural  space.  Actually,  the  abscess  may 
bore  through  the  diaphragm,  sealing  off  the 
pleura  around  it,  and  penetrate  into  the  pa- 
renchyma of  the  lung  producing  a direct 
passage  to  a bronchus.  The  patient  then 
expectorates  the  abscess  fluid.  Or,  the  ab- 
scess may  rupture  through  the  diaphragm, 
causing  empyema.  The  former  condition  is 
unlikely,  but  the  latter  is  possible  here. 
This  patient  did  not  have  any  splenic  en- 
largement. The  only  lymph  nodes  men- 
tioned were  in  the  left  axilla,  they  were 
small,  and  non-tender.  Hodgkin’s  disease 
seems  unlikely. 

I find  myself  drawn  back  to  the  diagnosis 
of  lupus.  The  sex  incidence  is  about  3 to  1, 
females  over  males.  This  was  a female. 
Although  it  is  more  frequent  in  the  white 
race,  it  does  occur  in  the  colored  race,  very 
rarely  in  colored  males.  The  description 
and  distribution  of  the  skin  lesions  indicate 
that  the  patient  had  either  acute  lupus  or 
discoid  lupus.  The  history  of  joint  symp- 


toms (swelling)  would  certainly  fit  into  the 
picture  of  disseminated  lupus.  Many  pa- 
tients who  have  lupus  give  a history  of  cen- 
tral nervous  system  symptoms,  some  are 
frankly  psychotic.  Patients  with  dissemi- 
nated lupus  frequently  have  acute  episodes 
of  fever.  Disseminated  lupus  may  involve 
the  serous  membranes  causing  pleural  effu- 
sion. Edema  is  common  in  lupus.  Hypo- 
chromic anemia  and  hyperglobulinemia  are 
found  in  this  disease,  as  well  as  in  the  other 
collagen  diseases.  Leukopenia  is  ex- 
pected in  lupus,  but  secondary  infection  may 
have  increased  the  total  white  cell  in  this 
case.  Protein  in  the  urine  could  be  a reflec- 
tion of  the  renal  lesions  of  disseminated  lu- 
pus; these  are  well  known  and  quite  com- 
mon. Cardiac  enlargement  brings  up  the 
question  of  Libman-Sacks  disease, — an  en- 
tity either  closely  related  to,  or  a part  of 
disseminated  lupus,  representing  an  endo- 
carditis. We  have  no  definite  proof  of  en- 
docarditis, as  there  were  no  murmurs  nor 
petechiae.  It  cannot  be  ruled  out,  however. 
Myocarditis  or  pericarditis  must  be  consid- 
ered, though  X-ray  does  not  suggest  peri- 
cardial effusion.  If  the  heart  is  enlarged, 
we  must  think  of  myocarditis,  because  this 
is  a young  patient  having  neither  hyperten- 
sion nor  a murmur,  but  an  acute  febrile 
disease.  Myocarditis  is  very  likely,  and  the 
terminal  episode  might  be  related  to  the 
myocarditis.  The  patient  may  have  died 
from  myocardial  failure  or  from  some  sec- 
ondary bacterial  infection. 

There  are  several  reasons  why  I select 
disseminated  lupus  in  preference  to  the 
other  collagen  diseases.  One  is  the  sex  in- 
cidence, females  being  predominant  in  lu- 
pus. The  cutaneous  lesion  was  certainly 
most  characteristic  of  lupus.  There  was  no 
hypertension,  so  frequently  seen  in  some  of 
the  other  collagen  diseases.  Though  pleural 
effusion  is  not  characteristic  of  the  others, 
it  may  occur.  Abnormal  urinary  findings 
are  more  common  in  lupus.  My  diagnosis 
is  acute  disseminated  lupus,  with  death  a 
result  of  myocardial  failure.  I feel  that 
autopsy  may  indicate  cerebral,  myocardial, 
pulmonary  and  renal  lesions  of  this  disease. 

DR.  JOHN  D.  YOUNG:  Are  there  any 
comments  or  questions  regarding  this  case? 
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If  not  we  will  ask  Dr.  Williams  to  discuss 
the  findings  at  autopsy. 

DR.  WILLIAM  L.  WILLIAMS:  This  case 
is  as  interesting  pathologically  as  clinically. 
Not  only  is  it  fascinating  from  a morpholog- 
ical standpoint,  clinically  correctly  diag- 
nosed as  acute  disseminated  lupus  erythem- 
atosis,  but  also  in  arriving  at  a conclusion 
as  to  the  way  this  woman  died,  because 
people  actually  do  not  usually  die  of  lupus 
erythematosis  per  se.  They  usually  die  of 
some  intercurrent  infectious  disease  process. 

The  body  was  that  of  a well  developed,  well 
nourished,  colored  female.  The  erythematous  rash 
which  was  described  clinically  was  also  seen  at 
autopsy.  Examination  of  the  abdominal  cavity 
revealed  about  200  cc.  of  sanquinous  fluid.  The 
spleen  was  slightly  enlarged  weighing  265  grams. 
(This  is  about  double  normal  weight  but  proba- 
bly not  of  palpable  size  as  yet.)  The  liver  was 
not  felt  to  be  enlarged  at  autopsy  or  perhaps  mod- 
erately so  weighing  1,630  grams.  The  kidneys 
were  of  normal  size  and  revealed  no  gross 
changes.  Examination  of  the  thoracic  cavity 
showed  about  300  cc.  of  fluid  within  the  right 
pleural  cavity.  The  fluid  was  described  as  being 
very  thick  and  purulent.  The  right  pleural  cavity 
was  practically  obliterated  by  a fibrous  thickening 
of  the  pleura  over  all  lobes.  The  purulent,  thick 
fluid  was  actually  locculated  within  this  fibrous 
pleura.  The  lining  of  these  empyema  pockets 
showed  a marked  reddish  discoloration  with  fibrin 
deposits.  The  basilar  portions  of  the  right  lung 
was  consolidated  with  a grey,  granular  change 
noted  on  cut  section.  There  was  no  consolidation 
of  the  left  lung  and  only  a moderate  congestion. 
The  heart  showed  a fibrous,  organizing  pericar- 
ditis which  completely  occluded  the  pericardial 
space  except  for  a small  pocket  filled  with  a fibrin- 
opurulent  material.  The  heart  with  this  attached 
pericardium  weighed  660  grams.  No  significant 
changes  were  seen  grossly  within  the  myocardium. 
Upon  the  free  edge  of  the  tricuspid  valve,  adja- 
cent to  the  chorda  tendeneae  were  three  tit-like 
projections  which  were  quite  smooth  and  glisten- 
ing. The  microscopic  section  of  this  lesion  re- 
vealed a fibrous  tissue  proliferation  with  a few 
scattered  Anitschkow  myocytes.  There  is  no  so- 
called  fibrinoid  degeneration  present. 

This  does  not  fit  the  classic  picture  of 
Libman-Sacks  endocarditis  which  is  de- 
scribed as  a verrucous  lesion  showing  fibrin- 
oid degeneration.  However,  due  to  its  oc- 
currence on  the  tricuspid  valve  in  a patient 
with  lupus  erythematosis  I feel  that  atypical 
Libman-Sacks  endocarditis  is  the  best  term 
that  could  be  applied. 

Microscopic  examination  of  the  kidneys 


reveals  one  of  the  most  classic  lesions  de- 
scribed in  the  so-called  “wire-loop”  glom- 
eruli. This  represents  one  manifestation  of 
the  basic  tissue  changes  which  occurs  in  this 
disease.  Collagen  or  connective  tissue  all 
over  the  body  may  be  effected.  The  base- 
ment membrane  of  the  renal  glomeruli  has 
recently  been  shown  by  electron  microscopy 
to  be  made  up  of  two  membranes  which 
represent  attenuations  of  the  parenchmyal 
connective  tissue.  This  thin  layer  of  con- 
nective tissue  is  covered  on  one  side  by  en- 
dothelium and  on  the  other  by  epithelium. 
Klemperer  has  been  able  to  show  by  digest- 
ing procedures  that  this  connective  tissue 
degeneration  takes  place  between  these  two 
layers.  Thus  the  fibrinoid  degeneration  of 
the  basement  membrane  of  the  renal  glom- 
eruli results  in  the  classic  “wire-loop” 
changes  (Figure  1). 


Fig.  1.  Renal  glomerulus  with  “wire-loop”  alter- 
ations. 


Another  evidence  of  this  widespread  con- 
nective tissue  change  may  be  seen  within 
the  spleen.  This  consists  of  the  deposition 
of  a collagenous  or  fibrinoid  material  sur- 
x'ounding  the  small  arteries  of  the  spleen  and 
results  in  the  “onion  peel”  appearance  (Fig- 
ure 2)  which  some  feel  is  entirely  diagnostic. 

Sections  of  the  skin  at  the  time  of  autopsy 
revealed  the  same  atrophic  process  as  that 
seen  on  the  reported  biopsy. 

The  microscopic  changes  within  the  lungs 
shows  evidence  of  many  recurrent  attacks 
of  some  inflammatory  process.  This  is  char- 
acterized by  scarring  of  lung  parenchyma 
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Fig.  2.  Splenic  arteriole  with  the  lamellated  peri- 
arterial collagen  deposition  (500  x). 


throughout  with  areas  of  round  cell  infiltra- 
tion and  other  areas  of  a more  acute 
inflammatory  exudate.  Also,  interesting 
enough,  we  see  a few  tubercules  within  the 
lung.  These  tubercules  are  certainly  not 
old  ones.  They  show  few  giant  cells  and  are 
characterized  primarily  by  lymphocytes  and 
epithelioid  cells  which  suggest  active  tuber- 
culosis. These  are  seen  scattered  through- 
out the  lungs  but  not  in  any  great  number. 
The  pulmonary  hilar  lymph  nodes  show 
more  marked  caseation  and  tubercle  forma- 
tion; a few  tubercles  without  caseation  are 
present  in  the  spleen. 

The  fibrous  pleural  and  pericardial  thick- 
ening shows  in  the  portions  adjacent  to  the 
underlying  parenchyma  complete  organiza- 
tion. As  one  progresses  toward  the  surface, 
a younger  type  of  granulation  tissue  may  be 
seen  and  then  on  the  surface  of  a recent, 
fibrinopurulent  exudate.  The  older  portions 
suggest  a duration  of  at  least  several 
months. 

The  liver  was  of  primary  interest  in  estab- 
lishing what  I believe  is  the  mode  of  death. 
It,  microscopically,  reveals  a very  marked 
acute  passive  congestion.  This  along  with 


this  same  change  in  the  spleen  leads  me  to 
believe  this  patient  died  of  heart  failure. 
There  is  no  microscopic  evidence  of  myo- 
carditis. Therefore  I feel  that  the  terminal 
episode  is  related  to  the  recurrent  attacks  of 
pneumonia  which  resulted  in  a constrictive 
pericarditis  and  ensuing  heart  failure. 

We  have  no  anatomical  basis  for  the 
psychoses  which  this  woman  developed. 
The  vascular  changes  are  certainly  minimal. 
There  was  present  a chromophobe  adenoma 
of  the  pituitary  which  was  about  0.8  cm.  in 
greatest  diameter.  I certainly  do  not  feel 
that  this  could  explain  her  psychotic  be- 
havior. 

Final  Diagnosis:  Acute  disseminated  lu- 
pus erythematosis;  atypical  Libman-Sacks 
endocarditis;  organizing  and  acute  broncho- 
pneumonia, right  lung;  diffuse  empyema, 
purulent  and  organized,  congestive  heart 
failure. 

Pulmonary  tuberculosis,  minimal,  with 
dissemination  to  hilar  lymph  nodes  and 
spleen. 

Chromophobe  adenoma  of  pituitary,  small. 

Are  there  any  questions  concerning  the 
autopsy  findings? 

DR.  YOUNG:  Was  thin  pleural  fluid  free 
within  the  pleural  cavity? 

DR.  WILLIAMS:  No,  it  was  not.  It  was 
loculated  within  the  adherent  thickened 
pleura. 

DR.  YOUNG:  Do  you  feel  the  increase  in 
the  heart  shadow  was  related  to  the  pericar- 
ditis plus  the  fluid  that  was  loculated  there, 
or  due  to  actual  enlargement  of  the  heart? 

DR.  WILLIAMS:  I think  it  was  probably 
due  to  both.  I cannot  conceive  of  this  much 
pleural  change  without  shifting  the  medias- 
tinum some.  The  heart  weighed  600  grams 
with  this  adherent  pericardium.  I do  not 
know  how  much  the  pericardium  itself  ac- 
tually weighed  at  this  time.  But  that  would 
suggest  that  the  heart  was  somewhat  en- 
larged. 
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The  President's  Page 

THE  DOCTOR  AND  HIS  CONGRESSMEN 


In  reviewing  the 
workings  of  our  83rd 
Congress,  just  ended, 
we  are  impressed  in 
many  ways.  In  one 
respect,  we  are  re- 
minded of  the  days 
when  we  worked  at 
the  wheat  thrasher, — 
the  enormous  loads 
of  bundles  conveyed 
into  the  awful-look- 
ing  cylindei',  the  roar,  the  confusion,  the 
dust,  the  grain  coming  out  at  its  proper 
place,  and  the  straw  stack  getting  ever 
larger.  With  it  all,  the  heat;  and  in  the 
mid-afternoon  some  of  the  hands  passing 
out  with  heat  exhaustion  from  cascading 
perspiration.  In  those  days  salt  depletion 
and  potassium  shift  were  not  understood. 
With  our  present  knowledge  of  salt  tablets 
and  air-conditioning,  the  last  part  of  this 
picture  probably  didn’t  apply  to  our  Con- 
gress. 

There  have  been  many  bills  proposed 
which  are  of  special  interest  to  the  medical 
profession.  In  the  welter  of  material  with 
which  Congress  has  to  deal,  is  it  any  wonder 
that  many  of  these  are  lost,  pigeon-holed, 
tabled,  or  defeated?  This  may  be  because  no 
special  emphasis  has  been  placed  on  them 
and  they  are  forgotten  because  of  the  pres- 
sure on  other  bills.  This  may  not  be  due  to 
any  fault  of  our  Congressmen,  but  may  be 
due  to  our  own  fault  in  not  acquainting  our 
Congressmen  with  our  interests  and  points 
of  view. 

Basically,  there  are  two  problems  which 
have  not  been  solved.  On  the  one  hand,  our 
tax  burden  is  enormous  and  may  have  to 
remain  so.  Survival  is  more  important  than 
taxes.  We  are  still  paying  for  World  Wars 
I and  II.  We  are  in  the  midst  of  another 
war,  and  at  the  same  time  preparing  for  the 
possibility  of  an  even  greater  war.  All  this 
has  to  be  considered,  and  to  meet  this  ter- 
rible demand  every  source  of  taxation  up  to 
the  point  of  diminishing  return  must  be 
tapped.  As  much  as  we  dislike  it  we  must 
accept  this.  The  other  problem  so  far  as  the 
medical  profession  is  concerned  is  the  one 


of  taxes  to  the  point  of  possible  break-down 
of  the  security  for  the  doctor’s  old  age.  The 
doctor  often  enters  practice  in  debt.  He 
builds  his  practice  through  lean  years  not 
aware  of  the  tax  burden.  At  this  stage  of 
his  career  his  taxes  are  hidden  and  reflected 
in  high  prices  for  the  things  he  purchases. 
Finally,  his  practice  becomes  large,  he  has 
a large  income,  the  sur-tax  takes  most  of 
it  away,  he  loses  his  health  trying  to  meet 
the  demands  made  upon  him;  and  then  he 
is  retired.  With  what  strength  he  has  left, 
he  has  to  make  a living.  He  has  no  social 
security  and  has  not  been  able  to  provide 
for  those  days  with  investments  or  an- 
nuities. Somewhere  there  must  be  an  equa- 
ble medium  between  these  extremes;  these 
two  problems  must  be  balanced  one  against 
the  other. 

Our  Congressmen  are  fine  men  and 
women.  They  are  interested  in  the  welfare 
of  their  constituents,  and  at  the  same  time 
they  must  have  in  mind  the  over-all  wel- 
fare of  our  country.  Why  not  talk  to  them 
during  this  recess?  Learn  from  them  the 
problems  that  face  them,  and  at  the  same 
time  lav  before  them  our  problems.  Maybe 
they  would  like  to  meet  with  us  in  our  so- 
cieties to  our  mutual  benefit. 

If  and  when  the  time  comes  when  our 
economy  can  be  geared  to  peaceful  pursuits, 
when  our  budget  can  be  balanced,  and  when 
inequalities  can  be  ironed  out,  then  we  can 
devote  more  time  and  effort  to  the  duties 
that  naturally  fall  to  us  as  physicians.  In 
the  meantime,  let  us  acquaint  our  Congress- 
men with  the  urgencies  of  the  situations 
dealing  with  medical  care,  the  patients’  wel- 
fare, and  the  physicians’  problems. 

For  instance,  there  has  been  defeated  in 
the  82nd  Congress  a bill  to  allow  deductions 
up  to  a certain  amount  of  net  income  for  an- 
nuities for  professional  people.  This  is  a 
parallel  to  the  social  security  enactments 
that  have  had  so  much  support  in  Congress. 

There  might  also  be  mentioned  a few 
pending  bills: 

1.  Senate  Bill  1154,  to  permit  deduction  of 
health  insurance  premiums  for  income 
tax  purposes,  benefitting  both  individu- 
als and  corporations. 
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2.  H.  R.  3375,  to  authorize  deduction  of 
medical  and  dental  expenses,  not  com- 
pensated for  by  insurance  or  otherwise, 
from  gross  income  for  income  tax  pur- 
poses. 

3.  H.  R.  4155,  to  establish  a presumption 
of  service-connection  for  chronic  and 
tropical  diseases  “becoming  manifest” 
within  two  years  after  separation  from 
active  service.  (AMA  legislative  com- 
mittee actively  opposes.) 

4.  H.  R.  4593,  to  authorize  federal  as- 
sistance to  voluntary,  non-profit  as- 
sociations offering  prepaid  health  serv- 


ice programs  to  secure  facilities  and 
equipment  through  long  term  interest 
bearing  loans  (2%),  such  funds  to  be 
used  only  for  the  construction  of  clin- 
ics and  diagnostic  and  treatment 
centers. 

We  might  discuss  with  our  Congressmen 
such  measures  as  these.  At  least  it  would 
do  us  all  good  to  become  better  acquainted. 

/yL,  W- 


X-Ray  Therapy  in  Retinopathy.  Trueman,  Beard- 
wood  and  Smith,  from  “Diabetes,”  The  Journal 
of  the  American  Diabetes  Association,  January- 
February,  1953,  issue. 

The  author's  have  employed  X-ray  therapy  in 
a series  of  cases  of  diabetic  retinopathy  over  a 
period  of  28  months.  These  cases  were  of  ad- 
vanced degree,  most  of  them  exhibiting  proliferat- 
ing retinitis  and  new  blood  vessel  formation. 

In  the  total  cases  treated  with  irradiation  di- 
rected to  the  posterior  segment  there  were  12 
cases  of  Eale’s  disease  of  the  fibrous  tissue.  In 
2 cases  of  diabetes  retinitis  proliferans,  there  was 
a marked  diminuition  of  the  new  formed  vessels 
but  a continuation  of  the  retinal  hemorrhages. 

The  dosage  agreed  upon  was  2,400  R,  much 
below  the  dose  of  3,500  to  15,000  R employed  by 
Gupton  and  Reese.  Cases  ranged  from  24  to  72 
years  of  age  with  a known  duration  of  diabetes 
from  3 to  26  years.  Treatment  was  by  the  Radio- 
logical Department  of  the  University  of  Pennsyl- 
vania Graduate  Hospital.  In  the  cases  which 
vitamin  C and  Rutin  were  being  used  they  were 
continued.  Ophthalmologic  examination  was  made 
at  end  of  treatment. 

The  results  show  that  in  17  cases  of  33%  there 
was  improvement.  In  12  cases  or  23%'  there  was 
a slight  improvement.  In  16  cases  or  31%  there 
was  no  change.  In  7 cases  or  13%  there  was  fur- 
ther deterioration.  The  authors  emphasize  that 
the  described  therapy  was  directed  toward  ad- 
vanced retinopathy  with  retinitis  proliferans  and 
newly  formed  blood  vessels  and  feel  that  the  re- 
sults reported  are  optimistic  enough  to  warrant  a 
preliminary  report  and  suggest  further  studies 
along  this  line  of  therapy.  (Abstracted  for  the 
Tennessee  Diabetes  Association  by  Dan  R.  Thomas, 
M.D.,  Knoxville.) 
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EDITORIAL 


CORTISONE  THERAPY  AS  A CAUSE  OF 
ADRENAL  CORTICAL  INSUFFICIENCY 

After  the  advent  of  cortisone  speculation 
arose  concerning  the  potential  depression  of 
adrenal  cortical  function  during  and  after 
prolonged  administration  of  this  hormone. 
This  led  to  the  common  practice  of  giving 
corticotrophin  (ACTH)  for  some  days  at  the 
time  of  the  discontinuance  of  cortisone  ther- 
apy in  the  hope  of  re-awakening  or  stimu- 
lating the  patient’s  adrenal  cortical  function. 
Some  evidence  has  accumulated  indicating 
that  this  speculation  was  correct,  and  that 
the  prolonged  use  of  cortisone  may  lead  to 
atrophy  of  the  adrenal  cortex  and  to  adrenal 
cortical  insufficiency.  This  hazard  is  now 
making  itself  known. 

In  1952  Fraser  and  associates*  reported  a 
postoperative  death  from  adrenal  atrophy 

*Fraser,  C.  G.,  Preuss,  F.  S.,  and  Bigford,  W.  D.: 
Adrenal  Atrophy  and  Irreversible  Shock  Associat- 
ed with  Cortisone  Therapy,  J.A.M.A.,  149:1542, 

1952. 

•Salassa,  R.  M.,  Bennett,  W.  A.,  Keating,  F.  R., 
and  Sprague,  R.  G.:  Postoperative  Adrenal  Corti- 
cal Insufficiency:  Occurrence  in  Patients  Previous- 
ly Treated  with  Cortisone,  J.A.M.A.,  152: 1509, 

1953. 


after  cortisone  therapy.  Now  comes  a re- 
port from  the  Mayo  Clinicf  on  two  postoper- 
ative deaths,  and  additional  post-mortem 
data  on  the  pathologic  changes  which  are 
demonstrable  in  the  adrenal  glands  of  per- 
sons treated  with  cortisone.  One  of  the 
patients  receiving  cortisone  for  rheumatoid 
arthritis  developed  a penetrating  gastric 
ulcer.  She  died  after  a subtotal  gastrecto- 
my. The  other  patient  had  been  off  corti- 
sone, given  for  rheumatoid  arthritis,  four 
and  a half  months  before  an  operation  for 
bunions.  Irreversible  shock  developed  fif- 
teen hours  postoperatively. 

These  two  cases  led  to  a study  of  adrenal 
glands  removed  from  persons  dying  of  var- 
ious causes  after  treatment  with  cortisone 
and  of  glands  from  a control  group.  The 
patients  who  had  received  cortisone  before 
death  numbered  46  adults,  the  control  group 
consisted  of  42  patients  who  had  died  of 
similar  causes  but  had  not  received  corti- 
sone. The  adrenal  glands  were  weighed  as 
well  as  studied  microscopically.  The  weights 
of  the  glands  from  9 patients  who  had  re- 
ceived cortisone  for  less  than  five  days  were 
within  normal  range.  No  histological 
changes  were  recorded  in  these.  In  10  pa- 
tients who  had  I'eceived  cortisone  for  five 
days  or  longer,  and  up  to  the  time  of  death, 
the  weights  of  the  glands  were  consistently 
reduced.  The  same  was  true  of  those  in- 
stances in  which  cortisone  had  been  given 
for  five  days  or  more  and  in  which  the  ad- 
ministration had  been  discontinued  20  days 
or  less  before  death.  This  atrophy  was  not 
demonstrable  if  cortisone  had  been  discon- 
tinued 21  or  more  days.  Of  probably  greater 
importance  were  the  histological  changes  in 
the  glands  if  cortisone  had  been  given,  even 
though  the  combined  weights  were  within 
normal  limits.  Cortisone  causes  a loss  of 
lipid  content  in  the  cells  of  the  zona  glom- 
erulosa  and  zona  fasciculata. 

This  study  of  the  Mayo  Clinic  group  bears 
out  experimental  work  in  animals  and  clin- 
ical observations  which  have  been  made. 
Furthermore,  data  are  accumulating  which 
indicate  that  the  use  of  ACTH  is  not  the 
answer  for  this  pathologic  change.  The 
administration  of  this  hormone  leads  to  the 
depression  of  activity  of  the  pituitary  gland. 
This  has  been  verified  in  the  experimental 
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animal  and  in  clinical  trial.  The  authors 
emphasize  that  the  endogenous  secretion  of 
ACTH  is  depressed  by  the  introduction  of 
this  hormone  from  the  outside,  and  that 
postoperative  adrenal  insufficiency  can  oc- 
cur after  ACTH  as  well  as  after  cortisone. 

The  question  facing  the  physician  and  sur- 
geon preoperatively,  in  the  patient  who  is 
using  cortisone  (or  ACTH)  or  who  has  used 
it  in  the  past,  then  is  clearcut.  What  are 
the  chances  of  postoperative  irreversible 
shock?  The  authors  point  out  that  present- 
day  knowledge  permits  of  no  accurate  se- 
lection of  patients  subject  to  this  hazard. 
They  place  in  this  group  probably  all  pa- 
tients who  have  received  “significant  quan- 
tities (of  cortisone)  within  three  to  six 
months.”  The  authors  set  down  their  con- 
cepts of  the  preoperative  and  postoperative 
management  of  such  cases.  They  feel  the 
prophylactic  use  of  200  mg.  of  cortisone 
intramuscularly  at  48  hours,  24  hours  and 
1 or  2 hours  before  operation  will  probably 
tide  the  patient  over  the  operation.  It 
should  then  be  continued  for  some  days  post- 
operatively,  the  time  limited  by  the  patient’s 
condition.  They  then  outline  other  features 
of  preoperative  preparation  and  consider  the 
management  of  the  development  of  post- 
operative adrenal  cortical  insufficiency. 

Your  editor  feels  that  any  physician  con- 
templating an  operative  procedure,  even  in 
the  category  of  minor  surgery,  in  a patient 
who  is  or  has  been  on  ACTH  or  cortisone 
therapy  should  be  familiar  with  the  paper 
by  Salassa  and  his  co-workers. 

R.  H.  K. 

* 

POLL  OF  THE  READERS 
OF  THE  JOURNAL 

A year  ago  a questionnaire  was  sent  to 
the  readers  of  the  Journal  of  the  Tennessee 
State  Medical  Association  with  the  hope  of 
getting  their  reaction  to  it.  Two  years  had 
passed  since  certain  changes  had  been  made 
in  the  Journal.  It  seemed  that  such  a pe- 
riod would  allow  those  who  read  the  Jour- 
nal to  become  familiar  with  its  policies,  the 
various  sections  and  general  make-up.  The 
tabulations  of  answers  received  follow  the 
editorial  pages  of  this  issue  for  those  inter- 
ested in  the  results. 


About  one-third  of  those  receiving  the 
questionnaire  returned  it  answered.  This  is 
a satisfactory  proportion  of  returns  for  ques- 
tionnaires of  this  type.  One  wonders  what 
the  answers  of  the  other  two-thirds  might 
have  been!  However,  it  is  generally  ac- 
cepted that  those  who  are  satisfied  are  less 
likely  to  reply  to  questionnaires  than  those 
who  are  dissatisfied.  (The  staff  hopes  that 
this  assumption  is  correct.)  It  is  of  interest 
that  the  returns  came  almost  equally  from 
the  urban  and  from  the  more  rural  counties. 
Also  it  appears  that  all  areas  of  the  state 
were  well  represented  in  the  questionnaire 
cards  returned.  None  were  returned  from 
twenty-nine  counties  which  contain  only  3.3 
per  cent  of  the  readers. 

Those  responsible  for  the  Journal  have 
the  human  reaction  of  pleasure  that,  by  and 
large,  the  publication  is  satisfactory  in  the 
eyes  of  most  of  those  who  returned  the  ques- 
tionnaire. The  yellow  section  seems  to 
please  almost  universally.  The  majority  of 
the  readers  approve  the  policy  of  devoting 
some  two-thirds  to  three-fourths  of  the 
pages  to  material  of  scientific  interest.  The 
officers  of  the  Association  should  be  pleased 
to  know  that  the  ads  are  read  by  80  per  cent 
of  those  answering.  (The  advertisers  will 
be  interested  in  this  fact.)  The  advertise- 
ments, for  practical  purposes,  carry  the 
financial  burden  of  the  publication  of  the 
Journal  without  cost  to  the  membership, 
just  as  the  exhibitors  at  the  Annual  Meeting 
bear  the  expenses  of  the  meeting. 

Obviously  satisfaction  with  the  Journal 
was  not  unanimous.  If  it  had  been  there 
would  be  something  seriously  wrong  with 
this  poll.  Most  of  the  criticisms  were  con- 
structive,— criticisms  of  deficiencies,  Jour- 
nal content,  and  the  like, — things  of  which 
we  are  aware  and  are  attempting  to  correct. 

We  wish  to  thank  those  members  who 
took  the  few  minutes  to  help  us  in  our  efforts 
to  improve  the  Journal. 

R.  H.  K. 

4c 
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ical  Association  belongs  to  the  membership. 
Those  responsible  for  the  Journal  know  this 
and  have  attempted  always  to  provide  a 
publication  both  helpful  and  interesting  to 
the  members. 

We  know  well  that,  human  nature  being 
what  it  is,  one  cannot  please  everyone  all 
the  time,  or  even  part  of  the  time.  However, 
those  who  represent  you  in  the  activities  of 
the  publication  agreed  about  a year  ago 
that,  after  two  years  of  experiment,  it  might 
be  interesting  to  find  out  what  the  members 
of  the  Association  think  of  the  Journal. 

A questionnaire  posed  certain  questions. 
A total  of  2,135  cards  went  out.  A total  of 
677  or  31.7  per  cent  of  those  sent  out  were 
returned.  This  represents  a sufficient  num- 
ber to  be  of  statistical  significance.  The 
Journal  is  mailed  to  90  of  the  95  counties  in 
the  State.  Cards  were  returned  from  66 
counties.  Cards  were  not  returned  from  29 
counties.  Only  3.37  per  cent  of  the  Associa- 
tion membership  resides  in  these  counties. 
A total  of  426  cards  came  back  from  the 
counties  of  Davidson,  Hamilton,  Knox  and 
Shelby,  representing  35  per  cent  of  those  re- 
ceiving the  Journal.  From  the  remainder  of 
the  State  came  251  cards,  representing  27 
per  cent  of  the  membership  of  the  Associa- 
tion outside  of  the  four  urban  counties. 

Questions  and  Answers 

1 read  the  Journal  regularly  , 

occasionally 

Some  Journal  readers  were  not  to  be  con- 
fined within  these  two  classifications  and 
added  two  more — an  honest  “rarely”  and  a 
vehement  “never.”  This  question  was  an- 
swered by  96' . , or  on  652  of  677  cards  re- 
ceived. 

75'.'  read  the  Journal  regularly 

24.68'  . read  the  Journal  occasionally. 

0.16'.  read  the  Journal  rarely. 

0.16' i read  the  Journal  never. 

I read  the  section  first. 

The  replies  to  this  question  were  sorted 
into  10  groups.  This  question  was  answered 
by  68  per  cent,  or  on  463  of  the  677  cards. 

59. Of.  read  the  scientific  section  first. 

11.4'.  read  the  yellow  sections  first. 

1 1.0'  i read  the  editorials  first. 

6.0'.'  read  the  Journal  cover-to-cover. 

4.0%  read  the  news  section  first. 


3.2 % take  no  chances,  read  the  index  first. 
2.4' i read  the  personals  first. 

1.7' < read  various  sections  first. 

0.7'.  read  the  President’s  Page  first. 

0.7'.  read  the  ads  first. 

More  space  should  be  devoted  to  the 
section.  Although  this 
question  was  answered  on  only  19  per  cent 
of  the  cards  returned,  the  answers  could  be 
classified  in  8 groups.  Of  the  127  who  re- 
plied: 

74.0' . said  more  scientific  material. 

7.0' . said  “OK  as  is.” 

5.5' . said  more  news. 

5.5' . said  more  yellow  section. 

4.0' . said  more  editorials. 

1.6' . said  more  personals. 

1.6' . said  more  politics. 

0.8'.  said  more  ads. 

I read  the  ads  regularly  , 

frequently  , never  

Variations  to  the  stated  grouping  ap- 
peared and  we  added  “infrequently”  which 
also  includes  those  who  answered  “rarely.” 
This  question  was  answered  on  91  per  cent 
of  the  cards  received.  Of  the  615  who  replied: 
61'.  read  the  ads  frequently. 

19%  read  the  ads  regularly. 

15%  read  the  ads  never. 

5' . read  the  ads  infrequently. 

1 keep  a cumulative  file  of  the  Journal 
, Do  not 

This  question  was  answered  by  90  per  cent 
of  those  who  returned  their  cards.  Of  the 
612  who  replied: 

76' . do  not  keep  a cumulative  file. 

24^c  do  keep  a cumulative  file. 

The  Journal’s  Scientific  portion  should  oc- 
cupy   % per  issue. 

This  question  was  answered  by  43  per  cent 
of  those  who  returned  the  survey  cards,  and 
the  answers  varied  from  1 to  98  per  cent, 
with  20  different  figures  being  given,  plus 
the  additional  groups  of  “more”  and  “OK.” 
The  percentages  were  grouped  with  the  di- 
vision occurring  at  the  place  where  the  wid- 
est variance  seemed  to  appear  in  the  an- 
swers. Of  the  289  who  answered  this  ques- 
tion: 

47.0%  say  60  to  75%  of  Journal  should  be 
scientific. 

22.00  say  50  to  55%  of  Journal  should  be 
scientific. 
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17.0%  say  80  to  90 % of  Journal  should  be 
scientific. 

6.5%  say  20  to  40'  c of  Journal  should  be 
scientific. 

3.0%  say  1 to  10%  of  Journal  should  be 
scientific. 

1.7%  say  95  to  98%  of  Journal  should  be 
scientific. 

1.4%  say  simply  “ more .” 

1.4%  think  Journal  is  “OK  as  is.” 

I read  the  yellow  sections  regularly 
occasionally 

This  question  was  answered  by  91  per  cent 
of  those  who  returned  the  cards,  and  the 
never  classification  also  shows  up  again  in 
this  group.  Of  the  617  who  replied: 

52.6%  read  the  yellow  section  regularly. 
45.0%  read  the  yellow  section  occasionally. 

0.4  never  read  the  yellow  section. 

1 read  the  personals  regularly  , 

occasionally 

This  question  was  answered  by  91  per  cent 
and  the  never  reply  appears  here  also.  Of 
the  618  who  replied: 

53.6%  read  the  personals  regularly. 

45.8%  read  the  personals  occasionally . 

0.6%  read  the  personals  never. 

I subscribe  to  other  medical 

journals. 

This  question  was  answered  by  94  per  cent 
of  the  cards.  Not  all  gave  the  number  of 
medical  journals,  but  the  numbers  given 
ranged  from  0 to  14.  Here  again  the  an- 
swers were  grouped,  making  the  break 
where  the  widest  variance  occurred.  Of 
the  634  who  answered  this  question: 

60%  subscribe  to  from  3 to  6 other  journals. 
16%  subscribe  to  from  1 to  2 other  journals. 
10%  subscribe  to  other  journals,  no  number 
given. 

8%  subscribe  to  from  7 to  9 other  medical 
journals. 

5%  subscribe  to  from  10  to  14  other 
journals. 

1%  subscribe  to  no  other  journal. 

As  a matter  of  interest  is  the  fact  that 
the  1 per  cent  who  subscribe  to  no  other 
medical  journal  (numbering  7)  are  located 
as  follows:  4 in  the  smaller  counties,  2 in 
Davidson  County  and  1 in  Hamilton  County. 
The  5 per  cent  who  subscribe  to  from  10  to 
14  other  medical  journals  number  32,  and 
are  located  as  follows: 


20  in  smaller  counties 

4 in  Davidson  County 

1 in  Hamilton  County 

2 in  Knox  County 

5 in  Shelby  County 

Further  suggestions,  criticisms  and  com- 
ments: 

All  comments  were  classified  as  Good, 
Bad,  Constructive,  and  Otherwise.  Although 
we  feel  happy  that  the  “good”  comments 
were  in  the  majority,  there  was  a minority 
who  expressed  dissatisfaction  with  the  Jour- 
nal, its  policies  and  contents.  This  is  nat- 
ural, for  who  would  expect  any  unanimity 
of  opinion! 

Some  liked  the  new  format;  again  the 
cover  was  described  as  a “horrible  blue”  and 
“offensive.”  One  objected  to  the  ad  on  the 
cover  and  several  readers  object  to  the 
amount  of  advertising  “from  which  most 
state  journals  suffer,”  as  one  put  it.  ( The 
advertising  carries  all  or  most  of  the  Jour- 
nal expense.  Journals  which  carry  little 
advertising  are  published  at  a great  loss. 
These  facts  will  answer  the  one  reader  who 
suggested  that  if  the  Journal  were  not  pub- 
lished, the  money  could  be  put  to  better  use. 
If  it  were  not  published  there  would  be  no 
advertising  revenue  and  for  practical  pur- 
poses the  finances  of  the  State  Association 
would  be  unaltered.) 

One  reader  stopped  reading  the  Journal 
after  three  issues,  one  admitted  he  takes  it 
out  of  the  envelope  “sometimes.”  More 
seem  to  read  it,  since  numerous  comments 
and  suggestions  are  made  regarding  content. 
The  yellow  section  seems  to  satisfy  the  read- 
ers. The  only  criticism  voiced  was  relative 
to  the  color  of  the  paper.  Happily,  the  edi- 
torials seem  to  satisfy. 

The  content  of  the  scientific  portion  of  the 
Journal  came  in  for  the  most  numerous 
comments.  This  was  of  interest  to  the  Edi- 
tor, since  it  indicates  that  the  papers  and 
the  Journal  are  read.  The  contrasts  in 
comments  are  of  interest.  The  CPC’s  and 
staff  conferences  pleased  numerous  readers. 
Others  disapproved  of  them  as  “nil”  and 
“corny.”  Several  indicated  these  sections 
were  too  long.  (We  are  cutting  the  length 
now.)  Some  said  the  papers  on  the  whole 
were  “practical,”  others  commented  they 
were  “not  practical.”  Numerous  comments, 
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variants  of  these  two  attitudes  gave  helpful 
hints.  Much  space  could  be  devoted  to  de- 
tailed enumerations  of  criticisms,  good  or 
bad.  They  are  helpful.  Furthermore  many 
constructive  criticisms  were  made,  some  in 
the  vein  of  what  the  Editor  is  gradually  hop- 
ing to  attain.  These  have  to  do  in  the  main 
with  the  type  and  content  of  the  scientific 
papers.  We  are  aware  of  some  of  these  defi- 
ciencies and  are  trying  to  correct  them, — at 
best  a slow  process. 

Summary 

A return  of  677  questionnaire  cards  from 
among  2,135  sent  out  represents  a fair  sta- 
tistical sample.  Among  the  membership  in 
the  four  urban  counties  (total  of  1,219)  35 
per  cent  returned  the  questionnaire  and  27 
per  cent  of  the  members  in  the  remainder  of 
the  state  (total  916)  mailed  answers. 

From  this  study  much  was  learned  of 
reader  interest  in  a State  Journal. 

It  seems  that  the  Journal  policy  of  setting 
aside  from  65  to  75  per  cent  of  each  issue  for 
scientific  material  satisfies  some  88  per  cent 
of  the  readers. 

The  yellow  section  is  well  read  and  with- 
out criticism. 

The  ads  attract  the  attention  of  80  per 
cent  of  the  readers. 

Finally,  under  “suggestions,  criticisms  and 
comments”  the  Editor  learned  much  con- 
cerning the  reactions,  good  or  bad,  of  the 
readers  of  the  Journal.  Constructive  criti- 
cisms contained  a number  which  are  worthy 
of  trial. 


DEATHS 


Dr.  Beverly  Toon  Nolen,  Franklin,  died 
August  7,  1953,  in  a Nashville  hospital  fol- 
lowing a heart  attack  suffered  earlier  that 
week.  Dr.  Nolen,  a native  of  Williamson 
County,  had  practiced  continuously  in 
Franklin  for  50  years.  Aged  72. 

* 

Dr.  Earl  Raymond  Donathan,  Knoxville 
neurosurgeon,  was  found  dead  in  his  apart- 
ment on  July  27,  1953.  City  Homicide  De- 
partment reported  death  apparently  due  to 
heart  attack.  Aged  45. 


Dr.  James  O.  Griffin,  Memphis,  staff  phy- 
sician at  Oakville  Memorial  Sanatorium, 
died  July  31,  1953,  following  a brief  illness. 
Aged  82. 

* 

Dr.  Alfred  Smithwick  Horsley,  Columbia, 
retired,  died  August  4,  1953,  as  a result  of 
complications  following  a fractured  hip. 
Aged  88. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Henry  County  Medical  Society 

The  Society  acted  as  host  to  a joint  meet- 
ing of  the  medical  staff  and  Board  of  Trus- 
tees of  the  new  Henry  County  General  Hos- 
pital recently  when  Dr.  Robert  S.  Myers, 
Chicago,  representing  the  Joint  Commission 
on  Accreditation  addressed  both  groups  on 
hospital  accreditation.  During  his  discus- 
sion of  accreditation  requirements,  Dr.  My- 
ers was  high  in  his  praise  of  the  new  hospital 
and  stated  that  the  facility  was  very  well 
planned  and  attractive.  Dr.  William  G. 
Rhea  is  chief  of  staff. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  held  its  regular  semi-monthly 
meeting  on  July  23  at  the  Interstate  Audi- 
torium. The  scientific  program  was  pre- 
sented by  Drs.  Edward  G.  Johnson  and  Wes- 
ley Stoneburner. 

* 

The  August  13  meeting  was  held  at  Brain- 
erd  Junior  High  School  Park  when  Dr.  Wil- 
liam G.  Stephenson,  President,  acted  as  host 
to  the  Society  at  a barbecue.  The  guest 
speaker  for  the  occasion  was  Dr.  William  R. 
Bond,  Richmond,  Va.,  who  spoke  on  “Clini- 
cal Manifestations  of  Impaired  Protein  Me- 
tabolism.” 

Memphis-Shelby  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  in  the  Institute  of  Pathology  Audi- 
torium on  July  7.  The  scientific  program 
consisted  of  two  papers.  Dr.  Merlin  Trum- 
bull discussed  “Historical  Observations  on 
Cervical  Carcinoma  in  Situ,”  and  Dr.  Charles 
C.  Olim  read  a paper  on  “Cardiac  Arrest.” 
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Knoxville  Academy  of  Medicine 

The  August  11  meeting  was  held  in  the 
Academy  Auditorium.  The  scientific  pro- 
gram, as  follows,  was  presented:  Case  Re- 
ports— “Erythoblastosis  of  Hydropic  Type 
of  Undetermined  Origin,”  by  Dr.  A.  W. 
Diddle,  and  “Midline  Scar — Not  Sufficient 
Proof  for  Cesarean  Section,”  by  Dr.  Gilmer 
Reed.  A paper  on  “Diagnostic  Aspects  of 
Pituitary  Tumors”  was  presented  by  Dr. 
Robert  J.  Brimi  and  discussed  by  Dr.  E.  M. 
Edington. 

Robertson  County  Medical  Society 

The  Society  resumed  its  regular  monthly 
meeting  on  August  13  following  a 3-month 
suspension  of  meetings.  The  meeting — “The 
Annual  Fish  Fry” — was  attended  by  forty 
members  and  guests.  Dr.  John  Freeman, 
veteran  secretary  of  the  Society,  acted  as 
toastmaster.  Following  a tribute  to  the  So- 
ciety’s President,  Dr.  W.  B.  Dye,  Dr.  Free- 
man introduced  Dr.  Oren  Oliver,  Nashville, 
who  described  his  recent  trip  to  Europe. 
Regular  meetings  of  the  Society  will  be  held 
until  next  May. 

Nashville  Academy  of  Medicine 

The  Public  Service  Committee  of  the 
Academy  is  sponsoring  jointly  with  the 
Nashville  Banner  a public  medical  forum 
to  be  conducted  during  October  and  Novem- 
ber. The  forums  will  be  held  in  three  large 
Nashville  high  school  auditoriums  and  in 
the  War  Memorial  Building.  Subjects  to 
be  discussed  by  members  are:  “Nutrition 
and  Overweight,”  “Cancer,”  “The  Overuse 
and  Abuse  of  Drugs,”  and  “Accidents  to 
Children.” 
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Doctors'  Bills 

The  University  of  Michigan  Survey  Re- 
search Center  has  carried  out  a study  of 
medical  bills  owed  by  people  in  the  United 
States.  One  family  in  five  owes  a medical 
bill.  The  average  debt  is  $105  for  each  of 
the  10,200,000  families,  adding  up  to  a total 
of  more  than  $1,000,000,000. 


The  following  table  was  prepared  by  the 
Research  Center  for  the  Federal  Reserve 
Board: 

Med  ical  Bills  That  People  Owe 

Of  53,100,000  Families  in  the  U.  S. 

7.400.000  owe  $1  to  $100. 

1.600.000  owe  $100  to  $200. 

1,000,000  owe  $200  to  $1,000. 

200,000  owe  more  than  $1,000. 

(From  the  Newscope,  Tennessee  Hospital 
Service  Association) 


Committee  on  Postgraduate  Instruction 


D:?.  Behney 


The  Committee  on  Postgraduate  Instruc- 
tion announces  the  appointment  of  Dr. 
Charles  A.  Behney  of  Philadelphia,  Penn., 
as  the  Instructor  for  the  forthcoming  course 
in  Obstetrics. 

Dr.  Behney  was  graduated  from  Ursinus 
College  of  Pennsylvania  in  1912  and  re- 
ceived his  M.D.  degree  from  the  University 
of  Pennsylvania  Medical  School  in  Phila- 
delphia in  1917.  He  interned  at  the  Univer- 
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sity  Hospital  and  later  served  a Preceptor- 
ship  under  Dr.  John  G.  Clark  at  the  same 
hospital. 

Dr.  Behney  was  an  Associate  in  Obstet- 
rics and  Gynecology  at  the  University  of 
Pennsylvania  Medical  School  and  Postgrad- 
uate School  until  1949.  He  was  Head  of  the 
Department  of  Obstetrics  and  Gynecology 
at  Bryn  Mawr  Hospital  in  Philadelphia  and 
also  on  the  staff  as  Gynecologist  at  both  the 
Philadelphia  General  Hospital  and  Presby- 
terian Hospital  until  1949.  Since  1949,  Dr. 
Behney  has  been  in  private  practice. 

He  is  a member  of  the  American  College 
of  Surgeons  and  the  American  Gynecologi- 
cal Society  and  also  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecol- 
ogy- 

Dr.  Behney  arrived  in  Memphis  in  August 
and  has  completed  his  manual  for  the  course 
in  Obstetrics.  The  course  is  scheduled  to 
open  in  Northwest  Tennessee  the  third  week 
of  September  with  teaching  centers  in  Paris, 
Union  City,  Dyersburg,  Trenton,  and  Jack- 
son.  From  this  area,  the  course  will  move 
Eastward  during  the  coming  winter  months. 

The  Committee  feels  the  Tennessee  State 
Medical  Association  is  fortunate  to  obtain 
the  services  of  Dr.  Behney  as  he  is  so  well 
qualified  to  conduct  this  course. 

The  Committee  also  wishes  to  express 
their  appreciation  to  the  State  Department 
of  Health,  the  Tennessee  State  Medical  As- 
sociation, the  University  of  Tennessee  and 
Vanderbilt  University  for  their  continued 
financial  support.  Their  contributions  have 
made  this  Postgraduate  program  possible. 

Members  of  the  Committee  on  Postgrad- 
uate Instruction  of  the  Tennessee  State 
Medical  Association  are: 

Frank  E.  Whitacre,  M.D.,  Memphis,  Chair- 
man 

James  M.  Bethea,  M.D.,  Memphis 
Harold  B.  Boyd,  M.D.,  Memphis 
E.  T.  Brading,  M.D.,  Johnson  City 
Edward  F.  Buchner,  Jr.,  M.D.,  Chattanoo- 
ga 

W.  C.  Colbert,  M.D.,  Memphis 
Harry  H.  Jenkins,  M.D.,  Knoxville 
W.  O.  Tirrill,  Jr.,  M.D.,  Nashville 
Carrol  C.  Turner,  M.D.,  Memphis 
Bart  N.  White,  M.D.,  Murfreesboro 
John  B.  Youmans,  M.D.,  Nashville 


Blue  Cross  Merger  Announced 

The  state’s  oldest  and  largest  Blue  Cross 
Hospital  service  plans  will  be  consolidated 
during  September  when  the  Community 
Hospital  Service  of  Kingsport  will  be 
merged  with  the  Tennessee  Hospital  Service 
Association  with  headquarters  in  Chatta- 
nooga. Community  Hospital  Service  has 
65,000  members  while  the  Tennessee  Hospi- 
tal Service  Association  has  500,000  subscrib- 
ers. The  Community  Hospital  Service  was 
organized  in  1938. 

4c 

Vanderbilt  University  School  of  Medicine 

Ophthalmology  has  been  established  as  a 
separate  and  autonomous  Division.  Dr. 
Henry  Carroll  Smith,  Professor  of  Clinical 
Ophthalmology,  has  been  appointed  as  Head 
of  the  Division  of  Ophthalmology. 

4c 

Dr.  Frank  E.  Whitacre  of  the  University 
of  Tennessee  College  of  Medicine  has  ac- 
cepted the  position  of  professor  and  head  of 
the  Department  of  Obstetrics  and  Gynecol- 
ogy at  Vanderbilt  University  School  of  Med- 
icine. He  will  begin  his  duties  on  October 
1.  Dr.  John  C.  Burch,  acting  head  of  the 
Department  since  the  retirement  in  1945  of 
his  father,  Dr.  Lucius  E.  Burch,  will  continue 
his  professorship  and  research  in  the  two 
inter-related  fields. 

University  of  Tennessee  College  of 
Medicine 

Two  new  members  joined  the  staff  of  the 
Division  of  Pharmacology.  They  are  Earl 
B.  Gerheim,  Ph.D.,  as  assistant  professor  and 
Daniel  J.  Cavanaugh,  Ph.D.,  as  instructor. 

4c 

The  United  States  Public  Health  Service 
has  awarded  grants  as  follows: 

One  of  $25,000  will  be  used  to  improve  the 
teaching  of  cancer  in  the  College  of  Medi- 
cine. A grant  of  $7,603  will  be  used  to  fa- 
miliarize the  women  of  Shelby  County  with 
the  cervical  cancer  detection  program  now 
being  conducted  here. 

Dr.  C.  C.  Erickson,  of  the  Department  of 
Pathology,  was  awarded  $7,225  to  conduct 
research  on  cancer  of  the  cervix.  Dr.  Albert 
M.  Hand,  also  of  the  Department  of  Pathol- 
ogy, received  a grant  of  $5,184  for  the  thera- 
peutic management  of  the  newborn. 
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A $4,000  award  was  made  to  investigators 
in  the  Department  of  Orthopedic  Surgery  to 
continue  a study  on  the  “Diagnosis  of  Poten- 
tial Necrosis  of  the  Head  of  the  Femur.” 
Radioactive  phosphorus  is  being  used  to  as- 
certain the  amount  of  blood  supply  in  pa- 
tients who  have  fractured  the  head  of  the 
femur. 

Dr.  J.  P.  Quigley  and  Dr.  Hortense  Louckes 
of  the  Department  of  Physiology  were 
awarded  $8,000  for  studies  on  the  mechan- 
ism of  gastric  evacuation  with  special  refer- 
ence to  the  pyloric  sphincter  in  gastric  evac- 
uation and  also  the  pressures  developed  in 
the  digestive  tract. 


Dr.  H.  D.  Farthing,  Henderson,  has  been  called 
into  military  service  and  is  stationed  at  Fort  Sam 
Houston,  San  Antonio. 

Dr.  Windom  Kimsey,  Ducktown,  announces  the 
opening  of  the  Kimsey-Layne  Clinic.  His  associate 
is  Dr.  J.  T.  Layne,  formerly  of  Hopkinsville,  Ky. 

Dr.  J.  T.  Allen,  Waverly,  recently  completed  a 
two  weeks’  tour  of  duty  in  the  Army  Reserves. 
He  holds  the  rank  of  Major. 

Dr.  Eleanor  Stafford,  formerly  of  Little  Rock,  is 
now  associated  with  Dr.  Minnie  R.  Vance,  Chatta- 
nooga, in  the  practice  of  pediatrics. 

Dr.  Bruce  Powers,  Knoxville  internist,  has  been 
unable  to  practice  recently  because  of  illness. 

Dr.  Amos  Christie  and  Dr.  Owen  Wilson,  Nash- 
ville pediatricians,  were  faculty  members  of  the 
Southern  Pediatric  Seminar  held  recently  in  Sa- 
luda, S.  C. 

Dr.  Earl  R.  Campbell,  Campbell  Clinic,  Memphis, 
announces  four  additions  to  the  staff.  They  are 

Dr.  Corbin  A.  Young,  Dr.  Harry  S.  Anderson,  Dr. 
E.  Wayne  Gilley,  and  Dr.  Arch  Y.  Smith. 

Dr.  John  C.  Williams,  Paris,  has  moved  to  Green- 
ville, Miss. 

Dr.  II.  C.  Capps,  Waverly,  has  been  ordered  to 
take  a six  to  twelve  months’  rest  from  practice  by 
his  physician. 

Dr.  Lea  Callaway,  Maryville,  was  elected  mayor 
of  his  city  recently. 

Dr.  C.  E.  Perry,  Jr.,  McMinnville,  called  for  ac- 
tive duty  last  April,  and  given  a 90-day  deferment, 
is  now  in  Priority  IV  by  virtue  of  the  June  30 
Selective  Service  Act. 

Dr.  Ralph  Monger,  Knoxville,  a former  President 
of  this  Association,  had  his  Florida  vacation  cut 
short  last  month  because  of  illness.  He  was  flown 
to  a Knoxville  hospital  by  air  ambulance.  He  is 
improving. 


Dr.  Ralph  B.  Moore,  formerly  staff  member  of 
Madison  Hospital,  has  opened  offices  for  the  prac- 
tice of  medicine  and  surgery  at  McMinnville. 

Dr.  Ilollis  C.  Miles,  formerly  of  Little  Rock,  has 
opened  offices  for  the  practice  of  psychiatry  in 
Chattanooga. 

Dr.  W.  H.  Reeder  has  opened  his  office  for  the 
practice  of  internal  medicine  and  diseases  of  the 
chest  in  Knoxville. 

Dr.  Harry  Stone  is  now  practicing  general  sur- 
gery in  Chattanooga.  He  shares  offices  with  Dr. 

William  J.  Sheridan. 

Dr.  Robert  A.  Waters  has  joined  Dr.  Augustus 
McCravey  and  Dr.  Walter  E.  Boehm  in  the  prac- 
tice of  neurosurgery  in  Chattanooga. 

Three  physicians  locating  in  Pulaski  recently 

are  Dr.  J.  Harville  Hite,  Dr.  Iv.  M.  Kresenberg, 
and  Dr.  R.  B.  Agee. 

Dr.  Dalton  S.  Oliver  has  opened  offices  for 
EENT  practice  in  Clarksville. 

Dr.  Lyle  R.  Smith  opened  offices  in  Kingsport 
recently  at  103  West  Center  Street. 

Dr.  B.  M.  Overholt,  president  of  the  Acuff  Clinic, 
Knoxville,  announces  that  Dr.  H.  Dewey  Peters, 
surgeon,  and  Dr.  John  H.  Lesher,  gynecologist,  are 
now  associated  with  the  Clinic. 

Dr.  Louis  P.  Britt,  formerly  of  the  Warm  Springs 
Foundation,  has  joined  the  Campbell  Clinic  of 
Memphis  to  be  in  charge  of  the  Department  of 
Physical  Medicine. 

Dr.  Eugene  A.  Vaccaro  announces  the  opening  of 
his  office  for  the  practice  of  ophthalmology  at  22 
North  Manassas  in  Memphis. 

Dr.  Russell  T.  Birmingham  has  opened  his  office 
for  the  practice  of  obstetrics  and  gynecology  at  104 
Twentieth  Avenue,  North,  Nashville. 


BOOK  REVIEW 

' 


New  and  Nonofficial  Remedies- — 1953.  Is- 
sued Under  the  Direction  of  The  Council 
on  Pharmacy  and  Chemistry  of  the  A.M.A. 
Philadelphia:  J.  B.  Lippincott  Co.  1953. 
623  pages. 

This  continues  one  of  the  important  con- 
tributions of  the  American  Medical  Asso- 
ciation to  the  profession  and  the  public.  It 
lists  those  drugs  found  to  be  acceptable  to 
the  Council  during  the  past  year,  and  thus 
considered  safe  for  use  by  the  practitioner 
of  medicine.  No  one  could  find  a safer  guide 
for  drug  therapy  than  this  reasonably  priced 
book. 


R.  H.  K. 
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PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities  are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Location  Wanted 


surgery,  priority  4,  desires  clinic,  group  or  asso- 
ciate relationship  for  the  practice  of  general  sur- 
gery. Available  immediately.  LW-40 

* 

A 31  year  old,  married  physician,  Protestant, 
1VI.D.  from  UT  in  1952,  priority  4,  desires  location 
for  general  practice  in  small  community  with 
hospital  facilities.  Available  July,  1953. 


A 26  year  old  married  physician,  degree,  U.  T. 
1951.  At  present  rotating  intern,  Baptist  Memo- 
rial Hospital.  Desires  association  in  general  prac- 
tice near  Nashville.  Available  in  January,  1953. 


A 29  year  old,  married  physician,  Protestant, 
with  4 year  residency  in  Ob-Gyn,  desires  location 
for  specialty  practice.  M.D.  from  Vanderbilt 
1947,  41/2  years  USNMC.  Would  consider  associa- 
tion or  partnership.  Available  immediately. 


Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

+ 


Two  young  graduates  of  the  University  of  Louis- 
ville, draft  exempt,  desire  location  as  partners  in 
General  Practice  and  Limited  Surgery. 


A 33  year  old,  married  physician,  Protestant, 
M.D.  from  Bowman  Gray  in  1952,  priority  4,  de- 
sires associate  relationship  for  general  practice. 
Available  November,  1953.  LW-42 

* 

A 31  year  old,  married  physician,  Presbyterian, 
M.D.  from  the  University  of  Louisville  in  1947, 
priority  4,  desires  clinic,  associate  or  partnership 
for  general  practice.  Available  immediately. 


A 31  year  old  physician,  married,  Protestant, 
graduate  of  Washington  University  School  of  Med- 
icine in  1951.  Priority  IV.  Interested  in  clinical 
or  associate  general  practice  in  small  community. 
Available  July  1,  1953.  LW-44 

* 

A 30  year  old  physician,  M.D.  Emory  University, 
approved  residency  in  radiology,  Priority  IV,  de- 
sires assistant  or  associate  relationship  in  radiol- 
ogy. Available  November  15.  LW-45 

* 


Replacement  needed  in  Middle  Tennessee  com- 
munity with  medical  service  area  of  10,000  people. 
Located  on  U.  S.  Highway  41.  Agricultural  com- 
munity. LW-32 

* 


A 26  year  old,  married,  physician,  M.D.  Tennes- 
see, 1949,  draft  exempt,  desires  associate  relation- 
ship for  general  practice  and  general  surgery. 


A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 
tified in  surgery,  desii'es  an  assistant  or  associate 
relationship.  Available  immediately. 


Physician  Wanted 

Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine.  PW-22 

* 


Physician,  married  with  two  children,  Protestant 
faith,  M.D.  from  Maryland  in  1950,  priority  4,  de- 
sires an  associate  relationship  for  general  practice. 
Available  July,  1953.  LW-38 

* 

A 29  year  old,  married  physician,  Presbyterian 
faith,  M.D.  from  Maryland  in  1952,  priority  4,  de- 
sires to  associate  with  another  physician  in  general 
practice  in  a small  community.  Available  July, 
1953.  LW-39 

+ 

A 35  year  old,  married  physician,  Methodist, 
M.D.  from  Vanderbilt  in  1942,  board  certified  in 


A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 

* 

WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  238, 
Gatlinburg,  Tennessee.  PW-24 
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Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 

* 

South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PVV-27 

* 

A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW -28 

* 

A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  teacher  of 
Internal  Medicine,  teacher  of  physiology,  and 
teacher  of  neuro-anatomy.  PW-31 


Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area. 

PW-38 

* 

Wanted — Internist  for  part  time  or  permanent 
association  with  well  established  internist  in 
Memphis.  PW-39 

-k 

Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 
sociate, various  financial  arrangements  possible. 

PW-40 

* 

General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 

PW-41 

-k 

Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 
projects  to  determine  effects  of  ionizing  irradiation 
and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 


Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

-k 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center.  PW-33 

* 

Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 

* 

V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request.  PW-35 

-k 

Nashville  physician  will  construct  office  and 
lease  same  to  physician  interested  in  good  location 
for  general  practice  and  surgery,  4,000  industrial 
employees  in  immediate  suburban  area.  This  lo- 
cation is  within  3 miles  of  downtown  Nashville. 

PW-36 

* 

Middle  western  community  of  15,000  population, 
centered  in  two  small  towns,  main  highway,  45 
miles  East  of  Jackson,  80  miles  West  of  Nashville. 

PW-37 

-k 

North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 


Small  town  of  2,000  population,  located  in 
Northwest  Tennessee,  desires  a replacement  for 
doctor  leaving  for  Military  Service,  approximately 
January  1,  1954.  Practice  is  of  general  practice 
type,  with  numerous  home  calls  made,  busy  office 
practice  and  long  office  hours  due  to  the  type  of 
population  surrounding  Greenfield.  Any  one  inter- 
ested please  contact  Nathan  F.  Porter,  M.D.,  at 
Porter  Clinic,  Greenfield,  Tennessee. 

PW-43 

-k 

Rapidly  expanding  industrial  community  in 
Southern  East  Tennessee  desires  general  practi- 
tioner. Population  of  town,  1,000,  population  of 
trade  area,  6,000.  Community  cooperation  prom- 
ised in  securing  housing  and  office  space.  Medical 
Society  cooperation  also  assured.  PW-44 

-k 

Upper  Middle  Tennessee  community,  population 
1,100,  trade  area  10,000,  desires  general  practition- 
er, hospital  facilities  available  in  adjoining  towns, 
housing  and  office  space  available.  PW-45 

* 

23-bed,  privately  owned  hospital  needs  General 
Practitioner  with  surgical  training  immediately. 

PW-46 


Psychiatric  Symposium — Duke  University 

Duke  University  announces  a symposium  on 
“Psychiatry  for  the  Non-psychiatrist”  to  be  con- 
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ducted  on  the  campus  on  December  1 and  2. 
Sectional  topics  will  be  "Psychosomatic  Medicine 
in  Everyday  Practice,”  “Front  Line  Psychiatry  in 
Modern  War,”  “Psychiatry  in  Industry,”  and  “Ru- 
ral Psychiatry.”  Further  information  and  program 
available  from  Hans  Lowenbach,  M.D.,  Professor 
of  Psychiatry,  Duke  University  School  of  Medi- 
cine, Durham,  N.  C. 

* 

39th  Clinical  Congress — American 
College  of  Surgeons 

More  than  11,000  physicians  are  expected  to 
attend  the  39th  Clinical  Congress  in  Chicago,  Octo- 
ber 5-9,  1953.  Headquarters  will  be  the  Conrad 


Hilton  Hotel.  Program  and  additional  informa- 
tion available  from  the  College  Offices,  40  East 
Erie  Street,  Chicago. 

* 

Eighth  Annual  Postgraduate  Course  on 
Diseases  of  the  Chest — American 
College  of  Physicians 

The  Course  will  be  held  in  Chicago  on  Septem- 
ber 28-October  2,  1953,  at  the  Knickerbocker  Hotel, 
Chicago,  in  cooperation  with  the  Illinois  Chapter 
and  the  Medical  Schools  and  Hospitals  of  Chicago. 
Program  and  further  information  available  from 
American  College  of  Physicians,  112  East  Chestnut 
Street,  Chicago  11. 


GleaSutieiu 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism. and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Coo- 

"aiesrenr  Parients 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
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This  paper  well  illustrates  the  discouraging  problem  of  ulcerative 
colitis,  and  the  infinite  patience  needed  by  both  patient  and  physician 
in  its  management. 


ULCERATIVE  COLITIS* 

ALBERT  WEINSTEIN,  M.D.,f  Nashville,  Tenn. 

There  are  few  diseases  which  may  strike 
with  such  relentless  fury,  cause  a patient 
more  pain  and  discomfort,  cause  him  to  lose 
his  normal  degree  of  nutrition  so  rapidly, 
which  can  be  so  refractory  to  any  and  all 
treatment,  which  can  leave  as  much  inde- 
cision in  the  practitioner’s  plan  of  action 
against  it,  as  acute  ulcerative  colitis. 

There  are  few  cases  of  ulcerative  colitis 
in  which  a causative  specific  infectious  agent 
such  as  bacillary  dysentery,  amebic  dysen- 
tery or  a specific  coccal  organism  can  be 
found.  We  recall  that  Bargen  of  the  Mayo 
Clinic  at  one  time  felt  he  had  isolated  the 
specific  etiologic  agent  and  actually  prepared 
a vaccine  which  was  used  for  years  before 
being  abandoned. 

Usually  the  disease  makes  its  appearance 
in  an  individual  often  under  thirty  years  of 
age  who  has  had  very  little  intestinal  trou- 
ble in  the  past.  It  is  important  to  remember 
that  it  rarely  appears  in  a patient  who  is 
suffering  with  an  irritable  colon,  mucous 
colitis  or  whatever  term  may  be  applied  to 
a disturbed  colon  due  to  a functional  disor- 
der. The  patient  usually  has  a diarrhea, 
associated  with  a good  deal  of  urgency  and 
left  side  abdominal  pain.  The  stools  vary 
in  number  between  five  and  thirty  a day, 
are  thin,  not  of  a too  offensive  odor,  and  con- 
tain bright  red  blood  in  variable  quantities. 
Attempts  to  find  parasites  or  a specific  etio- 
logic pathogen,  as  indicated  above,  ai’e  al- 

*Presented at  the  Annual  Scientific  Assembly  of 
the  Kentucky  Academy  of  General  Practice  at 
Louisville,  Kentucky,  April  22,  1953. 

fFrom  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tennes- 
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most  invariably  unsuccessful.  At  this  time 
the  disease  is  usually  confined  to  the  rectum 
and  lower  sigmoid.  Inspection  through  a 
sigmoidoscope  shows  the  mucosa  to  be 
edematous,  red,  and  although  ulcerations 
may  not  be  seen,  swabbing  of  the  mucosa 
gives  rapid  indication  of  its  friable  charac- 
ter. X-ray  examination  at  this  time  shows 
a very  irritable  rectum  and  colon,  with  some 
loss  of  haustral  markings,  and  a fine  “saw- 
tooth” edge  appearance  often  is  seen  in  the 
bowel  wall.  The  patient  usually  has  fever, 
which  may  be  quite  high,  an  almost  com- 
plete lack  of  appetite,  loses  weight  with  ex- 
traordinary rapidity,  both  from  ordinary  fat 
depots  and  in  particular  from  the  skeletal 
muscles  which,  in  addition,  show  thinning 
and  lack  of  tone.  Evidence  of  general  avit- 
aminosis follows.  A severe  anemia  may 
develop.  Although  the  febrile  response 
may  be  rather  striking,  chills  are  not  seen 
except  in  severe  cases  when  complications 
are  likely  to  be  present.  It  is  unusual  for 
the  disease  to  progress  from  the  onset  to 
fatal  termination.  Ordinarily,  although  re- 
missions occur,  the  general  course  is  fre- 
quently one  of  progressive  involvement  of 
the  entire  large  bowel  with  extensive  loss 
of  the  lining  mucosa,  a progressive  narrow- 
ing and  shortening  of  the  bowel,  the  de- 
velopment of  peri-rectal  fistulas,  areas  of 
obstruction,  and  often  marked  extensive 
pseudo-polyposus  of  the  bowel  with  occa- 
sional neoplastic  degeneration.  Physiolog- 
ically the  colon  ceases  to  be,  and  the  general 
deterioration  of  the  patient  is  easily  under- 
stood. 

There  are  students  of  this  disease  who 
stress  the  psychogenic  turmoil  which  pre- 
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cedes  its  onset.  They  also  insist  that  careful 
and  successful  pychiatric  study  is  necessary 
before  effective  treatment  can  be  employed. 
Although  these  facts  are  frequently  true,  the 
situation  more  commonly  met  with  is  one 
where  psychic  trauma  plays  an  evident  role 
in  the  acute  exacerbation  phases  of  the  dis- 
ease, but  is  not  judged  important  as  an  ini- 
tial etiologic  factor. 

I believe  I can  illustrate  this  subject  more 
clearly  by  the  consideration  of  cases  which 
point  out  some  of  these  facts.  Let  us  con- 
sider first  an  example  of  an  acute  progres- 
sive ulcerative  colitis  appearing  as  a bolt 
from  the  blue  and  relentlessly  beating  its 
way  until  complete  colectomy  was  neces- 
sary. 

Case  Reports 

Case  1.  R.E.,  white  male.  This  patient  was 

admitted  to  the  Vanderbilt  University  Hospital  on 
June  26,  1943.  At  that  time  he  was  17  years  of  age. 
The  story  indicated  that  he  had  been  perfectly 
well  and  very  robust  until  5 weeks  before  his 
admission,  when  he  developed  a rather  explosive 
diarrhea,  which  was  associated  with  a great  deal 
of  pain  and  with  the  appearance  of  blood  in  his 
stools.  There  was  almost  a constant  urge  to  go  to 
stool  and  going  gave  very  little  relief.  He  became 
nauseated,  lost  his  appetite,  and  during  the  5 
weeks  between  the  onset  of  his  illness  and  his 
admission  to  the  hospital,  his  weight  dropped  from 
155  to  115  pounds.  He  obtained  very  little  sleep 
at  night  because  of  the  urgency  for  going  to  stool. 
Three  weeks  before  admission,  because  of  the  con- 
tinuation of  diarrhea,  he  was  given  Sulfaguanidine, 
but  obtained  no  relief.  Following  this,  he  was 
given  Sulfathiazole.  The  white  count  was  found 
to  be  elevated  and  he  was  found  to  have  an  eosino- 
philia  which  varied  from  20-25  per  cent.  He  was 
given  tincture  of  belladonna  and  paregoric,  but 
with  little  relief.  Several  stools  were  examined 
for  parasites  and  were  cultured;  a skin  test  for 
trichinella  was  done;  all  were  negative.  He  de- 
veloped a good  deal  of  headache,  and  joint  pains 
were  experienced. 

The  past  history  revealed  nothing  of  any  great 
moment.  He  had  always  been  perfectly  well. 
There  was  nothing  unusual  in  his  family  history. 
He  had  always  eaten  in  recognized  restaurants  and 
had  never  partaken  of  non-pasteurized  milk.  He 
did  not  eat  pork.  He  was  not  judged  to  be  a very 
emotional  boy,  but  he  had  been  considerably  wor- 
ried about  his  failure  to  recover  from  this  illness. 
As  an  infant  he  had  been  allergic  to  milk  and  eggs, 
but  since  the  age  of  six  he  had  had  no  further  diffi- 
culty. 

Examination  revealed  an  acutely  ill,  undernour- 
ished young  man.  The  temperature  was  104  and 
his  pulse  140.  The  mucous  membranes  were  pale. 


The  heart  was  negative  except  for  tachycardia. 
The  lungs  were  clear.  The  abdomen  was  extraor- 
dinarily tender  and  flat.  No  masses  could  be  felt. 
The  liver  was  barely  palpable.  His  joints  were  all 
normal.  The  rectal  examination  showed  an  ex- 
quisitely tender  anal  orifice.  There  was  one  large, 
thrombosed  hemorrhoid  present.  A small  procto- 
scope was  passed,  and  it  revealed  the  presence  of 
a boggy,  greatly  inflamed,  grayish,  ulcerated  mu- 
cosa. Material  taken  directly  from  ulcerated  le- 
sions was  examined  for  the  presence  of  parasites 
but  none  were  found.  Cultures  were  done  repeat- 
edly without  finding  pathogens.  The  stools  always 
contained  blood,  white  cells  and  shreds  of  mucus. 

The  laboratory  work  on  admission  showed  a 
rather  concentrated  urine  with  a 1+  albumin  and 
a few  white  cells,  but  no  red  cells  casts.  His 
red  count  was  2,500,000,  Hgb.  8.8  Gm.,  white  count 
17,700,  sedimentation  rate  was  23;  NPN  was  24 
mg.'i ; total  serum  proteins  5.95  Gm.%  with  an 
albumin  fraction  of  3.24.  Blood  Kahn  was  nega- 
tive. No  agglutinations  were  present  in  the  ty- 
phoid group,  brucella,  proteus  or  the  dysentery 
bacillus. 

Course.  It  was  obvious  that  we  were  dealing 
with  a rather  severe  form  of  acute  ulcerative  coli- 
tis, and  efforts  were  made  to  improve  his  general 
nutritional  status  by  transfusions,  the  use  of  plas- 
ma and  the  usual  supportive  means.  During  the 
10  weeks  of  hospitalization  he  received  a total  of 
twelve  blood  transfusions. 

Three  weeks  after  admission,  the  left  leg  became 
swollen,  and  it  was  obvious  that  he  had  acute 
thrombophlebitis.  About  1 week  after  this,  he  had 
pain  in  his  left  chest  of  abruptly  onset  and  was 
accompanied  by  cough.  A rough  friction  rub  was 
heard.  The  X-ray  film  indicated  a local  pneumo- 
nia with  multiple  small  cavaties  and  probably  an 
area  of  pulmonary  infarction.  He  became  jaun- 
diced, developed  subcutaneous  abscesses  over  both 
forearms,  which  had  been  the  site  of  many  intra- 
venous infusions  of  both  blood  and  fluids.  Two  of 
these  areas  had  to  be  opened,  and  the  colon  bacil- 
lus was  grown  from  the  wound.  A blood  culture 
was  positive  on  one  occasion  for  B.  coli. 

On  July  11th  he  had  an  acute  episode  which  was 
characterized  by  a marked  drop  in  temperature  to 
94  degrees.  He  became  pulseless.  His  blood  pres- 
sure could  not  be  obtained.  It  was  felt  that  he 
might  have  developed  an  acute  hemorrhage  into 
the  adrenal  cortex  and  was  treated  with  large 
amounts  of  intravenous  salt  solution  and  adreno- 
cortical hormone.  He  recovered  from  this  in  about 
two  days,  and  again  developed  jaundice. 

During  the  latter  part  of  August  his  temperature 
gradually  came  down  to  normal  levels,  his  abdom- 
inal discomfort  lessened,  but  his  pulse  remained 
elevated  to  100.  He  developed  a fair  appetite  and 
was  able  to  leave  the  hospital.  At  this  time  he 
was  having  about  six  stools  a day,  all  of  which 
contained  blood  and  pus. 

In  November,  1943,  he  was  admitted  again  for 
a period  of  1 week  for  transfusions  and  for  the 


October,  1953 


ULCERATIVE  COLITIS— Weinstein 


359 


treatment  of  a chronic  thrombophlebitis,  associat- 
ed with  a good  deal  of  edema.  He  received  during 
this  admission  four  500  cc.  transfusions  of  whole 
blood.  Attempts  were  made  to  re-examine  his 
colon  by  X-ray,  but  they  were  not  satisfactory 
due  to  his  inability  to  retain  the  barium.  During 
this  hospitalization  it  was  found  again  that  his 
serum  proteins  were  normal  at  a total  of  5.5,  with 
an  albumin  of  3.09  Gm.  per  cent.  His  NPN  varied 
from  19-28,  and  his  blood  sugar  was  93  mg.  per 
cent.  At  the  time  of  this  second  admission,  the 
lungs  were  found  to  be  normal. 

The  third  hospital  adinission  was  on  March  27, 
1944,  for  supportive  treatment.  Two  blood  trans- 
fusions were  given.  Re-check  of  the  colon  showed 
that  the  bowel  was  contracted  and  narrowed  as 
compared  to  its  status  of  previous  examinations. 
(This  is  well  shown  in  another  enema  in  August, 
1944.  Fig.  1.) 

The  fourth  hospital  admission  was  on  December 
10,  1945.  This  admission  was  for  the  administration 
of  Streptomycin,  which  had  been  reported  to  be 
beneficial  in  the  treatment  of  ulcerative  colitis,  and 
it  was  given  with  a hope  that  we  might  be  able  to 
stop  the  progress  of  his  disease.  One  did  not  note 
any  particular  improvement  at  that  time.  Three 
blood  transfusions  were  given  during  this  hospital- 
ization. At  this  time  he  had  a low  grade  fever,  was 
slightly  jaundiced,  and  his  cephalin  flocculation 
test  was  reported  as  4 plus.  His  state  of  under- 
nutrition was  indicated  by  the  presence  of  a low- 
ered carotene  blood  level  of  38.4  gamma  %,  and 
vitamin-D  level  of  47.4  I.U. 

The  fifth  admission  was  in  July,  1949.  At  that 
time,  because  he  had  continued  to  have  diarrhea, 


abdominal  pain,  and  had  been  unable  to  improve 
his  nutrition,  it  was  decided  a permanent  ileos- 
tomy should  be  created.  Accordingly,  after  proper 
preparation  with  transfusions,  an  ileostomy  was 
performed  on  July  27,  1949,  approximately  6 years 
after  the  onset  of  his  illness.  His  extreme  degree 
of  undernutrition  is  evident  by  the  photographs 
of  August  12,  1949.  (Fig.  2.)  It  may  be  noted 
that  by  this  time  he  had  developed  evidence  of 
arthritis  of  the  spine,  as  indicated  by  the  charac- 
istic  deformity  in  the  dorsal  area.  His  state  of 
undernutrition  was  attested  to,  not  only  by  the 
marked  malnutrition,  but  also  by  a severe  anemia 
and  moderate  lowering  of  serum  proteins.  His 
chloride  level  was  constantly  at  a lower  margin 
of  normal,  varying  between  89  and  92  mEq./L. 
His  prothrombin  time  was  constantly  low  at  47% 
of  normal,  another  bit  of  evidence  of  chronic  liver 
failure. 

The  sixth  hospital  admission  was  on  July  24, 
1950.  It  was  evident  that  he  had  been  improved 
by  his  ileoostomy.  He  had  gained  10  pounds  in 
weight,  and  his  main  problem  now  was  the  marked 
pain  in  his  back  and  difficulty  in  opening  his 
mouth.  The  liver  was  not  palpable.  He  had 
edema  of  both  ankles.  Blood  pressure  was  110/ 
70.  On  July  27,  1950,  a partial  resection  of  the 
intestine  was  accomplished,  the  colon  being  re- 
moved from  the  site  of  the  ileostomy  to  the  mid- 
sigmoid  area.  Examination  of  removed  bowel 
showed  characteristic  and  marked  changes  of 
chronic,  progressive  ulcerative  colitis.  At  the  time 
of  this  admission  there  was  still  a severe  anemia. 
His  admission  Hgb.  was  9 Gm.,  and  the  red  count 
was  3.1  million.  The  urine  was  negative.  His 
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Fig.  2.  Case  1 — Photographs  made  on  August  12,  1949,  and  February  26,  1953. 


NPN  was  normal.  Total  serum  proteins  were  6.27 
with  an  albumin  of  3.07  and  a globulin  of  3.2  Gm. 
per  cent.  His  cephalin  flocculation  was  4 plus  at 
48  hours;  thymol  turbidity  was  9 units. 

The  seventh  hospital  admission  was  on  Novem- 
ber 13,  1950.  The  patient  had  done  fairly  well 
until  4 days  before  admission  when  he  developed 
cramping  abdominal  pain,  nausea  and  vomiting, 
and  passed  liquid  stools  through  his  ileostomy  out- 
let Examination  showed  findings  interpreted  as 
meaning  the  presence  of  intestinal  obstruction. 
Accordingly,  the  abdomen  was  opened  and  a 
marked  constriction  was  found  in  the  terminal 
ileum  just  inside  the  peritoneal  cavity  for  a dis- 
tance of  about  5 cm.  Proximal  to  this  the  ileum 
was  tremendously  thickened  and  greatly  distended. 
The  distended  thickened  terminal  ileum  was  in- 
cised and  found  to  be  the  site  of  numerous  ulcers 
around  which  there  was  practically  no  inflamma- 
tory reaction.  The  terminal  6 inches  of  the  ileum 
was  resected.  There  were  no  ulcers  found  prox- 
imal to  this  point  and  the  ileum  was  then  brought 
to  the  incision  which  was  closed,  and  the  ileum 
was  exteriorized  so  as  to  bring  the  mesentery  with 
the  stump  of  the  ileum  through  the  wound  with 
the  mesentery  inferior  to  the  bowel.  Examination 
of  the  removed  part  of  the  ileum  showed  evidence 
of  ulceration  and  inflammation  similar  to  those 
which  had  been  present  in  the  colon  which  had 
been  removed  previously. 


The  eighth  hospital  admission  was  on  October 
29,  1952,  because  of  diarrhea  and  cramping  in  the 
legs.  He  had  done  very  well  in  the  interval  be- 
tween operations.  He  had  learned  to  live  with  and 
to  handle  his  permanent  ileostomy,  had  developed 
good  appetite  and  had  gained  weight.  He  was 
markedly  inconvenienced  by  recurring  painful 
joints  and  was  considerably  hampered  by  the  fact 
that  he  could  not  open  his  mouth  and  take  food 
properly.  The  joint  pain  was  materially  benefited 
by  the  daily  oral  intake  of  50-75  mg.  of  Cortone. 

Five  weeks  before  admission  he  had  been  in  an 
automobile  accident,  at  which  time,  although  no 
one  was  hurt,  he  was  markedly  upset.  A few  days 
after  this  he  lost  his  appetite,  developed  diarrhea, 
and  then  developed  classical  symptoms  of  chloride 
deficit,  characterized  by  cramping  abdominal  pains, 
muscle  pains,  and  continued  nausea  and  vomiting. 
He  was  rehydrated  with  intravenous  saline,  and 
made  a prompt  recovery,  being  able  to  leave  the 
hospital  within  3 days.  His  nutrition  at  this  time 
was  greatly  improved.  It  was  interesting  at  this 
time  that  his  Hgb.  was  14.9  Gm.,  his  PCV  50, 
WBC  12,000,  and  sedimentation  rate  8.  Serum  pro- 
teins were  now  7.55  with  an  albumin  of  4.2  Gm. 
per  cent.  The  blood  chlorides  were  normal.  Eo- 
sinophile  count  was  191  per  cmm.  He  had  devel- 
oped a considerable  amount  of  energy,  was  now 
able  to  play  golf,  tennis,  dance  and  was  leading 
an  essentially  normal  life. 
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The  ninth  hospitalization  was  on  February  23, 
1953.  Because  of  continued  pain  in  the  joints  and 
the  inconvenience  he  was  experiencing  from  an 
offensive  rectal  discharge,  he  was  urged  to  go 
ahead  with  the  final  operative  procedure,  that  of 
total  colectomy.  We  had  deferred  this  temporarily 
because  he  had  improved  so  much  generally  that 
we  were  anxious  for  him  to  have  full  benefit  of 
all  possible  improvement  in  nutrition  and  general 
rehabilitation  before  he  was  subjected  to  another 
operative  procedure.  (Fig.  2.)  On  March  2,  1953, 
the  remainder  of  his  colon  and  rectum  were  re- 
moved, together  with  the  several  fistulous  peri- 
rectal tracts.  There  was  surprisingly  little  consti- 
tutional reaction.  Within  a week  he  volunteered 
that  his  joint  symptoms  were  no  longer  trouble- 
some. He  was  able  to  leave  the  hospital  on  the 
twenty-third  postoperative  day,  and  his  convales- 
cence has  continued  uneventfully. 

Coviment.  One  can  summarize  this  prob- 
lem by  stating  that  a seventeen  year  old  boy 
suddenly  developed  an  acute  severe  bloody 
diarrhea.  During  the  next  six  years  he  de- 
veloped profound  disability,  thrombophlebi- 
tis, pulmonary  infarction,  empyemia,  E coli 
bacteremia,  chronic  hepatitis,  and  arthritis 
of  the  spine  and  temporo-mandibular  joints. 
Six  years  after  the  onset  of  his  illness  a per- 
manent ileostomy  was  created.  A year  later 
the  disease  progressed  into  the  proximal 
ileum,  intestinal  obstruction  developed,  and 
a second  operation,  with  removal  of  the 
ileum  was  necessary.  Four  years  after  the 
ileostomy,  total  colectomy  with  removal  of 
the  rectum  was  carried  out. 

It  is  possible  that  the  disabling  arthritis 
conceivably  could  have  been  avoided  had 
the  ileostomy  been  followed  within  a few 
months  by  the  remainder  of  his  surgery. 

The  second  patient  points  out  the  insidious 
onset  with  which  the  disease  may  begin. 

Case  2.  P.G.  was  an  attractive  18  year  old  girl. 
She  was  alert,  talented  and  beautiful.  After  win- 
ning a local  talent  contest  she  was  entered  in  a 
statewide  contest,  where  she  paraded,  sang  and 
danced  in  competition  before  large  crowds.  This 
followed  immediately  upon  her  graduation  from 
prep  school.  During  the  last  trimester  of  that 
school  year,  she  was  also  engaged  in  taking  the 
entrance  examinations  for  several  prominent  girls’ 
schools. 

During  the  summer  before  going  away  to  school 
she  began  to  complain  of  a feeling  of  general  ma- 
laise. She  lost  her  appetite,  had  vague  abdominal 
cramps,  and  had  2-3  nonbloody  loose  stools  each 
day,  which  contained  some  mucous. 

She  was  hospitalized  for  one  week.  During  this 


time  she  was  free  of  fever.  Her  stools  were  nega- 
tive for  blood,  parasites,  and  contained  no  excess 
amount  of  fat.  Cultures  revealed  no  pathogens. 
Mucus  was  present  in  small  amounts.  The  sig- 
moidoscopic  study  showed  no  striking  changes. 
The  barium  enema  simply  suggested  a spastic 
colon.  (Fig.  3.) 

She  was  placed  on  belladonna,  a bland  diet,  and 
it  was  suggested  to  her  that  the  unusual  emotional 
problems  had  simply  taken  their  toll  and  that  she 
would  be  all  right.  She  went  east  to  school  and 
did  well. 

Five  months  later,  in  January  of  1952,  she  de- 
veloped abdominal  pain,  diarrhea,  anorexia,  lost 
weight  and  became  depressed.  Since  she  was  in 
school  near  Boston,  she  was  referred  to  Dr.  Chester 
Jones,  who  placed  her  in  the  Massachusetts  Gen- 
eral Hospital.  Shortly  thereafter  the  full  blown 
picture  of  acute  ulcerative  colitis  appeared.  She 
developed  fever,  bloody,  frequent  liquid  stools, 
anemia,  nausea  and  general  abdominal  pain. 
X-ray  studies  now  showed  characteristic  changes 
of  acute  ulcerative  colitis.  She  was  in  the  Massa- 
chusetts General  Hospital  for  two  months  and  for 
a while  it  was  thought  that  an  ileostomy  might 
need  to  be  done. 

However,  she  gradually  improved  and  was  able 
to  return  to  Nashville.  Various  medications  were 
used.  In  addition  to  the  bland  diet,  she  was  given 
belladonna,  phenobarbital,  paregoric,  blood  trans- 
fusions, intravenous  glucose,  Sulfathaladine,  and 
both  Cortisone  and  ACTH.  Her  improvement  was 
progressive,  but  after  a period  of  6 weeks,  she 
suffered  a relapse  and  was  admitted  to  the  Van- 
derbilt University  Hospital  for  2 months.  Again, 
general  supportive  treatment  was  given.  Finally 
ACTH  in  large  doses,  60  mg.  daily,  seemed  to  be 
the  factor  that  caused  her  disease  to  become  quies- 
cent. She  developed  an  appetite,  gained  weight, 
and  the  stools  decreased  to  2-3  daily.  The  ACTH 
was  gradually  withdrawn,  particularly  because  she 
developed  a marked  moon-face  and  a disfiguring 
amount  of  acne.  Her  progress  was  sufficiently 
good  and  attendance  at  art  and  French  classes  was 
permitted. 

During  the  summer  several  psychiatric  inter- 
views were  had,  but  no  beneficial  information  was 
obtained.  X-ray  studies  made  in  December,  1952 
indicated  that  the  bowel  was  more  narrow  than 
formerly,  and  also  was  showing  evidences  of  short- 
ening. (Fig.  3.)  During  the  past  few  months  the 
disease  again  became  active  and  again  subsided, 
this  time  apparently  as  the  result  of  the  adminis- 
tration of  oral  Cortisone. 

Comment.  This  patient  is  an  example  of 
a rather  typical  personality  which  may  suf- 
fer the  onset  of  an  acute  ulcerative  colitis. 
A young  woman,  colorful,  attractive  and 
sensitive,  who  goes  through  a period  of  se- 
vere emotional  stress,  and  then  has  the  onset 
of  vague  abdominal  symptoms  which  termi- 
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Fig.  3.  Case  2 — Barium  enema,  November,  1951,  and  December,  1952. 


nate  in  a severe  ulcerative  colitis.  Psycho- 
therapy was  unproductive.  Temporary  re- 
missions followed  the  use  of  Cortisone  and 
ACTH. 

The  discouraging  features  are  those  met 
with  so  commonly,  namely, — the  frequent 
relapses  and  the  X-ray  evidence  of  narrow- 
ing and  contraction  of  the  bowel. 

The  third  patient  presents  a most  unusual 
example  of  ulcerative  colitis. 

Case  3.  D.G.  is  a young  girl,  age  19,  who  by 
peculiar  chance,  is  the  second  patient’s  (P.G.)  best 
friend  and  constant  companion.  They  went  to 
school  together,  did  many  things  together  socially. 
Both  are  brunettes,  vivacious  and  attractive.  This 
third  patient  had  always  enjoyed  excellent  health, 
there  had  been  no  history  of  diarrhea  or  any  upper 
gastro-intestinal  symptoms.  She  was  naturally 
upset  when  she  learned  of  her  friend’s  illness. 

About  3 months  later  she  came  to  see  me  relative 
to  some  vague  abdominal  pain.  She  asked,  “I 
wonder  if  1 have  my  friend’s  colon  trouble.”  I 
said,  “No,”  because  her  abdomen  was  soft  and 
non-tender,  there  had  been  no  diarrhea,  abdominal 
cramps,  blood  or  mucus  in  the  stools,  and  no  fever. 
Her  appetite  had  failed  a bit,  but  no  weight  loss 
had  followed. 

About  6 months  after  this  examination,  while 
on  a motor  trip  east,  she  developed  a temperature 
of  104  , had  cramping  abdominal  pain,  and  a non- 
bloody  diarrhea.  She  returned  to  Nashville  a few 
days  later.  When  seen  by  me  she  appeared  to  be 
quite  ill.  Her  temperature  was  103°,  the  abdomen 


was  distended  and  tender  to  palpation.  The  stools 
were  liquid,  contained  blood,  detected  only  by 
microscopic  examination,  no  gross  blood  being 
seen.  She  was  placed  in  the  Vanderbilt  University 
Hospital.  The  sigmoidoscopic  examination  showed 
a pale,  slightly  friable  mucous  membrane,  but  no 
definite  ulcerations  were  seen.  There  was  no  path- 
ogenic bacteria  present  in  the  stools  and  no  para- 
sites. A barium  enema  revealed  characteristic 
changes  of  acute  ulcerative  colitis.  She  was  placed 
on  Terramycin  and  belladonna  and  became  afe- 
brile. 

She  was  dismissed  from  the  hospital  in  10  days, 
on  September  9,  1952.  She  was  to  take  Azulfidine, 
2 tablets  every  8 hours.  However,  every  3-4  weeks 
since  then  she  has  noted  a sharp  rise  in  tempera- 
ture to  102°,  anorexia,  nausea,  distension  and  dia- 
rrhea. Usually  Cortisone  will  cause  these  acute 
episodes  to  abate,  and  accordingly  it  has  been 
taken  at  intervals.  In  December,  1952,  the  barium 
enema  was  repeated  and  marked  improvement  was 
noted;  there  now  remains  only  some  slight  irregu- 
larity in  the  mucosa  in  the  distal  part  of  the  trans- 
verse colon. 

Comment.  The  remarkable  features  of 
this  case  are  that  she  is  of  the  same  temper- 
ament as  her  close  friend  (Case  2)  who  has 
ulcerative  colitis,  and  that  her  disease  began 
under  our  very  eyes  in  a most  insidious 
fashion. 

Treatment 

The  problem  of  treatment  is  a real  one. 
In  the  acute  stage  where  the  disease  is  as- 
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sociated  with  severe  constitutional  reaction, 
fever,  anemia,  evidence  of  liver  involve- 
ment, profuse  diarrhea,  etc.,  the  immediate 
effort  is  the  handling  of  the  initial  invasion. 
Bed  rest  is  necessary,  a low  residue  diet  is 
advisable,  although  food  is  usually  taken 
poorly.  Ice  cream  and  cold  liquids  often 
cause  abdominal  pain  and  are  to  be  avoided. 
Indeed  the  technic  of  “medical  ileostomy” 
is  recommended  by  some.1  This  method 
involves  the  administration,  by  vein,  over 
a period  of  several  successive  days,  of  an 
adequate  amount  of  fluid  containing  calo- 
ries, vitamins,  protein  and  all  necessary 
fundamental  food  values.  This  method 
keeps  the  individual  hydrated  and  partially 
alimentated  without  actually  mechanically 
disturbing  the  alimentary  tract.  This  is  a 
selective  and  not  widely  used  method.  An- 
other method  is  to  place  an  intestinal  tube 
down  into  the  ileum  so  food  cannot  pass  into 
the  aggravated  colon.2  In  this  acute  stage 
the  use  of  Cortisone  and  ACTH  are  of  value. 
These  agents  may  be  of  great  help  during 
such  crises.  Whole  blood  transfusions  are 
usually  indicated.  Narcotics  for  relief  of 
pain  and  control  of  diarrhea  may  be  used 
freely.  Fluids,  by  vein,  whether  or  not  a 
“medical  ileostomy”  is  attempted,  are  neces- 
sary. It  is  important  to  replace  chloride  and 
potassium  salts  as  well  as  to  give  glucose 
and  protein. 

A convenient  solution  is  modified  Hart- 
man’s solution,  which  contains  2.4  Gm.  of 
sodium  lactate,  6 Gm.  of  sodium  chloride, 
0.4  Gm.  potassium  chloride,  and  0.2  Gm. 
calcium  chloride  per  liter,  or  Ringers  solu- 
tion, 9 Gm.  sodium  chloride,  0.2  Gm.  sodium 
bicarbonate,  and  0.24  Gm.  patossium  chlo- 
ride per  liter. 

From  time  to  time  most  all  antibiotics 
have  been  used.  Because  a diplostrepto- 
coccus  had  been  suspected  as  the  etiologic 
agent  and  since  the  acute  thrombo-ulcera- 
tive  form  of  the  disease  has  many  features 
of  an  infectious  process,  such  as  fever,  ane- 
mia and  leukocytosis,  the  sulfa  drugs,  as 
they  were  introduced,  were  given  to  pa- 
tients with  ulcerative  colitis  and  unsuccess- 
fully so.  Later  streptomycin,  penicillin, 
Terramycin,  Aureomycin  and  Chloromyce- 
tin have  each  established  its  position  as  an 
occasionally  beneficial  therapeutic  agent. 


Because  there  were  certain  features  of  ul- 
cerative colitis  which  resembled  rheumatic 
fever,  salicylates  alone,  and  later  in  combi- 
nation with  various  sulfa  drugs,  were  em- 
ployed. Svartz  of  Stockholm  developed  a 
combination  of  an  acid  azo-compound  of 
salicylic  acid  and  sulfapyridined  This  com- 
pound has  been  given  the  trade  name  of 
Azulfidine.  It  has  been  helpful  in  some 
cases  of  ulcerative  colitis  and  is  worthy  of 
use  in  an  acute  case  associated  with  the  ear 
marks  of  an  infection, — 500-1000  mg.  are 
given  every  eight  hours.  There  are  very 
few  complications  following  the  use  of  this 
drug.  There  are  a few  encouraging  reports4 
relative  to  the  successful  use  of  thiouracil 
in  controlling  the  diarrhea,  but  general  use 
of  this  drug  has  not  been  noted. 

Ordinarily  within  a few  days  or  certainly 
a few  weeks  the  temperature  will  subside 
and  general  improvement  begins.  If  this 
does  not  occur  ileostomy,  though  often  a 
futile  procedure,  should  be  attempted. 

During  the  acute  stage  it  is  important  to 
continue  to  study  the  stools  for  evidence  of 
pathogenic  bacteria  or  parasites  which 
might  be  the  cause  of  the  diarrhea  and  ac- 
cordingly might  be  susceptible  to  specific 
therapeutic  efforts.  Unfortunately  all  too 
rarely  does  one  find  and  direct  etiologic  clue. 
If  the  disease  entei’s  into  a subacute  phase, 
a low  residue  diet,  antispasmodics,  pai’en- 
teral  vitamins,  chiefly  crude  liver  extract, 
continued  rest  and  quiet  are  indicated. 

During  this  period  of  time  it  is  well  to 
look  into  the  possibility  of  contributing  psy- 
chic factors.  There  is  some  evidence  that 
the  major  background  in  the  cause  of  the 
colitis  may  be  purely  functional.  Indeed 
there  are  reports  which  belittle  general 
medical  and  therapeutic  efforts  and  stress 
the  supreme  importance  of  psychotherapy. 
Paulley3  spent  four  years  in  the  intensive 
study  of  173  cases  of  ulcerative  colitis.  He 
believes  that  mother  dependency  is  the  chief 
personality  trait.  He  indicates  that  the  phy- 
sician must  substitute  as  the  mother  role 
and  that  efforts  at  reassurance  ai'e  vei'y  im- 
poi'tant. 

I believe  it  is  true  that  most  of  us  ai'e  not 
equally  successful  in  finding  a definite  caus- 
ative psychogenic  factor  and  helping  the 
patient  to  a cure  with  psychotherapeutic 
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measures.  It  is  true  that  we  may  often  find 
a precipitating  emotional  factor  for  a given 
flare-up  in  the  disease  but  not  as  the  funda- 
mental causative  agent.  I think  it  also  im- 
portant to  stress  that  the  average  patient 
with  a mucous  colitis  or  irritable  colon  usu- 
ally has  marked  psychogenic  background 
and  yet  rarely  changes  from  the  simple  irri- 
table colon  syndrome  to  that  of  frank  ulver- 
ative  colitis. 

The  question  of  Cortisone  therapy  should 
be  discussed  in  detail.  Naturally  when  such 
an  unusual  therapeutic  agent  became  avail- 
able it  was  used  in  many  resistant  thera- 
peutic problems,  including  acute  ulcerative 
colitis.  Reports  varied  in  the  degree  of  suc- 
cessful accomplishment.  Perhaps  a good 
deal  of  this  variation  was  due  to  methods, 
duration  of  administration,  and  the  dosage 
employed. 

Brown  and  McAuley1,  treated  nine  succes- 
sive patients  with  Cortisone.  The  average 
duration  of  treatment  averaged  forty-four 
days.  In  most  cases  the  initial  treatment 
consisted  of  100  mg.  of  Cortisone,  by  hypo- 
dermic, three  times  daily.  This  was  con- 
tinued until  a therapeutic  effect  became 
evident,  with  subsidence  of  fever,  decrease 
in  the  number  of  stools,  and  the  like.  After 
this,  the  dosage  was  gradually  reduced,  200 
mg.  daily  for  one  week,  then  100  mg.  daily 
for  2-3  weeks,  or  for  the  remainder  of  the 
treatment  period. 

There  have  been  many  similar  reports  and 
my  own  personal  observations  are  in  accoi'd 
with  this  report.  However,  one  point  these 
authors  make  is  worthy  of  emphasis,  name- 
ly, the  changes  toward  improvement  in  the 
mucous  membrane  of  the  colon,  as  observed 
sigmoidoscopically,  and  by  X-ray,  followed 
the  clinical  improvement  only  after  several 
weeks.  Therefore,  the  actual  changes  in  the 
bowel  we  hope  to  accomplish  eventually 
must  be  expected  at  a later  period  than  the 
clinical  improvement.  This  explains,  of 
course,  the  necessity  of  giving  Cortisone 
over  a period  of  several  weeks,  even  when 
there  is  no  apparent  clinical  need  for  its 
continuation. 

Portis7  has  emphasized  the  emotional 
component  in  the  progress  of  the  disease  and 
advances  the  concept  of  an  associated  de- 


struction of  a protective  mucus  coating  of 
the  intestinal  membrane. 

He  points  out  that  emotional  stimuli  stir 
the  hypothalmus  to  transmit  impulses 
through  the  spinal  cord  to  the  sacro-pelvic 
nerves  to  the  rectum,  sigmoid,  descending 
colon  and  to  the  ascending  colon  as  far  as 
the  splenic  limb.  There  is  produced  in  the 
mucous  membrane  of  the  colon,  partly 
through  nervous  control  and  influence,  a 
mucolytic  enzyme,  lipozyme.  This  enzyme 
destroys  the  mucous  covering  of  the  bowel 
membrane  and  a protective  coating  is  con- 
sequently removed.  There  follows  an  unim- 
peded activity  of  bacteria  and  the  associated 
destructive  action  of  the  tryptic  enzyme 
from  the  pancreas.  Ulceration  may  then 
become  a factor. 

Portis  believes  that  the  logic  in  the  various 
steps  of  treatment  are  evident:  (1)  eradicate 
emotional  stimuli,  by  psychotherapeutic 
measures,  (2)  paralyze  sacra-pelvic  para- 
sympathetic nerves  with  atropine,  usually 
1/150-1/100  grain  four  times  daily,  (3)  abol- 
ish cortical  inhibitory  influences  on  the  hy- 
pothalmus with  barbiturates,  pheno-barbital 
.03  Gm.  (Vz  grain)  four  times  daily,  (4)  bind 
the  enzymes  both  from  the  pancreas  and 
the  intestine  with  “wetting”  agents,  such  as 
sodium  alykyl-sulfate,  100-200  mg.  three 
times  a day,  and  (5)  along  with  these  efforts 
keep  a meticulous  control  of  the  problem 
from  the  general  medical  and  psychosomatic 
standpoint. 

It  is  most  unusual  for  a true  allegic  mech- 
anism to  be  discovered.  For  all  practical 
purposes  an  allergic  ulcerative  colitis  does 
not  exist. 

Ordinarily  one  can  expect  the  sum  total 
of  his  efforts  to  result  in  a remission  in  the 
acute  process  and  less  commonly  we  may 
actually  observe  a cure.  The  ordinary  case 
will  relapse  and  this  process  of  exacerbation 
and  quiescence  of  the  disorder  are  observed 
in  deadly  and  frightening  rhythm. 

Surgical  Treatment.  Until  recently  the 
ultimate  care  of  the  patient  with  chronic 
recurring  ulcerative  colitis  involved  surgery. 
Usually  an  ileostomy  was  created  in  order  to 
preserve  the  nutrition  and  actual  life  of  the 
patient.  Usually,  patients  who  survived  this 
procedure  after  an  initial  period  of  several 
weeks  began  to  improve  in  their  nutritional 
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status  and  were  ordinarily  greatly  bene- 
fitted.  It  was  true  that  the  immediate  post- 
operative course  was  a rugged  experience 
with  copious  fluid  discharge  from  the  ile- 
ostomy, a marked  salt  depletion  syndrome, 
frequent  obstruction  in  the  small  bowel  and 
actual  prolapse  of  the  ileum.  Eventually 
a considerable  percentage  of  these  patients 
began  to  note  thickening  of  the  ileal  dis- 
charge, a return  of  appetite  and  a gain  in 
weight.  Some  years  ago  there  was  an  at- 
tempt after  a waiting  period  of  1-2  years  to 
re-establish  the  continuity  of  the  bowel. 
Experience  soon  demonstrated  that  when 
the  ileum  was  reunited  with  the  colon,  soon- 
er or  later  the  colitis  returned.  In  addition, 
it  was  evident  that  pseudopolyposis,  hemor- 
rhage, fistula  formation,  perforation  and 
absorption  with  resultant  arthritis  of  the 
Marie-Strumpell  variety  were  all  possible 
complications  which  must  arise  if  the  colon 
was  not  excised.  Accordingly,  after  the  ile- 
ostomy, it  became  good  practice  to  exercise 
the  colon,  usually  in  two  or  three  stages. 
Again,  it  was  noted  that  in  order  to  insure 
against  cancerous  changes  and  particularly 
to  relieve  an  arthritis,  the  colectomy  had  to 
be  complete  and  the  complete  excision  of 
the  rectum  was  necessary. 

I believe  we  now  realize  that  an  ileostomy 
should  not  be  delayed  as  long  as  formerly 
and  that,  in  association  with  this  procedure, 
if  the  patient’s  condition  permits,  or  at  a 
time  in  the  near  future,  after  the  ileostomy 
complete  colectomy  should  be  carried  out. 
Naturally  the  patient  may  not  have  the 
proper  receptive  attitude  toward  a life  of 
permanent  ileostomy  until  a reasonable  ex- 
perience with  recurrent  colitis  and  its  re- 
sultant invalidism  and  incapacity  has  been 
experienced. 

Brown,  Kosuh  and  Neugasten*  analyzed 
the  data  of  147  patients  with  chronic  ulcer- 
ative colitis  followed  in  the  Montfiore  Hos- 
pital in  New  York  and  not  treated  surgical- 
ly. These  results  portray  the  natural  course 
of  the  severe  forms  of  this  disease.  Eighteen 
per  cent  developed  rectal  strictures,  18  per 
cent  perirectal  abscesses  and  fistula,  17  per 
cent  intestinal  obstruction,  16  per  cent  club- 
bing of  the  fingers,  16  per  cent  perforation 
of  the  colon,  and  15  per  cent  polyposis.  Of 
the  22  cases  with  polyposis  7 developed  car- 


cinoma. Fifteen  per  cent  of  the  patients 
had  clinical  and  laboratory  evidence  of  liver 
disease.  Eight  per  cent  developed  arthritis. 

Approximately  10-20  per  cent  of  all  pa- 
tients with  recurrent  ulcerative  colitis  will 
require  ileostomy,  colectomy,  and  excision 
of  the  rectum. 

There  are  several  clinical  features  which 
when  present  indicate  that  these  surgical 
procedures  are  unavoidable  and  must  not  be 
delayed  too  long.  The  presence  of  perianal 
or  ischiorectal  abscesses,  or  anal  fistulas  are 
indications  that  simple  medical  management 
cannot  succeed.  The  development  of  arthri- 
tis is  an  indication  that  colectomy  and  rec- 
tal excision  must  be  done  rather  promptly 
if  a permanent  disabling  arthritis  is  to  be 
avoided.  Severe  hemorrhage  is  an  indica- 
tion for  immediate  colectomy  as  soon  as  the 
patient  can  be  appropriately  prepared  for 
surgery.  It  is  obvious  that  obstruction  or 
perforation  of  the  colon  are  indications  for 
immediate  surgery.  It  is  also  self-evident 
that  any  suspicion  of  malignant  change  in 
the  residual  colonic  mucous  membrane 
makes  colectomy  urgent.  Malignant 
changes  have  been  observed  in  25  per  cent 
of  the  patients  with  colitis  of  eight  years  or 
longer  duration. 

McKittrick”  analyzed  the  results  of  the 
Massachusetts  General  Hospital  experience 
between  1932  and  1947.  Of  the  patients 
treated  in  this  institution  229  were  not  sub- 
jected to  surgery,  while  143  did  have  ileos- 
tomy and  colectomy.  Five  attempts  at  re- 
storing continuity  of  the  bowel  were  made 
and  success  met  with  in  only  one  instance. 
Of  the  patients  treated  surgically  85  per  cent 
are  now  well.  Seventy  are  mamed  and  five 
have  become  mothers,  following  ileostomy 
and  colectomy,  without  complication. 

Bargen10  followed  185  patients  who  needed 
an  ileostomy.  They  were  selected  from 
3,301  patients  seen  at  the  Mayo  Clinic  dur- 
ing the  twenty-seven  year  period,  1913-1939; 
35  of  the  185  died  (14  per  cent  of  these  deaths 
occurred  during  the  pre-antibiotic  era).  In 
general  the  results  in  the  remaining  150 
cases  were  most  gratifying. 

Elson  and  Ferguson11  have  followed  care- 
fully two  small  comparable  series  of  pa- 
tients,— the  one  treated  by  medical  meas- 
ures alone,  the  other  by  medical  measures, 
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plus  various  types  of  surgical  procedures. 
The  mortality  in  the  two  groups  surprisingly 
enough  was  practically  equal.  However, 
comparison  of  the  subsequent  developments 
led  to  the  conclusion  that  those  who  were 
operated  on  were  more  nearly  restored  to 
normal  health  than  those  who  were  not.  The 
group  treated  medically  has  continued  to 
have  constant  or  intermittent  manifesta- 
tions of  the  disease,  while  those  operated  on 
generally  made  dramatic  recoveries  and  lead 
essentially  normal  lives. 

Summary 

1.  The  exact  cause  of  acute  ulcerative  co- 
litis is  undetermined.  It  is  not  due  to  a 
specific  infectious  agent;  it  may  be  nurtured 
bv  psychosomatic  turmoil,  and  probably  is 
aggravated  by  intestinal  enzymatic  imbal- 
ance. 

2.  Treatment  includes  the  faithful,  think- 
ing, attention  of  the  physician,  who  is  aware 
of  the  necessity  of  maintaining  body  nutri- 
tion, fluid  and  electrolyte  balance;  who  is 
prepared  to  nurse  and  guide  the  emotional 
aspects  of  the  disease,  and  who  is  willing  to 
try  to  overcome  any  infection  as  yet  un- 
proved, unclassified  and  possibly  non-exist- 
ent, with  the  various  antibiotics  and  adrenal 
steroid  hormones. 

3.  The  surgical  treatment  of  this  disorder 
must  be  recognized.  The  clear  indications 
for  obligatory  surgery  must  be  known.  The 
courage  to  recommend  a life  of  permanent 


ileostomy  to  a young  disabled  individual 
must  be  based  on  the  knowledge  of  the  nat- 
ural formidable  history  of  ulcerative  colitis 
and  the  good  results  that  can  be  realized 
from  surgery,  hazardous  and  technically  dif- 
ficult as  it  may  be. 
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Metabolism  of  Intravenous  Glucose  and  Fructose 
in  Normal  and  Diabetic  Subjects.  Miller,  M., 
Drucker,  W.  O.,  Owens,  J.  E.,  Craig,  J.  W.  and 
Woodward,  H.,  Jr.  J.  Clin.  Investigation,  31: 
115,  1952. 

Studies  in  three  normal  and  five  diabetic  sub- 
jects indicated  that  the  metabolism  of  fructose  in 
the  diabetic  is  similar  to  that  in  the  normal  per- 
son, even  in  the  absence  of  insulin.  Its  rate  of 
utilization  is  greater  than  that  of  glucose,  and 
less  than  10%  appeared  in  the  urine.  The  rise  in 


pyruvic  acid  and  the  fall  in  serum  inorganic  phos- 
phorus both  testify  to  the  probable  by-passing  of 
the  hexokinase  barrier.  As  a result,  the  interme- 
diate products  of  carbohydrate  metabolism  are 
supplied  without  the  aid  of  insulin  and  normal 
lipogenesis  is  facilitated.  This  suggests  the  ad- 
vantages of  intravenous  fructose  in  the  adminis- 
tration of  parenteral  fluids  to  diabetics.  Stress 
does  not  impair  its  utilization,  there  is  greater  pro- 
tein sparing  action,  and  nitrogen  loss  is  reduced. 
(Abstracted  for  the  Tennessee  Diabetes  Association 
by  Jean  Murray  Hawkes,  M.D.,  Memphis. 
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Ringworm  infections  of  the  scalp  are  a serious  nuisance,  and  distress- 
ing because  of  the  need  for  epilation.  It  is  a disease  which  can  easily 
reach  epidemic  proportions  in  a school  population.  The  family  phy- 
sician is  usually  the  first  to  have  the  opportunity  to  diagnose  the  dis- 
ease and  to  initiate  steps  to  prevent  an  epidemic. 


RINGWORM  OF  THE  SCALP* 

JOHN  W.  BAIRD,  M.D.,  Memphis,  Term. 

Ringworm  of  the  scalp  (tinea  capitis)  has 
received  considerable  comment  in  medical 
literature  during  the  last  few  years.  With 
all  the  diagnostic  aids,  the  armamentarium 
of  ointments  and  X-ray  epilation,  the  disease 
continues  to  spread  because  of  tardy  detec- 
tion, the  isolation  of  cases  acting  as  foci  of 
infection  and  the  use  of  prolonged  and  un- 
certain methods  of  treatment. 

In  larger  cities  the  vast  number  of  infected 
children  swamp  the  city  clinics,  but  in 
smaller  cities  and  towns  with  a proper 
regime,  the  epidemics  could  be  controlled. 

Clinical  Characteristics 
Tinea  capitis  is  a superficial  fungus  in- 
fection observed  usually  in  children  before 
the  age  of  puberty.  In  the  majority  of  chil- 
dren, it  appears  at  about  the  eighth  year, 
more  frequently  in  boys  than  in  girls,  be- 
cause boys  have  shorter  hair  and  never  sit 
still  in  any  seat.  Girls  have  longer  hair, 
which  protects  the  scalp.  In  certain  forms 
the  infection  may  persist  into  adult  life,  but 
it  is  unusual  for  the  disease  to  appear  then 
for  the  first  time. 

The  infecting  micro-organism  first  invades 
the  stratum  corneum,  later  enters  the  hair 
follicle  and  finally  attacks  either  the  super- 
ficial or  the  deep  parts  of  the  hair. 

The  cardinal  signs  of  tinea  capitis  are  par- 
tial loss  of  hair  in  patches,  a breaking  off 
and  lack  of  luster  of  the  infected  hair  and 
varying  degrees  of  inflammation.  Atrophy 
and  scarring  may  follow  certain  types  of 
infections. 

Types  of  Infection 

In  the  Mid-South  the  common  types  of 
infection  are: 

Microsporum  audouini  (the  human  type), 
commonly  known  as  the  grey  patch,  is  the 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  16,  1953,  Memphis. 
Tenn. 


cause  of  90  per  cent  or  more  of  the  cases  in 
the  United  States.  In  Memphis,  out  of  426 
identified  cultures  there  were  29  of  Micro- 
sporum lanosum  and  1 Microsporum  fulvum. 
The  onset  is  usually  insidious  and  the  aver- 
age duration  over  eight  months.  The  lesions 
usually  begin  in  the  occipital  or  temporal 
regions  and  spread  peripherally.  Cases  in- 
volving the  eyebrows  and  the  lashes  have 
been  reported. 

M.  lanosum  (animal  type)  may  or  may 
not  present  a history  of  contact  with  kittens 
or  puppies.  Older  animals  are  similar  to 
humans.  They  clear  at  puberty.  The  infec- 
tion tends  to  show  considerable  inflamma- 
tory reaction.  The  duration  is  usually  under 
three  months. 

M.  fulvum,  an  animal  type,  showing 
marked  inflammation  and  kerion  is  not  un- 
usual. The  duration  is  short,  usually  one 
month. 

Diagnosis 

The  proper  steps  in  an  accurate  examina- 
tion and  diagnosis  are  as  follows: 

In  the  dark  room  hair  is  examined  under 
a Wood’s  light  (a  purple  X bulb  can  be 
used,  but  it  only  fluoresces  in  50  per  cent  of 
the  cases),  and  the  finding  of  a green  glow 
to  the  hairs  is  indicative  of  an  infection.  One 
must  use  care  and  discretion  in  this  technic 
as  tonics,  greases  and  various  dyes  also 
fluoresce. 

Manual  epilation  of  a few  infected  hairs, 
which  when  placed  under  a microscope  in  a 
15  per  cent  solution  of  sodium  or  potassium 
hydroxide,  will  show  a mosaic  formation  of 
the  microscopes  around  the  hair  shaft:  this 
is  known  as  a direct  positive. 

To  positively  identify  the  type  of  organ- 
ism, the  inoculation  of  the  infected  hairs  on 
a slant  of  Sabouraud’s  media  will  give  the 
characteristic  cultural  features  of  the  fungus 
in  five  to  seven  days. 
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Epidemiology 

There  is  a good  deal  of  discussion  as  to 
where  the  children  acquire  the  infection. 
Infected  hairs  have  been  removed  from  the 
backs  of  plush  theatre  seats,  and  hats  and 
caps  of  infected  children. 

Recently  we  examined  approximately 
4,550  children  in  the  Memphis  schools.  Some 
schools  had  a higher  percentage  of  cases 
than  others.  In  one  school  458  children 
were  examined  and  no  cases  were  found. 
The  children  were  questioned  as  to  what 
movie  theatre  they  attended,  if  they  were 
given  hair  cuts  at  home  or  went  to  barber 
shops.  It  seemed  that  most  all  went  to  bar- 
ber shops  and  theatres  regularly.  The  only 
conclusion  we  were  able  to  reach  was  that 
schools  in  which  the  students  patronized 
theatres  with  wooden  backs  to  the  seats,  or 
where  the  first  eight  or  ten  rows  had  wooden 
backs  had  the  lowest  incidence  of  infection. 
Children  are  prone  to  sit  up  front,  and  the 
younger  ones  sitting  low  in  the  seats  rub 
their  heads  on  the  upholstery.  Infected 
hairs  were  also  recovered  and  identified 
from  plush  backs.  Inspection  of  the  barber 
shops  in  the  neighborhoods  where  the  infec- 
tion was  prevalent  failed  to  reveal  any  in- 
fected hairs  on  the  brushes,  combs,  clippers 
or  in  the  sterilization  chamber,  in  which 
barbers  keep  their  combs  and  brushes. 

To  explain  how  the  epidemic  of  ringworm 
persists,  and  why  M.  audouini  is  so  predom- 
inant in  practice,  one  has  to  take  into  con- 
sideration the  viability  of  the  two  types  of 
fungus. 

One  investigator  took  infected  hairs  from 
a large  number  of  patients,  identified  them 
and  stored  them  in  black  envelopes  in  his 
office.  At  various  intervals  he  planted  a few 
hairs  on  appropriate  media  from  each  sam- 
ple, to  determine  if  they  were  still  viable." 
The  results  of  this  study  was  as  follows: 

M.  auduoini — 70  per  cent  remained  viable 
up  to  460  days;  85  per  cent  remained  viable 
up  to  321  days. 

M.  lanosum — 9 per  cent  remained  viable 
up  to  343  days. 

This  shows  how  extracorporeal  spores  of 
the  fungi  live  when  transferred  to  certain 
environments,  such  as  chairs,  furniture,  rugs 
etc.,  and  may  be  regarded  as  infectious  up 
to  a year  for  susceptible  persons  exposed  to 


the  fungus  in  85  per  cent  of  the  cases  of  M. 
audouini  and  9 per  cent  of  M.  lanosum.  This 
work  parallels  the  epidemiologic  knowledge 
of  these  two  types  of  fungi  and  explains  in 
part  the  persistence  of  the  present  epidemic. 

Treatment 

The  treatment  of  tinea  capitis  is  as  fol- 
lows. 

If  any  inflammation  is  present,  astringent 
compresses  should  be  employed,  since  oint- 
ments or  X-ray  therapy  will  set  up  a gen- 
eralized “id”  reaction  in  the  patient.  If  only 
small  areas  are  involved,  manual  epilation 
can  be  carried  out  under  a Wood’s  light. 
One  must  be  careful  in  doing  this  because 
it  is  easy  to  break  off  the  hair  shaft,  leaving 
the  hair  bulb  with  the  fungus  in  the  hair 
follicle. 

If  the  infection  is  extensive,  the  hair 
should  be  clipped  short,  or  better  yet  the 
scalp  should  be  shaved.  A daily  shampoo 
should  be  given  to  remove  all  loose  hairs. 
Ointment  should  be  rubbed  over  the  entire 
scalp  and  especially  well  over  the  infected 
area.  A washable  cap  should  be  worn  at  all 
times  and  be  replaced  daily. 

The  causative  micro-organism  must  be 
identified.  If  it  is  an  animal  type,  the  above 
treatment  will  be  sufficient. 

If  it  is  the  human  type,  a trial  treatment 
of  one  of  the  ointments  can  be  given.  How- 
ever, the  mother’s  patience  is  not  inexhaust- 
ible, and  if  no  progress  is  noted  in  two  or 
three  weeks  epilation  by  roentgen-rays  is 
advisable.  X-ray  epilation  is  still  the  treat- 
ment of  choice  for  M.  audouini  infections, 
using  the  Kienboeck-Adamson  technique, 
300-350  R.1  The  hair  falls  out  in  17  to  20 
days.  The  removal  of  the  few  remaining 
hairs  may  be  accomplished  by  adhesive  tape. 
Partial  epilation  is  not  advised,  as  the  fall- 
ing hairs  usually  infect  the  well  parts  of  the 
scalps  spreading  the  infection.  The  patients 
are  checked  at  two  week  intervals  and  if  no 
fluorescence  is  noted  after  two  visits,  the 
patient  is  discharged. 

The  following  are  other  methods  of  treat- 
ment of  tinea  capitis. 

Thallium  salts,  once  used  for  epilation, 
were  exceedingly  hazardous  and  have  been 
abandoned. 

A few  favorable  reports  have  been  pub- 
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lished  where  estrogenic  hormones  were 
given  weekly  by  intramuscular  injections. 
This  is  contraindicated  in  females  for  ob- 
vious reasons.2  The  dosage  for  boys  is  10,000 
units  of  estrogen  weekly,  for  the  age  group 
of  six  years  and  under;  for  boys  over  six 
years  of  age,  it  is  20,000  units  weekly.  After 
three  injections  the  hair  becomes  loose  and 
manual  epilation  is  easily  accomplished. 

If  the  animal  type  is  found,  any  pets  the 
child  has  should  be  checked  for  disease  and 
be  treated  if  such  is  present.  Also  other 
children  in  the  family  should  be  checked  for 
infection.  The  disease  has  been  seen  in 
children  as  young  as  six  weeks.  Older  per- 
sons up  to  seventy  have  been  reported  as 
having  M.  audouini,  but  their  scalps  and  hair 
were  extremely  dry  and  lacked  the  normal 
sebum  content.3 

Rothman  and  his  co-workers  did  an  elab- 
orate amount  of  research  to  demonstrate  the 
marked  increase  of  fatty  acids  in  the  hair  at 
the  onset  of  puberty,  which  accounts  for  the 
regressions  are  spontaneous  cure  of  tinea 
capitis  of  the  microsporon  type.4  The  endo- 
thrix  and  trichophyton  types  do  not  clear  at 
this  time. 

Some  observers  have  commented  on  spon- 
taneous cures  occurring  in  untreated  cases.5,0 
In  Detroit  129  untreated  cases  were  followed 
for  three  years,  and  in  70  per  cent  sponta- 
neous cure  was  reported.  However,  McKee 
and  associates  observed  no  spontaneous 
cures  in  a large  number  of  children  who  had 
the  disease  for  as  long  as  two  years.7  It 
seems  reasonable  that  an  infection  of  long 
standing  would  eventually  die  out,  even  be- 
fore puberty.  However,  in  evaluating  local 
therapy  the  duration  of  the  condition  before 
beginning  treatment  should  be  taken  into 
consideration. 

Fungicidal  properties  of  the  various  oint- 
ments on  the  market  today  have  proved  very 
disappointing.  Some  cases  were  not  cured 
even  after  three  years  of  painstaking,  con- 
sistent treatment  with  many  types  of  topical 
agents.8  There  are  also  preparations  that 
are  dangerous;  convulsions  and  toxic  en- 
cephalopathy occurring  during  topical  ther- 
apy.9,10,11 Several  meticulous  investigators 
have  proven  the  inefficiency  of  such  prod- 
ucts. They  take  infected  hairs,  culture  part 
of  them  to  determine  the  type  of  organism. 


and  submerge  the  others  in  the  various  prep- 
arations. Hairs  are  removed  at  certain  in- 
tervals, washed,  placed  on  media  and  are 
observed  to  grow  out  fungi  as  well  as  non- 
treated  ones.12’13  Others  have  used  the  prep- 
arations on  a group  of  patients,  and  the  ve- 
hicle on  control  groups,  and  observed  the 
same  percentage  of  cures. 

The  manual  rubbing  of  the  infected  areas 
to  produce  epilation  seems  to  be  the  most 
important  part;  the  type  of  ointment  is  sec- 
ondary. Carbo-wax  base  seems  to  be  the 
ointment  base  of  choice,  with  or  without 
added  medications. 

Trichophyton  Tonsurans 

In  closing  I would  like  to  inject  a word  of 
warning  about  another  species  of  ringworm, 
Trichophyton  tonsurans.  This  is  of  a more 
serious  nature  and  is  becoming  more  preva- 
lent in  the  southern  half  of  the  United 
States.  We  have  isolated  several  cases  dur- 
ing the  last  year  in  Memphis.  It  is  spread 
largely  by  Mexican  laborers  coming  from 
Mexico,  where  T.  tonsurans  is  the  most  com- 
mon cause  of  tinea  capitis.15 

T.  tonsurans  presents  a serious  problem 
as  it  is  extremely  difficult  to  detect,  not 
fluorescing  under  the  Wood’s  light,  occur- 
ring in  any  age  group,  with  a tendency  to 
persist  and  not  inclined  to  spontaneous 
cures,  but  more  apt  to  result  in  permanent 
baldness  with  scarring.  Clinically  it  mimics 
other  diseases  of  the  scalp,  such  as  pyogenic 
infections,  lupus  erythematosus,  folliculitis 
decalvans  and  seldom  presents  the  usual 
picture  of  ringworm  of  the  scalp.  T.  ton- 
surans invades  the  hair  shaft  and  remains 
impervious  to  any  topical  medication.  The 
only  diagnostic  procedure  is  to  culture  hairs 
from  suspected  lesions.  The  treatment  of 
choice  is  X-ray  epilation. 
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Discussion 

ROBERT  C.  THOMPSON,  M.D.  (Chattanooga): 

Dr.  Baird  has  presented  a clear  and  concise 
summary  of  the  things  the  family  physician,  pedia- 
trician and  health  officer  should  know  about  ring- 
worm of  the  scalp.  I concur  with  his  statements 
100  per  cent. 

Physicians  in  Tennessee  are,  generally  speaking, 
not  familiar  with  the  disease  which  Dr.  Baird  has 
presented.  Except  for  a few  cases  contracted  from 
animals,  ringworm  of  the  scalp  was  almost  un- 
known in  Tennessee  until  World  War  II.  The 
human  type  (anthropophilic)  of  fungi,  of  which 
Microsporum  audouini  is  the  most  common,  cause 
a non-infiammatory  infection  of  the  hair  follicle 
and  shaft.  There  is  little  tendency  to  quick  spon- 
taneous cure.  This  explains  the  chronic  nature  of 
the  disease. 


Early  infections  are  asymptomatic  and  the  scalp 
looks  almost  normal.  Therefore  when  the  disease 
is  carried  to  a new  town  it  gets  a good  start  before 
it  is  recognized.  Dalton,  Georgia,  is  recovering 
from  an  epidemic  of  tinea  capitis  now. 

Chattanooga  was  first  invaded  about  three  years 
ago.  Several  of  our  schools  have  been  hit  hard. 
They  are  schools  serving  the  better  economic  class. 
The  children  in  the  Negro  schools  and  day  nurs- 
eries are  badly  infected  also.  The  local  health 
department  is  busy  examining  the  school  children 
with  the  Wood’s  light  and  requiring  the  infected 
ones  to  take  treatment. 

Complete  scalp  epilation  by  means  of  X-ray  is 
the  quickest,  most  painless  and  surest  method  of 
treatment  when  administered  by  a qualified  physi- 
cian. Many  parents  in  the  Chattanooga  area  are 
afraid  of  this  method  but  when  they  hear  how 
well  it  works  and  that  it  is  not  dangerous,  they 
are  willing  and  eager  to  have  it  done.  Recently  I 
read  an  article  in  the  Southern  Medical  Journal  in 
which  the  author*  condemned  epilation  and  made 
the  statement  in  his  discussion  that  “In  the  past 
sixteen  years  I have  seen  many  cases  of  perma- 
nent baldness  which  resulted  from  the  use  of  X-ray 
in  the  treatment  of  tinea  capitis.”1"  The  statement 
may  be  true  but  I am  absolutely  certain  that  the 
treatments  were  not  given  properly. 

I believe  that  topical  therapy  is  indicated  in  cer- 
tain circumstances  as  follows: 

1.  A very  young  child  that  will  not  hold  still  for 
X-ray  therapy. 

2.  A child  near  the  age  of  puberty. 

3.  When  the  parents  are  afraid  of  X-ray  epila- 
tion. 

4.  When  the  parents  are  prematurely  gray. 

In  closing  I will  stress  the  role  of  the  local  health 
department  in  the  control  of  an  epidemic  of  tinea 
capitis.  It  is  a community  project  and  must  be 
supervised  by  an  agency  capable  of  directing  a 
systematic  examination  of  all  children  in  the  com- 
munity. Also  theaters  and  barber  shops  must  be 
made  safe  for  children  by  proper  sanitation.  Free 
clinics  must  be  established  for  those  who  are 
unable  to  pay.  Physicians  in  private  practice  are 
not  able  to  do  all  this  alone. 


*Bednar,  G.:  A Basis  for  Therapy  of  Common 
Skin  Diseases,  South.  M.  J.,  46:298,  1953. 


October,  1953 


PREFERRED  PROCEDURES— Brashear 


371 


PREFERRED  PROCEDURES 

• -v- 


The  Neglected  Athlete 

Robert  G.  Brashear,  M.D.,  Knoxville,  Tenn. 

The  treatment  and  prevention  of  injuries 
and  disease  among  athletes  has  improved 
tremendously  in  the  past  twenty  years. 
However,  the  fact  that  we  continue  to  see 
neglected  injuries  in  the  great  group  of 
young  Americans  merits  our  continued  at- 
tention. 

The  injuries  most  frequently  neglected  are 
also  among  the  most  frequent  and  serious 
injuries  which  result  from  athletics,  mainly 
injuries  to  the  shoulder  and  knee. 

The  reason  for  neglect  of  the  injured  ath- 
lete are  many  and  varied.  Some  of  them  can 
be  controlled,  others  might  be  controlled  at 
least  in  part.  Perhaps  the  most  pernicious 
of  all  the  basic  reasons  is  the  near  hysteria 
which  seems  to  be  a part  of  modern  athletics 
in  general  and  of  football  in  particular.  To 
the  injured  athlete,  continuing  to  play  is  the 
most  important  thing  in  his  life  and  fre- 
quently this  attitude  is  held  by  the  injured 
athlete’s  parents,  coaches  and  most  of  the 
so-called  “Rabid  Fans.”  Obviously  this  hys- 
terical aura  cannot  be  controlled,  however 
its  pernicious  influence  could  be  broken  by 
more  complete  medical  control  of  injured 
athletes. 

We  believe  that  good  medical  care  is  avail- 
able to  all  athletes.  However,  medical  con- 
trol of  all  injured  athletes  does  not  exist  in 
many  of  our  schools.  Frequently  an  early 
accurate  diagnosis  of  the  extent  of  injury  to 
either  a shoulder  or  knee  is  impossible  and 
these  injuries  should  be  followed  by  a 
doctor,  and  permission  to  resume  practice 
should  be  given  only  by  this  same  doctor. 
Medicine  is  not  an  accurate  science,  and 
where  there  is  a possibility  of  error  we  must 
strive  to  make  our  error  on  the  side  of 
safety.  This  is  particularly  true  in  dealing 
with  athletes  where  tremendous  pressure  is 
frequently  brought  to  bear  to  get  the  in- 
jured athlete  back  into  practice. 

Shoulder  Injuries 

The  prevention  of  injuries  to  the  shoulder 
and  knee  receives  great  attention  in  some  of 


our  larger  schools.  Elaborate  exercise  pro- 
grams are  carried  out  in  an  effort  to  over- 
develop the  muscles  and  other  soft  tissues 
in  these  two  regions.  Athletes  are  frequent- 
ly urged  to  participate  in  the  minor  sports, 
particularly  boxing,  to  develop  grace  and 
agility.  We  believe  that  these  preventive 
programs  are  of  greatest  importance. 

In  the  region  of  the  shoulder  the  most 
commonly  neglected  injury  appears  to  be 
the  complete  dislocation  of  the  scalpulohu- 
meral  joint  which  so  frequently  becomes 
chronic  or  recurrent.  In  this  injury  the 
humeral  head  either  tears  its  way  through 
the  capsule  of  the  shoulder  joint  or  strips 
the  capsule  with  the  glenoid  labrum  from 
the  lip  of  the  glenoid.  The  unfortunate 
thing  about  this  injury  seems  to  be  that 
reduction  of  the  dislocation  relieves  all  pain 
and  soreness,  at  least  within  a few  days. 
Consequently,  the  athlete  is  very  frequently 
permitted  to  resume  practice  before  Mother 
Nature  has  had  an  opportunity  to  heal  the 
capsular  tear.  Anyone  who  has  reduced  a 
dislocated  shoulder  without  anesthesia  has 
certainly  been  aware  of  the  extreme  pain 
and  muscle  spasm  caused  by  this  maneuver. 
He  has  also  been  aware  of  the  unusual 
“scrunching”  which  occurs  as  the  humeral 
head  is  forced  back  into  the  glenoid.  We 
believe  that  further  injury  is  inflicted  upon 
these  damaged  joints  when  they  are  reduced 
without  anesthesia.  A period  of  three  weeks 
is  required  for  early  healing  of  fibrous  tis- 
sue, a well  accepted  fact.  Consequently,  we 
suggest  immobilization  of  the  dislocated 
shoulder  in  a Velpeau  dressing  for  a period 
of  three  weeks.  Ordinarily  the  athlete  may 
resume  practice  wearing  a shoulder  harness 
during  the  fourth  week  and  may  resume  full 
activities  wearing  the  shoulder  harness  dur- 
ing the  fifth  week.  I feel  that  the  shoulder 
harness  should  be  worn  for  the  remainder 
of  the  season.  (This  shoulder  harness  is  a 
combination  of  straps  which  permit  flexion 
and  extension  of  the  shoulder  but  prevents 
abduction  beyond  fifty  or  sixty  degrees.) 
Adherence  to  a pi'ogram  of  this  type  will,  I 
believe,  prevent  a certain  per  cent  of  dislo- 
cated shoulders  from  becoming  chronic  or 
recurrent. 

Knee  Injuries 

The  acutely  injured  knee  is  the  bogy-bear 
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of  the  athletic  trainer  and  coach,  as  well  as 
the  doctor.  The  basic  reason  is  probably  the 
great  difficulty  of  an  early,  accurate,  ana- 
tomical diagnosis.  By  the  time  the  doctor 
sees  the  badly  injured  knee,  it  is  too  swollen 
and  painful  to  permit  examination,  and  only 
a presumptive  diagnosis  will  be  possible.  In 
making  this  presumptive  diagnosis,  we  find 
that  a detailed  histone  of  the  mechanics  of 
the  injury  is  the  most  important  item.  One 
must  visualize  the  degree  and  extent,  as 
well  as  the  direction  of  the  force  applied  to 
the  knee,  in  order  to  visualize  the  effect  of 
this  force  upon  the  anatomy  of  the  knee 
joint.  For  example,  a side  body -block  on 
the  lateral  side  of  the  knee  may  produce  a 
sprain  of  the  internal  lateral  ligament,  or  a 
partial  tear,  or  a complete  tear,  with  or  with- 
out rupture  of  the  medial  meniscus.  If  the 
force  continues,  the  anterior  cruciate  liga- 
ment may  be  ruptured.  On  the  other  hand 
a fall  on  the  knee  or  a direct  blow  over  the 
patella  might  produce  just  as  much  swelling 
and  pain  but  would  never  cause  an  internal 
derangement. 

Ordinarily,  one  has  little  difficulty  differ- 
entiating between  the  mild  and  the  severe 
knee  injury  and  we  feel  that  every  severely 
injured  knee  should  be  put  at  rest  in  an  ice 
pack  for  the  first  six  to  twelve  hours.  A hot 
pack  (which  should  extend  from  mid-thigh 
to  mid-calf)  is  then  used  with  ambulation 
on  crutches  for  the  bathroom  only  until  the 
acute  symptoms  subside.  This  may  require 
two  weeks  or  longer.  Massive  effusion 
should  be  aspirated  after  twelve  hours  and 
we  feel  that  the  injection  of  one  of  the  hya- 
luronidase  products  is  beneficial. 

Recently  the  various  hyaluronidase  and 
Procaine  solutions  have  received  great  pub- 
licity and  aspiration  of  the  knee  joint  has 
become  a very  popular  practice.  At  the 
present  time,  I believe  that  aspiration  is  jus- 
tified for  diagnostic  purposes,  and  that  it  is 
further  indicated  when  the  effusion  of  the 
joint  is  massive,  since  a massive  persistent 
effusion  tends  to  stretch  the  capsule  and  the 
supporting  soft  tissue  which  normally  add 
greatly  to  the  strength  and  stability  of  this 
joint.  It  would  seem  to  us  that  the  use  of 
hyaluronidase,  various  Procaine  solutions 
and  Hydrocortone  in  any  major  joint  should 
be  left  to  those  who  are  particularly  skilled 


in  the  treatment  of  these  conditions.  (We 
must  never  forget  that  introducing  a needle 
into  a major  joint  is  a very  dangerous  pro- 
cedure. The  skin  should  be  prepared  as 
carefully  as  for  joint  surgery  and  the  oper- 
ator should  use  drapes  and  gloves  and  above 
all  aseptic  technique.) 

A question  frequently  asked  is  why  not 
manipulate  the  acutely  locked  knee  under 
general  anesthesia  in  an  effort  to  reduce  the 
dislocated  cartilage?  Actually,  the  routine 
manipulation  of  locked  knees  would  do 
much  more  harm  than  good,  and  a period  of 
absolute  bed  rest  and  hot  packs  is  much  the 
preferable.  If  after  a period  of  two  or  three 
weeks  full  extension  is  not  possible,  the 
knee  should  be  operated  upon. 

After  the  acute  symptoms  have  subsided 
an  accurate  anatomical  diagnosis  must  be 
made,  and  if  there  is  any  doubt  about  the 
diagnosis,  orthopedic  consultation  should  be 
sought.  Any  sprain  or  partial  tear  of  the 
ligamentous  structures  of  the  knee  will  be 
greatly  improved  or  entirely  well  in  three 
weeks.  Some  of  the  diagnostic  points  of 
great  value  after  acute  symptoms  have  sub- 
sided are: 

1.  Locking.  The  knee  cannot  be  fully  ex- 
tended, this  suggests  a ruptured  cartilage  or 
possibly  a loose  body. 

2.  Localized  tenderness  over  the  margin 
of  the  cartilage.  This  tenderness  is  less 
marked  when  the  knee  is  flexed  than  when 
extended,  since  the  torn  cartilage  moves  into 
the  joint  on  flexion,  suggests  ruptured  carti- 
lage. 

3.  Free  abduction  of  the  knee  indicates 
complete  rupture  of  the  supporting  struc- 
tures on  the  medial  side  of  the  joint.  Early 
surgical  repair  is  indicated. 

4.  A positive  “drawer  sign” — when  the 
knee  is  flexed,  one  is  able  to  move  the  tibia 
forward  under  the  femur — indicates  a com- 
plete rupture  of  the  anterior  cruciate  liga- 
ment. 

5.  Effusion  prevents  full  flexion  and 
causes  a sense  of  tightness  or  stretching,  but 
pain  on  forced  flexion  suggests  a rupture  in 
the  posterior  one-half  of  the  cartilage. 

6.  Tenderness  and  localized  swelling  over 
the  medial  ligament  suggests  partial  rup- 
ture. 

Differentiation  between  complete  and  par- 
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tial  rupture  of  the  medial  ligament  is  very 
important  and,  when  there  is  doubt,  the  pa- 
tient should  be  anesthetized  to  determine 
the  degree  of  lateral  instability.  When 
marked  lateral  instability  exists,  the  injury 
is  very  serious  and  the  chances  of  internal 
derangement  are  very  great.  We  believe 
that  these  knees  should  be  repaired  surgi- 
cally within  three  weeks  for,  after  the  clots 
have  been  absorbed  and  healing  has  oc- 
curred, surgical  repair  is  very  difficult. 

The  neglected  knee  is  the  knee  that  should 
have  been  operated  upon  early.  The  writer 
realizes  that  the  most  serious  errors  he  has 
ever  made  in  dealing  with  knee  injuries 
during  the  past  twenty  years  have  resulted 
from  being  too  conservative  with  the  seri- 
ously injured  knee.  - 

The  so-called  “trick”  knee  is  a neglected 
knee.  This  condition  is  caused  most  com- 
monly by  one  of  three  lesions.  First,  a rup- 
ture of  either  one  of  the  meniscuses,  the 
fractured  meniscus  slipping  into  and  out  of 
its  normal  position,  thus  producing  a lock- 
ing or  unlocking  of  the  knee  joint.  Sec- 
ondly, a loose  body  which  is  moving  freely 
in  the  joint  and  which  at  times  becomes 
caught,  so  to  speak,  between  the  articulating 
surfaces,  producing  either  locking  or  a sense 
of  giving  way,  and  a third  condition,  which 
is  less  frequent  among  athletes,  a chronic 
subluxation  of  the  patella.  This  third  con- 
dition results  usually  from  moderate  to  se- 
vere “knock-knee”  deformity  in  which  the 
patellar  tendon  is  inserted  more  lateral  than 
normally  on  the  tibia,  thus  permitting  the 
patella  to  slide  in  and  out  of  the  intercondy- 
lar notch  when  the  knee  is  flexed.  The 
symptoms  of  the  “trick  knee”  naturally  vary 
in  severity  from  very  mild  to  very  severe, 
but  in  all  cases  the  quadriceps  is  definitely 
weak  and  quadriceps  atrophy,  usually  of  a 
severe  grade,  can  be  demonstrated  by  meas- 
uring the  circumferences  of  the  thighs  at 
identical  levels,  comparing  the  normal  thigh 


to  the  affected  one.  The  pathology  of  the 
“trick  knee”  is  that  of  a progressive  trau- 
matic or  degenerative  arthritis.  There  is 
usually  an  increase  of  fluid  in  the  joint  im- 
mediately following  the  “locking  episode,” 
and  over  a period  of  months  or  years,  the 
synovial  lining  becomes  thickened,  the  ar- 
ticular cartilage  of  the  femur  and  patella 
become  degenerated  and  fibrillated,  new 
bone  is  proliferated  at  the  articular  margin 
and  ultimately  the  articular  cartilage  is  ex- 
foliated into  the  joint,  thus  producing  a very 
disabling  and  progressive  form  of  hyper- 
trophic arthritis.  Once  these  degenerative 
changes  have  occurred,  they  cannot  be  re- 
versed. However,  their  progression  can  usu- 
ally be  arrested  by  the  surgical  removal  of 
the  causative  agent,  namely,  the  ruptured 
cartilage  or  the  loose  body,  as  the  case  may 
be. 

In  the  case  of  the  knock-knee  boy  with 
the  chronic  luxating  patella,  I feel  very 
strongly  that  he  should  not  be  permitted  to 
pai'ticipate  in  the  contact  sports.  As  one 
may  readily  realize,  a hard,  side  body-block 
on  the  lateral  aspect  of  the  knock-knee  is 
almost  certain  to  result  in  severe  joint  dam- 
age. 

Conclusion 

In  conclusion,  we  should  like  to  emphasize 
the  idea  that  the  medical  profession  can  play 
a very  great  part  in  prevention  of  neglected 
injuries  in  this  great  group  of  young  Ameri- 
cans engaging  in  sports.  First,  by  taking 
greater  care  in  the  diagnosis  and  treatment 
of  the  acute  injury,  and  secondly,  by  tak- 
ing an  ever-increasing  interest  in  the  oper- 
ation of  the  athletic  program  of  the  various 
schools  of  our  Country.  We  must  not  only 
provide  adequate  medical  care  for  the  sick 
or  injured  athlete,  but  we  must  also  bring 
every  pressure  to  bear  to  provide  medical 
control  in  every  school  having  an  organized 
athletic  program. 
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Thayer  Veterans  Administration  Hospital* 

DR.  RICHARD  FRANCE:  The  two  cases 
to  be  presented  today  are  an  example  of 
disseminated  thromboangiitis  obliterans 
from  the  Surgical  Service  and  a case  of  car- 
cinoma of  the  pancreas  with  atypical  find- 
ings from  the  Medical  Service.  The  latter 
case  in  which  we  are  concerned  with  the 
diagnostic  and  therapeutic  problems  of  an 
extrinsic  rectal  mass  will  be  presented  by 
Dr.  Pocock. 

DR.  DONALD  POCOCK:  C.S.L.,  a 62  year  old 
white  male,  was  admitted  for  the  second  time  on 
June  2,  1953,  with  the  complaint  of  abdominal 
pain.  He  was  discharged  from  this  hospital  in 
January,  1953,  after  having  had  a diagnostic  study 
for  a clinical  picture  of  ascites,  fever  and  abdom- 
inal pain.  His  illness  apparently  began  in  late 
October,  1952,  with  a mild  diarrhea  of  rather  sud- 
den onset.  At  about  this  time  there  wss  ab- 
dominal swelling  adding  about  three  inches  to  his 
waistline.  He  came  to  the  hospital  complaining 
of  vague  abdominal  discomfort,  diarrhea,  and  the 
increase  in  the  size  of  his  abdomen.  At  the  first 
admission,  his  temperature  was  101  F.;  he  ap- 

peared only  moderately  ill.  The  liver  was  palpa- 
ble 2 cm.  below  the  right  costal  margin,  its  edge 
non-tender  and  firm.  Free  fluid  was  present  in 
the  abdominal  cavity:  there  was  slight  generalized 
abdominal  tenderness.  Rectal  examination  re- 
vealed an  exquisitely  tender  mass  which  seemed 
to  press  upon  the  anterior  wall  of  the  rectum  from 
without.  This  mass  could  not  be  felt  by  abdom- 
inal palpation.  The  only  abnormal  laboratory 
finding  was  a leukocytosis. 

The  patient  was  treated  symptomatically  while 
a series  of  diagnostic  studies  were  done.  None  of 
these  studies,  including  X-ray  examinations  of 
the  stomach,  small  bowel  and  colon,  revealed  the 
cause  of  the  mass.  Repeated  stool  examinations 
were  negative  for  blood.  However,  without  anti- 
biotics or  other  special  therapy,  the  patient’s  tem- 
perature returned  to  normal  and  the  mass  in  his 
rectum  receded  until  it  was  no  longer  palpable. 
Following  the  removal  of  800  cc.  of  fluid,  the  as- 
cites did  not  recur.  The  fluid  which  was  removed 
from  his  abdominal  cavity  was  found  to  have  a 
specific  gravity  of  1.020  and  contained  inflamma- 
tory cells.  Culture  of  this  fluid  was  negative  for 
pyogenic  and  acid  fast  organisms,  and  cell  block 
studies  were  negative.  Sigmoidoscopic  examina- 
tion revealed  no  lesions. 

The  patient  developed  pneumonia  in  January, 
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1953,  while  in  the  hospital.  Following  a course  of 
aureomycin,  the  symptoms  of  pneumonia  cleared 
and  the  patient  felt  quite  well.  Prior  to  this  time 
he  had  improved  remarkably.  His  appetite  was 
good  and  he  was  discharged  having  only  a very 
mild  pain  above  his  pubis.  The  pain  was  contin- 
uous and  not  cramping  in  character.  The  patient 
found  that  the  easiest  way  to  relieve  the  pain  was 
with  aspirin.  In  March,  1953,  the  patient  got  along 
fairly  well  except  for  the  residual  mild  suprapubic 
pain.  In  April,  1953,  this  pain  was  slightly  worse, 
and  he  noticed  the  onset  of  a new,  supra-umbilical, 
cramping  type  of  pain  which  he  found  was  re- 
lieved best  by  paregoric.  In  May,  both  of  these 
pains  became  increasingly  severe  but  appetite  and 
bowel  habits  were  not  affected.  He  continued  to 
have  one  stool  a day  which  at  no  time  was  ob- 
served to  contain  blood.  Pain  became  increasingly 
severe  and  when  he  required  continual  medication 
of  paregoric  and  Empirin,  he  decided  to  come  back 
to  the  hospital. 

At  the  time  of  the  second  admission,  the  patient 
appeared  chronically  but  not  acutely  ill.  His  T. 
was  98.6,  P.  88,  R.  20  and  B.P.  130/65.  He  was 
alert  and  in  no  great  discomfort.  There  was  some 
loss  of  subcutaneous  tissue  but  no  edema.  No  ab- 
dominal fluid  was  noted;  peristalsis  was  active. 
Dilated  abdominal  veins  were  prominent.  The 
abdomen  was  flat  and  markedly  tender,  especially 
over  the  transverse  colon,  the  splenic  flexure  and 
the  descending  colon.  Feces  were  palpable,  espe- 
cially in  the  transverse  portion  of  the  colon  and 
to  the  right  of  the  umbilicus,  where  palpation  was 
quite  painful.  The  liver  was  now  noted  to  be 
palpable  3 cm.  below  the  right  costal  margin.  The 
rectal  examination  revealed  a prominent  rectal 
shelf  which  was  only  slightly  tender.  This  was 
rubbery  in  consistency,  seemed  not  to  involve  the 
musoca,  and  to  be  extrinsic  to  the  bowel  wall.  The 
overlying  mucosa  appeared  to  be  of  normal  con- 
sistency. The  prostate  was  not  remarkable.  No 
hemorrhoids  were  noted.  The  remainder  of  the 
physical  examination  was  essentially  negative. 

The  WBC  at  the  time  of  admission  was  10,700, 
with  66 "<  neutrophiles.  There  was  a moderate 
anemia  with  a Hgb.  of  12  Gm.  per  cent.  Urinalysis 
was  negative.  Blood  chemical  studies  were  within 
normal  limits.  Repeated  stool  examinations  were 
negative  for  blood.  Total  serum  proteins  were  6.6 
Gm.%,  with  a normal  A/G  ratio.  The  sedimenta- 
tion rate  was  16.  The  sigmoidoscopic  examination 
again  was  non-contributory. 

DR.  HARRISON  SHULL:  When  we  first 
studied  this  patient,  his  age,  ascites  and  pal- 
pable rectal  mass  strongly  suggested  carci- 
noma of  the  rectum  with  metastases.  How- 
ever, the  mobility  of  the  rectal  mucosa  over 
the  mass  raised  doubts  that  the  lesion  had 
its  origin  in  the  rectum.  The  possibility  of 
lymphoma  suggested  itself;  an  inflammatory 
process  was  a possibility  especially  in  view 
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of  the  exquisite  tenderness  of  the  mass  and 
the  leukocytosis  and  fever.  So  we  were  not 
surprised  to  find  the  lumen  of  the  bowel  and 
the  mucosa  normal  upon  sigmoidoscopy. 
There  was  nothing  to  biopsy.  It  was  felt 
wise  to  treat  him  medically  for  a short  pe- 
riod. During  a two  weeks  period  the  mass 
completely  subsided  and  the  tenderness  dis- 
appeared. It  was  then  the  opinion  at  the 
medical-surgical  conference  that  he  should 
not  be  operated  upon  since  it  was  felt  the 
lesion  most  likely  an  inflammatory  process. 
(Common  pyogenic  organisms,  lymphopa- 
thia  venereum,  tuberculosis  and  histoplas- 
mosis were  mentioned  as  possible  causes.) 

He  returns  now  with  essentially  the  same 
findings  in  his  rectum  as  originally  except 
for  the  lack  of  tenderness  of  the  mass.  This 
suggests  that  he  has  had  malignancy  all 
along;  that  the  mass  represents  metastases 
from  a source  elsewhere  in  the  abdomen, 
possibly  the  stomach  or  pancreas;  that  the 
original  tenderness  with  associated  leuko- 
cytosis and  fever  were  due  to  secondary  in- 
fection. 

DR.  FRANCE:  The  X-ray  films  will  be 
reviewed  by  Dr.  Friedman. 

DR.  A.  W.  FRIEDMAN:  This  is  the  exam- 
ination done  on  December  2,  1952,  showing 
a suggestive  lesion  in  the  proximal  trans- 
verse colon;  however,  the  mucosal  pattern 
was  completely  normal.  At  fluoroscopy,  the 
lesion  was  of  a spastic  nature,  since  this 
segment  was  filled  out  manually.  Though 
no  intrinsic  or  extrinsic  lesion  was  demon- 
strated, on  the  films  this  segment  remained 
spastic.  The  barium  rushed  through  this 
segment,  and  with  the  finding  of  a normal 
mucosal  pattern  we  felt  fairly  safe  in  as- 
suming that  no  organic  lesion  was  present 
in  the  transverse  colon.  In  the  face  of 
probable  intra-abdominal  malignancy,  it 
was  suggested  that  this  apparent  defect  may 
have  been  due  to  a serosal  implant  of  metas- 
tatic tissue.  A recent  examination  on  June 
5,  1953,  bears  out  the  original  impression  of 
absence  of  a primary  lesion  in  the  trans- 
verse colon.  No  evidence  of  any  intrinsic 
or  extrinsic  gastro-intestinal  abnormality 
was  noted  at  fluoroscopy  or  on  films.  The 
chest,  aside  from  the  pneumonia,  shows  no 
significant  abnormality. 

MR.  WILLIAM  SCOTT:  I’d  like  to  begin 


by  asking  questions.  I’d  like  to  know  a 
little  more  about  the  character  of  the  mass 
felt  on  rectal  examination.  Would  you  say 
a few  words  more  about  it,  Dr.  Pocock? 

DR.  POCOCK:  I didn’t  examine  the  pa- 
tient at  that  time  and  Dr.  Shull  would  be 
more  qualified  to  tell  you  that. 

DR.  SHULL:  It  was  on  the  anterior  wall, 
approximately  4 inches  above  the  anus — 
right  near  the  extreme  tip  of  the  finger,  well 
above  the  coccyx.  It  had  no  connection 
with  the  sacrum  and,  although  it  was  ten- 
der, it  was  harder  than  one  would  expect  an 
inflammatory  mass  to  be, — it  felt  like  tu- 
mor rather  than  inflammation. 

DR.  SCOTT:  Then  on  the  second  admis- 
sion the  mass  was  changed  in  character;  you 
this  time  described  it  as  a rectal  shelf. 

DR.  POCOCK:  It  was  anterior,  definitely 
above  the  prostate,  and  outside  the  bowel. 
One  of  the  examiners  during  the  first  admis- 
sion described  it  as  being  attached  to  the 
sacrum;  I can’t  imagine  how  it  could  have 
been.  I thought  it  was  anterior,  really  to  be 
in  the  cul  de  sac  rather  than  in  the  bowel 
tissue. 

DR.  SCOTT:  I’ll  go  on  record  as  saying 
that  I do  not  believe  I have  ever  encountered 
disappearing  ascites  and  disappearing  and 
recurring  rectal  masses.  It  is  a bit  hard  to 
understand  these  things  either  on  a malig- 
nant or  on  inflammatory  basis.  I feel  that 
the  man  did  have  carcinomatosis  originat- 
ing presumably  from  the  GI  tract  with  a 
rectal  shelf.  There  was  nothing  in  his  work- 
up to  suggest  a cirrhosis,  was  there? 

DR.  POCOCK:  No.  Extensive  liver  stud- 
ies were  done  after  a palpable  liver  was 
noted  and  they  were  all  negative. 

DR.  SCOTT:  I think  it  unlikely  that  any 
of  the  ordinary  pyogenic  inflammatory  proc- 
esses would  give  a picture  of  this  type.  I’ve 
never  seen  a peritoneal  tuberculosis  with  a 
localized  rectal  mass  which  disappeared  and 
then  reappeared.  I presume  that  such 
could  happen.  The  diagnosis  which  would 
appeal  most  to  me  would  be  carcinomatosis. 
I wouldn’t  have  much  to  say  about  the  origin 
of  the  carcinoma  except  that,  with  the  stom- 
ach excluded,  the  large  bowel  would  be  a 
very  probable  source  for  a rectal  shelf.  The 
body  of  the  pancreas  is  to  be  thought  of  as 
a source.  Weight  loss  of  only  a few  pounds 
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is  against  a pancreatic  tumor  since  the  tu- 
mors of  the  body  of  the  pancreas  are  fre- 
quently associated  with  profound  weight 
loss.  I would  guess  that  he  had  carcinoma- 
tosis which  accounted  for  his  symptoms;  the 
presence  of  the  rectad  shelf  being  a secon- 
dary deposit  of  the  tumor  and  not  the  pri- 
mary lesion. 

DR.  FRANCE:  Are  there  any  further 

questions? 

DR.  KATZBERG:  What  is  the  relation  the 
mass  has  to  the  bladder,  and  what  does  the 
urine  show;  have  studies  been  made  of  the 
bladder?  Is  the  mass  proximal  to  the  pros- 
tate? 

DR.  POCOCK:  Repeated  urinalyses  were 
negative.  The  patient  did  complain  of  uri- 
nary frequency  on  his  second  admission  and 
for  that  reason  intravenous  pyelograms  were 
done.  They  were  negative.  The  bladder 
filled  normally  and  showed  no  evidence  of 
extrinsic  or  intrinsic  lesions.  Cystoscopy 
was  considered;  it  was  decided  to  explore 
the  abdomen  instead. 

DR.  FRANCE:  We  shall  now  ask  Dr. 

Hamilton  for  the  result  of  the  exploratory 
laparotomy. 

DR.  HAMILTON:  The  abdomen  was 

opened  with  a low  paramedian  incision  on 
the  right. 

Exploration  revealed  no  abnormalities  of  the 
colon.  There  was  encountered,  upon  opening  the 
peritoneal  cavity,  300  to  400  cc.’s  of  opalescent 
non-odorous,  straw-colored  fluid.  A number  of 
small  tumor  implants  were  noted  on  the  parietal 
peritoneum  and  on  the  omentum,  all  being  about 
0.5  cm.  in  diameter.  Inspection  of  the  pelvis  re- 
vealed a conglomeration  of  such  implants  of  ap- 
proximately the  same  size  at  the  bottom  of  the  cul 
de  sac.  No  single  large  mass  was  found  in  the  pelvis. 
Palpation  and  inspection  of  the  stomach  revealed 
it  to  be  normal,  with  the  exception  of  a peduncu- 
lated mass  2 cm.  in  diameter  and  which  seemed  to 
project  into  the  lumen  of  the  stomach  in  the  antral 
portion  about  halfway  between  the  angulus  and 
the  pylorus.  This  mass  was  quite  hard  and  was 
attached  to  the  postero-superior  gastric  wall.  The 
muscular  coats  of  the  stomach,  however,  seemed 
to  move  freely  over  the  base  of  this  mass  and 
examination  of  the  posterior  aspect  of  the  stomach 
through  the  transverse  mesocolon  showed  no  evi- 
dence of  a locally  invasive  process  presenting  on 
the  external  surface  of  the  stomach.  Feeling  up 
along  the  stomach,  a mass  of  about  3 x 2 x 1% 
inches  was  encountered  which  lay  in  the  region 
of  the  hilus  of  the  spleen,  posterior  to  the  stomach, 
alongside  the  vertebral  column;  this  mass  was  very 


hard  and  the  overlying  peritoneum  was  ulcerated 
on  its  inferior  surface.  The  posterior  wall  of  the 
stomach  near  its  greater  curvature  was  attached 
to  this  mass  over  an  area  of  about  2 cm.;  however, 
palpation  of  the  mucosa  of  the  stomach  through  the 
anterior  wall  failed  to  reveal  the  presence  of  any 
ulceration  or  mass  in  the  mucosa.  A chain  of 
hard,  large  lymph  nodes  could  be  felt  extending 
from  this  mass  toward  the  right  along  the  superior 
border  of  the  pancreas,  ultimately  turning  sharply 
superiorly  to  enter  the  hilus  of  the  liver.  It  was 
thought  this  mass  represented  the  tail  of  the  pan- 
creas. The  liver  itself  was  found  to  be  massively 
infiltrated  with  multiple  hard  umbilicated  nodules, 
appearing  and  feeling  like  tumor  tissue.  These 
ranged  in  size  from  about  0.5-3  cm.  in  diameter. 
The  remainder  of  the  abdominal  examination  re- 
vealed no  findings  of  interest. 

Because  the  lesion  at  the  tail  of  the  pan- 
creas showed  evidence  of  peritoneal  ulcer- 
ation and  was  in  continuity  with  the  supra- 
pancreatic  nodes  which  led  to  the  hilus  of 
the  liver,  and  because  the  mass  palpated  in 
the  stomach  did  not  seem  to  involve  all 
coats  of  the  stomach  wall  and  was  much  the 
smaller  of  the  two  masses,  it  was  felt  by  the 
operator  that  the  primary  tumor  responsible 
for  the  liver  metastases  and  the  peritoneal 
implants  originated  from  the  tail  of  the  pan- 
creas. The  identity  of  the  mass  within  the 
lumen  of  the  stomach  could  not  be  deter- 
mined. Several  of  the  tumor  nodules  in  the 
omentum  and  peritoneum  were  removed 
and  frozen  sections  confirmed  the  clinical 
impression  that  they  represented  tumor  nod- 
ules. (Fig.  1.)  Since  there  was  no  evidence 
of  threatened  obstruction  of  the  stomach  or 
colon  nor  of  a large  mass  in  the  rectum 
which  seemed  apt  to  obstruct  the  bowel, 
nor  any  threatened  obstruction  to  the  biliary 
system,  it  seemed  wisest  not  to  attempt  any 
palliative  procedure. 

RESIDENT:  Is  there  any  explanation  for 
the  apparent  disappearance  of  the  mass? 

DR.  SHULL:  I have  none.  In  retrospect 
it  seems  possible  that  secondary  infection  at 
the  initial  admission  which  subsequently 
subsided  may  be  the  explanation.  I find  it 
equally  hard  to  explain  the  disappearance  of 
his  ascites. 

DR.  SCOTT:  I think  it  is  amazing  that 
this  man  did  not  lose  more  weight,  if  the 
primary  lesion,  as  Dr.  Hamilton  thinks,  was 
in  the  tail  of  the  pancreas.  Usually  pancre- 
atic carcinomas  of  the  body  or  tail  are  asso- 
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Fig.  I-A 

Case  1.  C.S.L.  Carcinoma  of  Pancreas.  Biopsy 
of  tumor  tissue  taken  at  exploratory  laparotomy. 
Diffuse  infiltration  with  neoplastic  cells  showing 
tendency  toward  glandular  formation. 


Fig.  I-B 

Case  1.  C.S.L.  Low  power  view  of  tumor  tissue 
shown  in  Fig.  I-A. 


ciated  with  profound  weight  loss.  I suppose 
the  answer  to  the  disappearance  of  the  as- 
cites might  well  be  due  to  the  splendid  feed- 
ing in  the  hospital.  This  increased  his  se- 
rum proteins,  the  ascites  disappeared  and  he 
felt  a lot  better.  I suppose  it  also  explains 
the  lack  of  weight  loss. 

DR.  FRANCE:  If  there  are  no  further 
questions,  we  may  proceed  to  the  second 
case  to  be  presented  from  the  Surgical  Serv- 
ice by  Dr.  Griffith.  The  diagnosis  is  throm- 
boangiitis obliterans  with  visceral  involve- 
ment. 

DR.  J.  C.  GRIFFITH:  This  is  the  first  admission 
of  B.B.,  a 25  year  old  white  male.  His  chief  com- 
plaints were  loss  of  memory,  loss  of  speech  and 
weakness  of  his  left  leg. 

Present  illness:  He  first  had  difficulty  in  1946, 
at  which  time  he  suffered  a “black-out  spell”  after 
having  jumped  into  a swimming  pool.  He  did  not 
remember  anything  and  was  rescued  from  the  pool 
by  a lifeguard.  Following  this,  the  patient  was 
relatively  asymptomatic  until  approximately  18 
months  before  admission,  when  he  resigned  his 
job  at  a Defense  Plant  in  Detroit  because  of  nerv- 
ousness, “black-out  spells”  and  intermittent  claud- 
ication. He  then  moved  to  Chattanooga  to  live 
with  his  mother  and  has  not  worked  since.  About 
1 year  before  admission  the  patient  claims  he 
had  a “black-out  spell”  during  which  he  wrecked 
his  automobile;  he  suffered  no  injuries  from  this 
accident. 

In  January,  1953,  he  suddenly  developed  a left 
hemiparesis,  aphasia,  and  his  left  leg  became  cold 


and  blue.  He  was  taken  to  a hospital  in  Chatta- 
nooga where  he  stayed  about  2 months.  During 
this  time  a laminectomy  was  done  for  what  was 
thought  to  be  a Brown-Sequard  syndrome.  The 
findings  were  negative  and  the  operator  suggested 
that  the  patient  had  a degenerative  disease  of  the 
cervical  cord,  though  he  was  not  satisfied  with  such 
a diagnosis.  Later,  while  the  patient  was  still  in 
the  hospital,  his  speech  improved  and  leg  symp- 
toms improved.  Since  his  discharge  he  has  had 
aphasia  a couple  of  times  and  has  had  numbness 
on  the  left  side.  Dysarthria  has  improved. 

On  admission  to  this  hospital  on  May  22,  1953, 
the  patient  complained  of  numbness  of  his  left 
side  and  walked  with  a slight  limp.  He  com- 
plained of  double  vision  and  appeared  to  walk  to 
the  right.  He  gave  a history  of  occasional  vomit- 
ing, especially  in  the  morning,  and  of  severe  inter- 
mittent claudication  brought  on  by  a minimum  of 
walking. 

The  past  history  and  family  history  were  essen- 
tially negative. 

Physical  Examination:  The  following  are  the 
positive  findings:  blood  pressure  128/80;  a well 
nourished  male,  who  did  not  appear  acutely  ill;  he 
had  a halting  speech  and  difficulty  in  concentra- 
tion. There  was  good  motor  power  in  all  extrem- 
ities. He  walked  with  a slight  limp,  however. 
The  left  pupil  was  slightly  larger  than  the  right, 
but  reacted  to  light.  There  were  no  abnormalities 
of  sensation.  Reflexes  revealed  the  presence  of 
upper  abdominal  reflexes  but  absence  of  lower 
abdominal  reflexes.  Cremasteric  reflexes  were 
present.  Deep  tendon  reflexes  in  the  arms  were 
present  bilaterally,  more  active  on  the  left  than 
on  the  right.  Deep  reflexes  in  the  lower  extremi- 
ties were  present  bilaterally  and  equally.  There 
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was  no  ankle  clonus.  There  was  a questionable 
Babinski  sign  on  the  left. 

The  femoral  arterial  pulsations  were  present 
bilaterally,  but  no  popliteal,  dorsalis,  pedis,  or 
posterior  tibial  arterial  pulsations  were  found.  On 
allowing  the  lower  extremities  to  assume  a de- 
pendent position,  definite  rubor  appeared  quite 
quickly.  On  the  other  hand,  if  the  extremities 
were  elevated  30  above  the  horizontal  position, 
the  lower  extremities  assumed  a cadaveric  ap- 
pearance. 

Laboratory  Studies:  Chest  X-ray  was  read  as 
being  within  normal  limits.  X-ray  films  of  the 
skull  showed  normal  bony  structures,  with  evi- 
dence of  residual  radiopaque  material,  probably  a 
result  of  previous  cervical  myelography.  The 
pineal  gland  was  not  evident.  There  was  evidence 
of  a previous  laminectomy  involving  C-2,  C-3  and 
C-4.  The  blood  picture  was  not  remarkable.  Uri- 
nalysis showed  a trace  of  albumin,  an  occasional 
white  cell  and  granular  cast.  NPN  was  33  mg.%, 
blood  cholesterol  258  mg.  per  cent. 

Course  in  the  Hospital:  On  admission  to  the  hos- 
pital a more  thorough  examination  was  done.  Os- 
cillometric  determinations  4 inches  above  the  knee, 
4 inches  below  the  knee,  and  4 inches  above  the 
ankle  revealed  no  oscillations.  An  EKG  was  done 
and  was  interpreted  as  showing  evidence  of  an  old 
posterior  myocardial  infarction.  (Fig.  II.)  A cere- 
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Fig.  II 

Case  2.  B.B.  Thromboangitiis  Obliterans.  Elec- 
trocardiogram showing  characteristic  pattern  of 
posterior  myocardial  infarction. 

bral  arteriogram  on  June  2,  1953,  was  interpreted 
as  showing  no  evidence  of  vascular  abnormalities 
in  the  left  cerebral  circulation.  On  June  4,  1953,  a 
pneumo-encephalogram  was  done.  The  initial 
spinal  fluid  pressure  was  182  mg.  of  water;  after 
removal  of  10  cc.  of  clear  spinal  fluid,  the  final 
pressure  was  136  mg.  of  water;  the  spinal  fluid 
proteins  were  46  mg.%;  cell  count  showed  200 
RBC.  The  pneumo-encephalogram  was  interpreted 
as  being  within  normal  limits.  On  June  11,  1953, 
the  electro-encephalogram  suggested  generalized 
cortical  dysfunction  of  a non-episodic  type.  A 
neurological  consultant  saw  the  patient  and  felt 
that  he  was  suffering  with  extensive  subcortical 


cerebral  infarctions  on  a vascular  basis,  probably 
due  to  cerebral  Buerger’s  disease.  A biopsy  from 
the  right  gastrocnemius  was  interpreted  as  nega- 
tive. 

There  has  been  little  change  in  his  mental  status. 
He  occasionally  complains  of  headache  which  has 
required  codeine  and  aspirin  for  relief.  He  has  had 
no  evidence  of  increased  intracranial  pressure;  he 
still  has  marked  difficulty  in  expressing  himself. 

DR.  FRIEDMAN:  The  left  cerebral  angio- 
gram shows  no  abnormality  in  either  the 
course  or  caliber  of  any  of  the  cerebral  ves- 
sels. The  other  films  shown  here  demon- 
strate an  essentially  normal  pneumo-en- 
phalogram.  The  3rd,  4th,  and  lateral  ven- 
tricles appear  to  be  within  normal  limits 
and  the  subarachnoid  air  is  normal  in  distri- 
bution and  amount. 

DR.  WILLIAM  MEACHAM:  I do  not 

know  what  this  man’s  trouble  is;  I only 
know  what  I think  it  is.  The  clinical  story 
and  all  of  our  studies  would  support  a diag- 
nosis of  Buerger’s  disease.  One  does  not  find 
many  abnormalities  in  the  pneumo-encephal- 
agram  nor  arteriogram  in  cerebral  Buerger’s 
disease.  As  a matter  of  fact  one  finds  little 
of  anything  in  this  disease.  I am  sure  this 
condition  occurs  more  frequently  than  we 
realize  and  only  in  the  past  few  years  have 
we  become  conscious  of  the  fact  that  Buer- 
ger’s disease  can  affect  the  cerebral  vessels, 
as  well  as  those  of  the  extremities,  the  heart, 
or  the  abdominal  viscera.  I am  sure  you 
will  not  find  any  large  series  of  reported 
cases.  I have  seen  three,  or  possibly  four, 
cases  in  which  I felt  fairly  confident  about 
the  clinical  diagnosis.  This  man  may  very 
well  have  it;  his  neurological  abnormalities 
are  not  at  all  consistent  with  any  single, 
solitary  lesion.  At  the  time  of  his  cervical 
laminectomy  he  may  well  have  had  involve- 
ment of  his  anterior  spinal  artery  or  of  the 
basilar  artery.  However,  this  would  not 
explain  his  hormonous  visual  field  defect. 
Some  cerebral  vascular  lesion  must  explain 
this.  The  fact  that  the  arteriograms  appear 
normal  has  no  great  significance,  for  carot- 
id arteriogram  visualized  only  those  ves- 
sels that  have  a relatively  large  caliber.  An 
abnormal  arteriogram  will  be  seen  only 
when  the  obliterative  process  affects  the 
large  proximal  vessels  or  the  carotid  itself. 
One  thing  helpful  in  establishing  the  diag- 
nosis of  cerebral  Buerger’s  disease  is  evi- 
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dence  of  cortical  or  subcortical  atrophy  on 
the  pneumo-encephalogram.  There  may 
well  be  associated  widening  of  the  suba- 
rachnoid space  and/or  a dilatation  of  the 
ventricles  due  to  this  cortical  atrophy.  On 
this  man’s  pneumo-encephalogram  the  ven- 
tricular system  and  the  subarachnoid  space 
are  roughly  within  normal  limits.  How- 
ever, I would  like  to  point  out  that  in  my 
opinion  there  is  slight  dilatation  of  his  ven- 
tricles; there  may  also  be  a little  widening 
of  the  sulci.  They  do  not  have  the  fine  feath- 
ery appearance  one  usually  sees,  and  this 
may  mean  there  is  some  atrophy.  However, 
the  films  do  not  show  gross  pooling  of  air 
which  would  make  one  say  unequivocally 
that  he  has  cortical  atrophy.  I do  not  wish 
to  dispute  the  radiologist,  for  when  I first 
saw  these  films  I thought  them  normal. 
However,  on  re-examining  the  films  in  the 
light  of  the  suspected  clinical  diagnosis,  I 
believe  that  I can  detect  slight  changes, 
although  they  are  somewhat  questionable, 
to  confirm  the  diagnosis  of  early  cortical 
atrophy. 

Now  I suspect  the  way  in  which  to  make 
the  exact  diagnosis  is  to  excise  a cerebral 
blood  vessel  and  to  subject  it  to  histological 
examination.  This  has  been  done  by  Davis 
and  Perret.  They  subjected  nine  of  eleven 
patients  suspected  of  cerebral  Buerger’s  dis- 
ease to  operation  and  found,  on  exposing  the 
cerebral  cortex,  that  in  all  nine  there  was 
gross  evidence  of  obliterative  disease  of  the 
vessels.  The  terminations  of  the  cerebral 
vessels  were  reduced  to  white  cords.  The 
site  of  the  pathology  in  these  vessels  would 
not  be  apparent  on  an  arteriogram,  for  the 
vessels  involved  would  be  too  small  in  cali- 
ber to  be  visualized  on  the  angiogram.  I 
believe  the  work  of  Davis  and  Perret  has 
been  very  important  in  that  it  has  served 
to  clarify  our  thinking  about  cerebral  Buer- 
ger’s disease. 

The  presence  or  absence  of  abnormal  pe- 
ripheral vessels  in  Buerger’s  disease  need 
not  be  of  great  significance.  However,  if 
there  is  evidence  of  arterial  insufficiency  in 
the  extremities  it  tends  to  support  a clinical 
diagnosis  of  Buerger’s  disease  of  the  cere- 
bral vessels  if  such  is  suspected. 

I believe  in  this  case  we  have  a reasonable 
clinical  diagnosis  for  the  following  reasons: 


(1)  he  has  evidence  of  an  obliterative  arte- 
rial disease  involving  the  lower  extremities, 
his  arms  are  spared;  (2)  he  is  a man  in  the 
young  to  middle  aged  group;  (3)  he  has  evi- 
dence of  myocardial  disease;  and  (4)  his 
neurological  abnormalities  are  such  that  I 
feel  we  have  largely  ruled  out  the  presence 
of  an  intracranial  hemorrhage  or  an  intra- 
cranial neoplasm. 

I am  convinced  this  man  does  have  cere- 
bral Buerger’s  disease  and  I think  we  may 
well  have  the  opportunity  to  prove  this 
sometime  in  the  future.  I say  this  because 
the  clinical  course  is  one  of  remissions  and 
exacerbations,  and  many  of  the  patients 
diagnosed  as  having  angiospastic  cerebral 
vascular  disease  may  well  have  angispasm 
on  the  basis  of  cerebral  Buerger’s  disease. 
I think  that  over  the  course  of  the  next  few 
months,  or  possibly  a year  or  two,  this  man’s 
clinical  course  will  bear  out  our  clinical 
diagnosis. 

DR.  FRANCE:  Any  questions? 

DR.  ROEHM:  I would  like  to  ask  about 
the  value  of  cervical  sympathectomy  in  cere- 
bral Buerger’s  disease. 

DR.  MEACHAM:  I do  not  know — I wish 
1 did.  I think  there  is  some  question  as  to 
whether  we  do  anything  to  improve  the  ce- 
rebral circulation  when  we  remove  the  su- 
perior cervical  sympathetic  ganglia  bilater- 
ally. This  operation  has  enjoyed  quite  a 
vogue  and  has  been  done  for  a variety  of 
cerebral  vascular  diseases,  such  as  Alzhei- 
mer’s disease  and  others.  I am  convinced 
that  it  has  some  value  only  in  relieving  the 
spasm  of  the  cerebral  vessels  associated  with 
a cerebral  embolus.  However,  I would  not 
feel  unkindly  toward  anyone  who  would  do 
this  operation  for  cerebral  Buerger’s  disease, 
but  my  convictions  of  its  value  are  not 
strong  enough  to  recommend  it  to  the  pa- 
tient, for  I doubt  that  sympathectomy  does 
anything  to  the  disease  process,  as  we  know 
from  the  results  of  lumbar  sympathectomy 
in  Buerger’s  disease  involving  the  lower  ex- 
tremities. 

DR.  FRANCE:  Since  it  is  not  often  that 
one  sees  such  widespread  manifestations  of 
Buerger’s  disease  in  a single  patient,  we 
might  briefly  review  what  little  we  know  of 
this  condition. 

Thromboangiitis  obliterans  is  defined  as 
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an  obliterative  inflammatory  disease  of  ar- 
teries and  veins  of  unknown  origin  having  a 
predilection  for  young  adult  males.  The 
order  of  frequency  for  the  site  of  arterial 
involvement  is  first,  the  lower  extremities; 
next,  the  upper  extremities;  finally,  the  vis- 
cera. The  visceral  arteries  involved  are 
usually  the  mesenteric,  the  coronary  and  the 
cerebral  vessels.  Buerger’s  disease  is  very 
rare  in  women,  as  in  Raynaud’s  disease  in 
men.  However,  thromboangiitis  obliterans 
may  show,  as  an  acute  manifestation,  the 
peripheral  arteriospasm  described  by  Ray- 
naud. The  cause  of  Buerger’s  disease  is 
unknown  despite  the  great  amount  of  inves- 
tigative work  that  has  been  done.  Angio- 
spastic influences,  such  a cold  and  nicotine, 
have  been  shown  to  aggravate  the  disease 
but  have  not  been  implicated  directly  in  its 
etiology.  Frequent  early  clinical  findings 
are:  coldness  of  the  involved  extremity, 
superficial  thrombophlebitis,  muscle  pain, 
and  easy  fatigability.  The  microscopic  pic- 
ture shows  segmental  vascular  involvement 
with  normal  artery  and  vein  between  the 
involved  areas.  There  is  an  inflammatory 
exudate  which  invades  the  entire  thickness 
of  the  vessel  wall,  including  the  perivascular 
tissues  and  the  satellite  nerve. 

Treatment  from  the  point  of  view  of  cure 
is  unsatisfactory.  However,  much  may  be 
done  to  protect  the  partially  devascularized 
tissues  through  preventing  exposure  to  such 
angiospastic  agents  as  cold  and  nicotine  and 
the  overstimulating  effect  of  excessive  heat. 
Secondary  treatment  may  be  directed  to- 
ward attempting  to  increase,  by  the  use  of 
sympathectomy,  intravenous  typhoid  vac- 
cine and  appropriate  exercises,  the  collateral 
circulation  to  the  affected  part.  However, 
the  results  of  these  measures  appear  to  be 
open  to  some  question. 

Finally,  a word  about  the  involvement  of 
the  coronary  arteries.  Here  we  have  a man 
of  twenty-five  without  history  of  coronary 
occlusion.  Examination  of  his  electrocardio- 
gram shows  almost  certain  evidence  of  a 
previous  posterior  myocardial  infarction. 
The  literature  on  the  subject  of  coronary 


artery  involvement  in  Buerger’s  disease  is 
somewhat  confusing.  Saphir1  published  an 
article  in  1936  in  which  he  reviewed  thirty 
autopsied  cases  of  Buerger’s  disease  with 
involvement  of  the  coronary  arteries.  All 
of  these  cases  were  males  and  the  majority 
were  between  the  ages  of  twenty  and  forty. 
Almost  all  of  the  coronary  artery  lesions 
appeared  from  the  microscopic  description 
to  be  on  an  arteriosclerotic  basis,  with  no 
suggestion  of  acute  thromboangiitis  obliter- 
ans. To  the  above  series  Saphir  added  the 
case  of  a thirty-five  year  old  male  with  a 
six  year  history  of  intermittent  claudication. 
The  patient  died  suddenly.  Autopsy  re- 
vealed extensive  and  severe  Buerger’s  dis- 
ease involving  the  small  vessels  of  the  coro- 
nary circulation,  as  well  as  those  of  the 
lower  extremities.  Extensive  atherosclero- 
sis of  the  larger  coronary  arteries  was  also 
present.  At  times  there  appeared  to  be  the 
co-existence  of  both  atherosclerosis  and 
Buerger’s  disease  in  the  same  arterial  lesion. 
The  evidence  for  the  presence  of  thrombo- 
angiitis obliterans  lay  in  the  demonstration 
of  the  infiltration  of  the  intima,  media,  and 
adventitia  by  polymorphonuclear  leukocytes, 
histocytes,  and  giant  cells  extending  through 
the  entire  thickness  of  the  wall  into  the  ad- 
jacent thrombus.  The  satellite  veins  were 
also  involved.  The  possibility  that  thrombo- 
angitiis  obliterans  may  predispose  to  the  de- 
velopment of  atherosclerosis  is  favored  by 
the  high  incidence  of  coronary  sclerosis 
found  in  young  adult  males  suffering  from 
Buerger’s  disease  and  by  the  fact  that  in 
other  diseases  which  produce  arteritis, — 
such  as  syphilis  and  rheumatic  fever, — there 
is  frequently  an  associated  localized  athero- 
sclerosis. 

In  summary,  we  have  had  for  discussion  in 
today’s  clinic,  a case  of  carcinoma  of  the 
pancreas  with  unusual  findings  associated 
with  metastases  to  the  liver  and  peritoneum 
and  a case  of  thromboangiitis  obliterans 
complicated  by  involvement  of  the  coronary 
and  cerebral  arteries. 
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The  President's  Page 

ACROSS  THE  DESK 


There  come  across 
the  desk  now-a-days 
so  many  announce- 
ments, bulletins,  let- 
ters, folders,  etc.,  that 
at  times  confusion 
seems  to  take  over. 
Some  of  it  has  to  be 
waded  through,  some 
must  be  digested, 
more  should  be  an- 
s w e r e d than  time 
permits,  and  the  rest  put  back  in  the  over- 
crowded pigeonhole.  Medical  meetings,  so 
it  seems,  are  so  numerous  that  some  of  them 
have  to  bunch  up  and  run  concurrently. 
Then  there  are  the  conferences;  and  how  we 
wish  that  we  could  attend  them  all! 

As  we  go  over  these  items,  a few  are  wor- 
thy of  special  emphasis.  The  first  to  come 
to  mind  is  the  vote  on  the  proposed  amend- 
ments to  our  Constitution  of  Tennessee  on 
November  3rd.  Whether  or  not  to  amend 
our  constitution  will  be  a decision  that 
should  be  made  only  after  a careful  study. 
Let  us  remind  ourselves  that  we  are  mem- 
bers of  a so-called  learned  profession,  and 
that  we  shall  be  expected  to  take  our  places 
along  with  other  citizens  of  similar  stand- 
ing. Let  us  also  remind  ourselves  that  a 
good  doctor  is  a good  citizen.  It  may  sound 
trite  to  say  these  things;  but  it  is  so  easy  for 
a doctor  to  get  “tied  up”  and  fail  to  vote. 
So  let’s  be  on  our  guard  and  arrange  our 
schedules  so  that  we  can  vote  on  that  date 
with  positive  convictions.  The  ladies  got  us 
out  last  time,  remember?  Let  us  go  this 
time  on  our  own  power,  and  invite  the  ladies 
to  accompany  us. 

Then,  too,  there  are  a lot  of  things  simmer- 
ing on  the  back  of  the  stove  in  Washington 
They  will  not  be  brought  to  a boil  until  Con- 
gress meets  again,  but  now  is  the  time  to  be 
forming  public  opinion  about  them.  Our 
congressmen  are  at  home,  for  the  most  part 
and  we  are  sure  they  would  be  pleased  to 
talk  to  us  about  any  of  these  problems.  Dur- 
ing the  first  session  of  the  83rd  Congress 
over  ten  thousand  legislative  measures  were 


introduced.  Many  of  these  might  be  over- 
looked or  pigeonholed  unless  popular  inter- 
est gives  them  emphasis. 

The  Veterans  Hospital  and  Medical  Care 
program  is  one  that  particularly  concerns 
our  profession,  and  we  heartily  endorse  the 
statements  made  on  this  question  by  our 
A.  M.  A.  President,  Dr.  Edward  J.  McCor- 
mick. Space  does  not  permit  us  to  quote 
Dr.  McCormick,  but  the  essence  of  his  ad- 
dress of  August  21st  has  appeared  in  a re- 
cent Washington  Letter  by  Dr.  Lull.  The 
A.  M.  A.  Journal  also  furnished  us  with  the 
trend  of  thinking  along  this  line.  We  urge 
all  our  members  to  scan  the  organizational 
section  of  our  A.  M.  A.  Journal  to  keep 
themselves  posted. 

Tax  legislation  is  another  important  item 
coming  up.  Our  present  system  of  taxation 
has  grown  so  rapidly  that  it  is  top-heavy, 
cumbersome  and  full  of  inequalities.  The 
House  Ways  and  Means  Committee  is  work- 
ing to  revamp  these  tax  laws;  and  the  bills 
in  conformity  with  the  Jenkins-Keogh  plan 
are  of  great  interest  to  physicians.  This 
plan  would  permit  physicians  and  other  self- 
employed  persons  to  defer  income  tax  pay- 
ments on  a portion  of  their  income  which 
would  be  put  in  restricted  annuity  pro- 
grams. Corporation  employees  already  have 
this  privilege.  It  may  be  that  our  congress- 
men, meaning  members  of  both  House  and 
Senate,  have  been  so  busy  with  the  so-called 
major  issues  that  they  have  not  had  time  to 
consider  some  of  these  lesser  measures. 
Other  bills  one  might  mention  are  those 
dealing  with  aid  to  schools  and  hospitals, 
and  those  proposing  to  extend  the  social 
security  to  include  about  ten  million  more 
persons.  There  is  a lot  of  food  for  thought 
in  what  is  coming  up  soon.  The  physician 
should  digest  his  share  of  it. 

The  second  conference  on  medical  care  in 
the  bituminous  coal  mine  area,  which  met 
in  Charleston,  W.  Va.,  September  13th-14th, 
was  excellent.  It  is  reported  elsewhere  in 
our  Journal.  To  attend  this  meeting  was  a 
source  of  great  pleasure,  and  it  was  ex- 
tremely gratifying  to  observe  the  tremen- 
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clous  amount  of  work  that  our  Liaison  Com- 
mittee to  the  U.  M.  W.  A.  and  our  Committee 
on  Health  and  Medical  Care  has  done.  The 
work  of  our  Tennessee  Committees  was  es- 
pecially well  received  by  the  other  members 
of  this  conference.  No  problems  were 
solved;  it  may  take  many  years  before  this 
can  be  accomplished.  It  is  encouraging, 
however,  to  see  groups  of  physicians  discuss 
such  problems  in  an  open-minded  and  sym- 
pathetic manner.  If  plans  can  be  worked 


out  to  furnish  medical  care  to  the  bitumin- 
ous coal  mine  areas,  many  other  difficulties 
in  the  distribution  of  physicians  and  the 
development  of  medical  care  facilities 
throughout  our  whole  State  can  be  over- 
came. 

So,  talk  to  your  congressmen.  See  you  at 
the  polls. 

//I., 
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THYROCARDIAC  DISEASE 

This  represents  a clinical  entity  that  is 
overlooked  all  too  often  because  the  physi- 
cian who  first  sees  the  patient  may  not  be 
aware  of  its  frequency,  and  is  handicapped 
in  establishing  a true  diagnosis,  if  he  does 
think  of  the  factor  of  thyrotoxicosis  in  a 
patient  having  heart  failure. 

The  full-blown  cases  of  Graves’  disease  or 
exophthalmic  goiter  are  not  of  interest  at 
the  moment.  Rather,  it  is  the  middle-aged 
or  elderly  patient  who  consults  the  physician 
for  the  manifestations  of  decreased  myo- 
cardial reserve,  or  of  frank  failure,  in  whom 
we  wish  to  raise  the  suspicion  of  thyroid 
toxicity  as  a cause  of,  or  at  least  a factor 
in  the  failing  heart.  In  this  group  of  pa- 
tients one  encounters  less  frequently  the 
overt  manifestations  of  hyperthyroidism 
and  it  is  because  of  this  that  the  disease  is 
not  suspected.  In  other  words  the  doctor 
should  not  necessarily  limit  the  considera- 
tion of  thyrotoxicosis  to  the  text-book  type 
of  clinical  picture. 

Thyrotoxicosis  is  not  a rare  disease.  With 
an  aging  population  the  manifestations  of 
cardiac  disease  constitute  one  of  the  most 


common  reasons  for  consulting  a doctor.  It 
thus  becomes  apparent  that  it  may  not  be 
rare  to  find  that  hyperthyroidism  becomes  a 
factor  in  the  myocardial  failure  of  one  suf- 
fering from  rheumatic  valvular  disease,  or 
in  one  having  failure  due  to,  or  apparently 
due  to,  hypertension  or  arteriosclerotic  dis- 
ease. If  this  fact  is  kept  in  mind  the  palpa- 
ble thyroid,  or  the  nodule  in  the  thyroid 
gland  takes  on  a new  significance.  This  is 
especially  true  in  the  presence  of  auricular 
fibrillation  which  may  not  be  easily  ac- 
counted for  on  the  basis  of  history  or  physi- 
cal examination. 

It  is  said  by  some  that  congestive  failure 
due  to  thyrotoxicosis  does  not  respond  to 
the  usual  measures  of  therapy  for  failure, 
and  that  such  a circumstance  should  arouse 
the  suspicion  of  thyrocardiac  disease.  Your 
editor  does  not  subscribe  unqualifiedly  to 
such  a statement.  In  the  elderly  thyro- 
cardiac, in  whom  hypertension  or  arterio- 
sclerotic disease  is  also  a factor  in  failure, 
a modicum  of  response  in  the  manifesta- 
tions of  failure  to  treatment  may  occur. 
Such  a response,  therefore,  should  not  neces- 
sarily lead  to  the  elimination  of  thyroid 
disease  as  a factor  in  the  failure. 

Thus  the  doctor  must  keep  thyrotoxicosis 
in  mind  in  congestive  heart  failure.  What 
diagnostic  means  are  at  hand  to  evaluate 
this  possible  factor,  and  what  are  their  lim- 
itations? Silver  of  Mt.  Sinai  Hospital  briefly 
reviews  these.* 

Unfortunately,  because  of  its  wide  avail- 
ability, the  B.  M.  R.  has  limitations  es- 
pecially in  the  cardiac  patient.  A con- 
sistently low  rate  rules  out  thyrotoxicosis, 
but  an  elevated  one  is  of  little  diagnostic 
help  since  almost  every  person  in  marked 
failure  shows  increased  oxygen  consump- 
tion. Therefore  the  frequent  false  high 
values  in  congestive  failure  make  the  B.M.R. 
usually  a useless  diagnostic  tool  for  the  es- 
tablishment of  hyperthyroidism  in  the  pres- 
ence of  failure.  The  variability  in  serum 
cholesterol  values  in  normal  persons  and 
many  conditions  give  it  little  usefulness  in 
the  diagnosis  of  thyrotoxicosis.  The  author 
considers  the  circulation  time  and  its  diag- 


*Silver,  S.:  The  Diagnosis  of  Thyrocardiac  Dis- 
ease, Am.  Pract.  & Digest.  Treat.  4:607,  1953. 
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nostic  value.  In  the  usual  course  of  conges- 
tive failure  the  circulation  time  is  greatly 
increased.  He  points  out  that  in  the  patient 
with  failure  and  a relatively  normal  circu- 
lation time,  hyperthyroidism  along  with 
anemia,  beri-beri,  and  arteriovenous  aneur- 
ism must  come  to  mind.  One  may  wonder, 
however,  if  the  patient  has  another  type  of 
heart  disease  with  hyperthyroidism  as  an 
added  factor,  whether  this  observation  is 
acceptable.  In  any  event,  the  circulation 
time  is  not  diagnostic  of  the  thyroid  factor 
in  a given  case  of  heart  failure. 

Protein-bound-iodine  determinations,  if 
done  accurately,  are  of  great  value  in  diag- 
nosis. Such  tests  are  not  readily  available, 
unfortunately,  and  are  useless  if  iodine  has 
been  ingested  or  injected, — this  includes 
thyroid  gland  substance,  dyes  for  gallblad- 
der visualization  and  urograms.  These  may 
vitiate  the  result  of  PBI  determinations  for 
months,  giving  high  values  which  would 
suggest  a diagnosis  of  thyrotoxicosis. 

A measurement  of  the  uptake  of  radio- 
active iodine  is  a rapid  and  accurate  method 
of  evaluating  the  presence  of  hyperthyroid- 
ism. Hyperactive  thyroid  glands  fix  iodine 
very  rapidly.  The  radioactive  content  can 
be  measured  quickly  and  accurately  with  a 
radio-counter  over  the  gland.  Over  fifty 
per  cent  of  iodine  will  be  taken  up  by  the 
overactive  gland.  Radioactive  iodine  ex- 
creted in  the  urine  may  be  quantitated  and 
thus  information  regarding  the  gland’s 
physiology  may  likewise  be  quickly  estimat- 
ed. Urinary  excretion  is  in  inverse  ratio  to 
uptake  by  the  gland  and  values  of  less  than 
20  per  cent  are  the  rule  in  hyperthyroidism. 
However,  Silver  feels  that  urinary  excretion 
of  I'  " is  unreliable  in  congestive  failure  and 
this,  along  with  some  overlap  between  the 
uptake  of  radioactive  iodine  in  the  normal 
and  in  the  hyperthyroid  person,  may  lead  to 
error  of  interpretation.  He  therefore  recom- 
mends protein-bound — I131  as  the  most  accu- 
rate means  of  establishing  thyroid-toxicity. 
This  is  based  on  the  fact  that  the  overactive 
gland  should  deliver  into  the  circulation 
more  hormone  than  the  normal  gland.  He 
bases  his  conclusions  on  310  observations 
made  72  hours  after  the  administration  of 
100  mircrocuries  of  I131  orally. 

The  unfortunate  fact  remains  that  the  doc- 


tor who  first  sees  the  cardiac  patient  in 
whom  overactivity  of  the  thyroid  gland  may 
play  a part  is  handicapped  in  diagnosis  be- 
cause the  B.M.R.  is  untrustworthy.  Since 
this  type  of  cardiac  patient  is  suffering  from 
a “curable”  form  of  heart  disease,  there  is 
only  one  course  open  to  the  attending  phy- 
sician and  that  is  to  give  the  patient  the 
benefit  of  the  newer  laboratory  procedures 
which  may  be  the  only  means  of  establish- 
ing the  diagnosis. 

R.  H.  K. 

★ 

MEDICAL  CARE  IN  THE 
COAL  MINING  AREAS 

On  September  6,  1952,  a conference  was 
held  at  Charleston,  West  Virginia,  at  the 
invitation  of  the  Council  on  Medical  Service 
and  Council  on  Industrial  Health  of  the 
American  Medical  Association.  Dr.  Warren 
Draper,  Executive  Medical  Officer  of  the 
United  Mine  Workers  of  America  Welfare 
and  Retirement  Fund  had  laid  before  the 
Council  on  Medical  Service  of  the  A.M.A. 
the  documented  facts  that  medical  care  in 
the  bituminous  coal  mining  areas  of  West 
Virginia,  Virginia,  Kentucky,  Pennsylvania 
and  Tennessee  was  inadequate  in  many 
places,  speaking  both  as  regards  quality  and 
quantity  of  medical  personnel.  In  response 
the  A.M.A.  sent  a survey  team  consisting 
of  a representative  from  the  Councils  on 
Industrial  Health,  on  Medical  Service,  and 
on  Medical  Education  and  Hospitals  to  join 
with  U.M.W.A.  medical  administrators,  an 
impartial  consultant  and  representatives  of 
state  medical  societies  for  an  investigation 
of  the  medical  facilities  available  to  miners 
in  the  areas  under  discussion.*  The  First 
Charleston  Conference  (1952)  was  then 
called  for  the  presentation  of  the  findings 
of  the  investigators  to  representatives  of  the 
medical  societies  of  the  states  in  which  the 
areas  of  poor  medical  care  existed.  Thus 
the  problem  was  thrown  into  the  laps  of  or- 
ganized medicine  of  these  states. 


*Medical-Hospital  Problems  in  the  Bituminous 
Coal  Mining  Areas.  Report  of  a Conference  Spon- 
sored by  the  Committee  on  Medical  Care  for  In- 
dustrial Workers  of  the  Council  on  Medical  Service 
and  Council  on  Industrial  Health,  J. A.M.A.,  151: 
407,  1953. 
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You  know  what  the  officers  and  certain 
committees  of  your  Association  have  done 
in  Tennessee.  They  accepted  the  responsi- 
bility and  challenge,  asked  for  and  received 
Commonwealth  Fund  money  to  aid  in  an 
attempt  to  solve  Tennessee’s  part  of  the 
mess.  The  progress  of  this  activity  in  one 
short  year  has  been  recorded  in  the  Journal 
and  been  reported  to  the  House  of  Delegates 
in  April,  1953.  It  is  succinctly  sum- 
marized by  Chairman  Dr.  Ben  Overholt  in 
the  report  by  the  Tennessee  Delegation  at 
the  Second  Charleston  Conference  following 
these  editorial  pages. 

Thus  Tennessee  organized  medicine  is  at- 
tempting a constructive  approach  to  the 
problem.  The  medical  officers  of  the  United 
Miners  have  been  patient  and  have  cooper- 
ated in  every  way  possible  with  the  medical 
profession  of  this  State.  With  their  broad 
experience  they  are  continuing  to  give  aid 
and  advice  freely  to  the  State  Medical  As- 
sociation in  its  project  for  providing  medical 
care  in  the  marginal  areas. 

This  cry  for  better  medical  attention  is 
one  with  which  the  medical  profession  is 
being  confronted  more  insistently  with  the 
passage  of  time.  It  comes  from  the  rural  as 
well  as  the  industrial  areas.  The  U.M.W.A. 
has  merely  focussed  it  for  the  medical  pro- 
fession of  Tennessee  and  its  sister  states  at 
the  moment. 

No  one  can  question  the  right  of  the 
U.M.W.A.  in  raising  the  issues  of  adequate 
medical  care.  In  the  year  ending  June,  1953, 
the  U.M.W.A.  Welfare  and  Retirement  Fund 
in  the  bituminous  mining  areas  of  the  Coun- 
try bought  $54,444,329.78  worth  of  hospital 
and  medical  care.  This  paid  for  2,325,921 
hospital  days  and  medical  care  for  230,678 
cases.  (This  does  not  include  the  money 
received  by  the  medical  profession  for  serv- 
ices rendered  in  the  mining  camps,  since  the 
U.M.W.A.  Fund  does  not  cover  home  or  of- 
fice care.  Local  care  is  provided  for  through 
arrangements  between  local  unions  and  in- 
dividual doctors.)  It  may  well  be  imagined 
that  those  responsible  for  the  disbursement 
of  so  many  millions  of  dollars  for  medical 
and  hospital  care  have  garnered  much  infor- 
mation on  medical  practice  in  general,  and 
on  the  value  received  for  monies  expended. 

That  they  wish  to  have  what  they  consid- 


er to  be  adequate  care  is  proven  by  the  au- 
thorized construction  of  ten  hospitals  under 
the  Memorial  Hospital  Associations  organ- 
ized in  the  States  of  Kentucky,  Virginia  and 
West  Virginia.  A contract  has  been  let  to 
build  all  ten  hospitals  concurrently, — six  in 
Kentucky,  three  in  West  Virginia  and  one  in 
Virginia.  In  a recent  report  of  the  U.M.W.A. 
Welfare  and  Retirement  Fund  it  was  said, 
in  speaking  of  the  hospital  construction 
program,  “This  action  was  taken  pursuant 
to  the  exhaustive  findings  and  reports  of  the 
Medical  Service  of  the  Fund  which  showed 
beyond  doubt  that  the  chances  of  improve- 
ment in  these  areas  were  nil  because  com- 
petent, well-qualified  physicians  sufficient  to 
meet  the  needs  could  not  be  induced  to  prac- 
tice in  areas  where  neither  suitable  hospi- 
tals’ nor  other  facilities  were  available.” 
That  the  United  Mine  Workers  of  America 
do  not  want  governmental  medicine  is 
shown  by  their  hospital  construction  pro- 
gram and  the  close  liaison  between  the 
medical  officers  of  the  Fund  and  organized 
medicine. 

The  problem  of  medical  care  in  the  coal 
mining  areas  merely  high-lights  the  same 
in  most  marginal  areas.  If  the  medical  pro- 
fession does  nothing  constructive  about 
these  questions,  it  is  a good  guess  some 
agency  will. 

The  medical  profession  of  Tennessee  is 
facing  up  to  this  problem. 

R.  H.  K. 

★ 

S oecial  Item 

fl 

Statement  of  the  Tennessee  Delegation  to 
the  Second  Annual  Conference  on 
Medical  and  Hospital  Problems  in  the 
Bituminous  Coal  Mining  Area 
Charleston,  West  Virginia,  September  13-14,  1953 
B.  M.  Overholt,  M.D.,  Chairman, 

U.M.W.A.  Liaison  Committee 
Tennessee  State  Medical  Association 

We  accept  the  fundamental  philosophy 
that  organized  medicine  can  and  should  as- 
sume an  active  role  in  the  medical  affairs  of 
local  communities  and  shall  stand  in  a posi- 
tion to  materially  assist  and  insure  the  pro- 
vision of  good  medical  care  to  the  people  of 
the  State  of  Tennessee.  We  have  learned 
that  communities  are  not  only  willing  but 
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asking  for  help  and  we  have  embarked  on  a 
program  to  achieve  the  following: 

1.  Visit  the  community  and  discuss  the  problem 
with  all  interested  parties.  To  investigate  the  re- 
sources and  agencies  that  can  be  brought  to  bear 
on  the  problem.  With  data  in  hand  advise  and 
assist  in  local  planning  for  an  appropriate  solution. 
There  are  numerous  interested  agencies  both  local 
and  at  large  that  can  be  coordinated  to  bear  on 
each  local  problem.  We  are  committed  to  the  be- 
lief that  the  cooperation  of  these  agencies  can  im- 
measurably aid  the  development  of  community  re- 
sponsibility and  insure  continuity  of  service. 

2.  Assist  in  recruitment  of  physicians  to  fill  the 
needs  of  the  community.  To  provide  for  such  phy- 
sicians a sponsorship  by  organized  medicine  with 
channels  of  contact  to  the  teaching  hospitals  and 
universities  through  integration  of  rural  assign- 
ments of  general  physician  residents. 

3.  To  sponsor  a system  of  specialist  consultation 
services  to  develop  the  key  position  of  the  general 
physicians  in  relation  to  the  fractional  contribution 
of  the  specialist.  The  general  physician,  in  this 
respect,  should  be  the  captain  of  a team  of  medical 
services  available  to  aid  the  patient. 

4.  To  integrate  the  contribution  of  State  Public 
Health  Services  and  voluntary  agencies  to  the 
health  of  the  communities  through  the  family  phy- 
sician and  to  develop  the  concept  of  rehabilitation 
of  the  individual  as  an  objective  of  the  practice  of 
medicine. 

5.  To  extend  the  organized  program  of  postgrad- 
uate training  to  the  rural  area  through  cooperation 
of  the  universities  and  available  medical  talent  in 
the  vicinities  of  rural  services  and  to  encourage 
and  assist  the  rural  general  physician  to  partici- 
pate in  special  training. 

The  achievement  of  these  objectives  has 
been  made  a responsibility  specifically  of 
the  Tennessee  Medical  Foundation.  This  is 
to  effect  a permanence  and  continuity  to  the 
program.  The  Foundation  can  accept  grants, 
benefits,  or  donations  to  carry  on  its  work. 
A special  Committee  on  Health  and  Medical 
Care  has  been  appointed  to  act  as  an  Execu- 
tive Committee.  The  work  is  not  conceived 
as  the  responsibility  of  a small  group  or  ele- 
ment but  will  necessarily  draw  freelv  upon 
the  universities  and  individual  members  of 
the  Tennessee  State  Medical  Association  for 
service  in  the  program.  A full  time  field 
secretary  has  been  employed  in  this  work 
and  although  the  program  has  only  been  in 
actual  effect  for  a few  months  material 
progress  has  been  made  on  a number  of 
projects  established  as  target  areas. 

Since  it  was  felt  desirable  that  we  present 
a firm  proposition  to  this  second  Charleston 
Conference,  it  was  moved,  seconded,  and 


carried  that  the  Committee,  in  cooperation 
with  the  Prepaid  Insurance  Committee  of 
the  Tennessee  State  Medical  Association, 
try  to  formulate  a prepaid  surgical-medical 
plan  for  the  Pruden  Valley.  After  discus- 
sion it  was  further  decided  to  adopt  the  fol- 
lowing policy  recommendations  to  give  di- 
rection to  the  program  during  the  coming 
year  as  follows: 

1.  That  local  prepaid  plans  be  established  where 
appropriate  in  substandard  areas. 

2.  That  the  Tennessee  State  Medical  Association 
develop  a comprehensive  voluntary  prepayment 
program  as  a part  of  the  Tennessee  Plan  at  the 
earliest  possible  moment. 

3.  That  both  labor  and  management  be  invited 
to  participate  in  the  evolution  of  such  prepayment 
plans  for  industry  as  will  resolve  their  problems  of 
medical  care. 

4.  That  medical  schools,  by  assuring  resumption 
of  contacts  to  provide  continuation  of  training  to- 
ward Board  status,  select  and  persuade  young  phy- 
sicians to  staff  marginal  area  clinics  for  reasonable 
periods. 

5.  That  such  medical  centers,  as  the  one  pro- 
posed for  Pruden  Valley,  include  a dentist  and  at 
least  a public  health  nurse.  (Other  public  health 
personnel  if  possible.) 

6.  That,  as  a basic  policy,  the  plan  of  establish- 
ing a general  practice  facility  of  health  centers  in 
rural  areas  shall  be  community-sponsored  and 
non-profit  under'  the  direction  of  a board  of  local 
citizens.  That  the  Health  and  Medical  Care  Com- 
mittee of  the  Tennessee  Medical  Foundation  shall 
be  responsible  to  the  community  board  for  the 
quality  of  medical  care  rendered  in  these  institu- 
tions and  shall  take  such  steps  as  may  be  deemed 
necessary  to  advise,  counsel  and  guide  the  quality 
of  medical  care  to  be  rendered  in  these  facilities — 
by  agreement  with  the  community  board. 

It  is  essential  that  we  commonly  appre- 
ciate that  prepayment  is  simply  a mechani- 
cal means  of  spreading  the  cost  of  medical 
care,  of  establishing  security  for  both  the 
patient  and  the  physician.  Such  a system 
does  not  necessarily  insure  or  improve  the 
quality  of  medical  care.  The  quality  of 
medical  care  is  primarily  the  obligation  of 
organized  medicine.  There  are  professional 
mechanics  whereby  we  can  judge  the  good 
from  the  bad.  There  are  rules  and  regula- 
tions that  go  far  toward  assuring  a high 
quality  of  service  and  still  zealously  guard 
the  patient-doctor  relationship.  There  are 
principles  to  which  every  doctor  is  pledged 
that  should  assure  the  kind  of  devotion  the 
patient  expects  of  his  physician.  No  rule 
or  mechanism  is  better  than  the  people  who 
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make  it  work,  but  physicians  can  best  eval- 
uate the  quality  of  medical  care  and  this 
responsibility  must  be  accepted  by  the  pro- 
fession. 

If  Organized  Medicine  has  been  cautious 
in  evolving  programs  for  medical  care  it 
should  be  recognized  that  there  are  enor- 
mous complexities  to  contend  with,  that 
great  burdens  must  be  born  by  busy  physi- 
cians and  that  an  essential  understanding  of 
the  problem  and  the  need  has  not  been  uni- 
versal either  among  the  doctors  or  the  peo- 
ple. We  have  not  sat  down  with  any  de- 
gree of  determination  to  find  solutions.  To 
achieve  constructive  planning  along  this  line 
it  would  seem  logical  that  cooperative  plan- 
ning committees  should  be  formed  with 
community  representatives  including  labor, 
management,  and  physicians  concerned  in 
local  or  regional  areas  for  development  of 
medical  programs  acceptable  to  everyone. 

On  September  2,  last,  I served  as  a panel 
chairman  for  the  A.M.A.  Public  Relations 
Meeting  in  the  Drake  Hotel  in  Chicago.  The 
problems  presented  at  this  meeting  are  so 
clearly  pertinent  to  our  meeting  here  today 
that  a few  observations  are  justified  to  illus- 
trate the  need  for  creative  thinking.  It  was 
heartening  to  see  the  numerous  delegations 
that  reported  progress  in  their  relations  with 
both  labor  and  management.  In  many 
places  the  prestige  and  influence  of  the  med- 
ical profession  is  growing,  but  it  was  de- 
pressing that  in  a few  instances  all  was  dis- 
may and  complaint.  It  was  clearly  brought 
out  that  the  doctors  who  were  having  trou- 
ble had  not  participated  in  cooperative  ef- 
forts to  develop  a program,  had  not  estab- 
lished a healthy  relationship  with  either 
labor  or  management.  It  is  evident  that  the 
status  quo  is  a form  of  self-deception  that 
does  not  mean  standing  still  but  of  being 
pushed  backward  as  far  as  the  medical  pro- 
fession is  concerned. 

It  is  trite  to  remark  that  the  physician  is 
opposed  to  a federal  bureaucratic  system  of 
medicine.  We  do  not  believe  the  people 
desire  this  either.  May  I quote  from  Dr. 
Daugh  W.  Smith’s  State  Presidential  Ad- 
dress last  April: 

“I  can  assure  you  that  the  people  will  listen  to 
no  more  talk  about  Socialized  Medicine.  They 
don’t  want  Socialized  Medicine,  but  they  do  want 
something  better  than  they  have  now.  They  want 


a more  adequate  voluntary  health  insurance  pro- 
gram, with  more  doctors  participating,  and  less 
restricted  clauses  in  the  contract;  they  want  a 
decent  plan  for  the  medically  indigent;  they  want 
hospital  costs  that  are  based  on  a realistic  budget; 
they  want  a fee  schedule  that  does  not  vary  from 
the  sublime  to  the  ridiculous;  and  they  demand  a 
return  to  the  sympathetic  doctor-patient  relation- 
ship.” 

It  is  not  sufficient  to  quote  platitudes  to 
support  good  intentions.  It  is  easy  to  agree 
that  we  are  all  against  sin,  but  the  proced- 
ures and  the  techniques  required  to  develop 
solutions  require  cooperative  planning  and 
plain  hard  work.  It  is  not  an  illusion  that 
we  know  the  solutions  to  these  complicated 
problems,  but  we  do  seek  an  understanding 
with  all  elements  of  the  community.  We 
not  only  appreciate  the  position  of  labor  but 
we  are  sympathetic  with  it,  not  because  it  is 
organized  but  because  it  has  represented  the 
cause  and  problems  to  all  of  us.  We  feel 
that  a program  should  be  worked  out  for 
the  best  advantage  of  each  local  community; 
solutions  applicable  in  rural  Tennessee  are 
not  necessarily  fitted  to  the  metropolis  of 
Chicago.  We  feel  that  high  quality  of  com- 
prehensive medical  care  must  be  provided  to 
all  the  people  at  a reasonable  cost.  This  can 
only  be  achieved  by  evolving  more  efficient 
systems  of  providing  medical  care  and  more 
efficient  means  for  paying  for  that  care.  We 
feel  that  the  physician  should  have  access 
to  all  the  resources  necessary  for  the  care  of 
the  patient  and  that  it  is  necessary  to  de- 
velop teamwork,  not  only  of  medical  com- 
ponents but  of  lay  and  community  elements 
in  order  to  achieve  this  purpose.  We  feel 
that  our  State  Medical  Association  has  as- 
sumed only  that  responsibility  which  it 
should  rightfully  bear  to  the  people  it  must 
serve. 


Dr.  James  Colegate  Rudd,  Memphis, 
X-Ray  Chief  at  Kennedy  Hospital,  died  Sep- 
tember 18,  1953,  following  a long  illness. 
Aged  46. 

★ 

Dr.  F.  J.  Malone,  Clarksville,  retired  Mont- 
gomery County  Health  Officer,  died  Septem- 
ber 7,  1953,  following  a long  illness.  Aged. 
61. 
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A Report  to  the  Tennessee  State  Medical 
Association  on  the  Action  of  the  House 
of  Delegates  of  the  AMA,  Concerning 
the  Medical  Care  of  Veterans  with 
Non-Service-Connected  Disabilities 

Since  the  House  of  Delegates  of  the  A.M.A. 
took  action  on  June  3,  1953,  on  the  above 
subject,  our  committee  has  altered  its  pro- 
gram of  activity  for  the  present.  Since  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  will  not  meet  until 
April,  1954,  our  committee  made  a decision 
and  are  reporting  it  to  the  membership. 

The  recommendations  of  the  special  com- 
mittee on  federal  medical  services  with  re- 
spect to  veteran  medical  care  presented  to 
the  A.M.A.,  House  of  Delegates  in  December, 
1952,  were  as  follows: 

“YOUR  COMMITTEE  RECOMMENDS  WITH 
RESPECT  TO  THE  PROVISION  OF  MEDICAL 
CARE  AND  HOSPITALIZATION  BENEFITS  FOR 
VETERANS  IN  VETERANS  ADMINISTRATION 
AND  OTHER  FEDERAL  HOSPITALS  THAT  NEW 
LEGISLATION  BE  ENACTED  LIMITING  SUCH 
CARE  TO  THE  FOLLOWING  TWO  CATEGO- 
RIES 

“(a)  Veterans  with  peacetime  or  wartime  serv- 
ice whose  disabilities  or  diseases  are  service- 
incurred  or  aggravated;  and 

“(b)  Within  the  limits  of  existing  facilities  to 
veterans  with  wartime  service  suffering  from  tu- 
berculosis or  psychiatric  or  neurological  disorders 
of  non-service-connected  origin,  who  are  unable 
to  defray  the  expenses  of  necessary  hospitalization. 

“YOUR  COMMITTEE  RECOMMENDS  THAT 
THE  PROVISION  OF  MEDICAL  CARE  AND 
HOSPITALIZATION  IN  VETERANS  ADMINIS- 
TRATION HOSPITALS  FOR  THE  REMAINING 
GROUPS  OF  VETERANS  WITH  NON-SERVICE- 
CONNECTED  DISABILITIES  BE  DISCONTIN- 
UED AND  THAT  THE  RESPONSIBILITY  FOR 
THE  CARE  OF  SUCH  VETERANS  REVERT  TO 
THE  INDIVIDUAL  AND  THE  COMMUNITY, 
WHERE  IT  RIGHTFULLY  BELONGS.” 

These  were  not  adopted,  rather  confer- 
ences were  to  be  held  with  the  Council  on 
Medical  Service.  One  conference  showed 
their  futility.  The  House  of  Delegates 
therefore  reversed  itself  in  June>  1953,  by 
adopting  the  recommendations,  thereby  es- 
tablishing the  policy  of  the  A.M.A. , and  the 


House  directed  that  the  public  be  informed 
of  the  adoption  of  this  policy. 

If  it  becomes  apparent  that  the  public  and 
the  Congress  do  not  approve  this  policy,  and 
Congress  does  not  enact  new  legislation,  it 
will  be  necessary  for  the  medical  profession 
to  adopt  a different  course  of  action.  It  may 
be  necessary  for  the  House  to  reverse  itself 
again. 

Th  ree  Different  Points  of  View 

Three  different  and  antagonistic  points  of 
view  have  emerged  from  all  the  discussion 
of  this  subject.  These  differences  cannot  be 
resolved  by  debate.  Public  opinion  will  re- 
solve them.  Briefly  stated,  these  viewpoints 
are: 

1.  Veterans  have  earned  the  right  to  spe- 
cial consideration  and  special  government 
benefits  by  reason  of  their  services  in  the 
armed  forces. 

2.  Veterans  whose  disabilities  are  not  due 
to  service  are  not  entitled  to  special  consid- 
eration and  special  government  benefits. 

3.  The  issue  as  to  whether  or  not  veterans 
are  entitled  to  special  consideration  and  spe- 
cial government  benefits  is  one  to  be  settled 
by  some  sixty  million  voters  and  not  by 
140,000  doctors,  and  that  the  action  of  the 
profession  should  be  related  directly  to  mat- 
ters of  medical  care. 

Discussion  of  the  Three  Points  of  View 

The  First  Point  of  View:  History  shows 
that  public  opinion  overwhelmingly  sup- 
ports the  first  point  of  view.  This  is  mani- 
fested by  many  actions  of  Congress  as  well 
as  at  state  and  local  levels.  These  have  in- 
cluded, in  addition  to  medical  and  hospital 
benefits,  cash  benefits  or  pensions,  civil  serv- 
ice benefits,  disability  benefits,  home  loan 
benefits  and  all  the  various  benefits  provided 
for  in  the  G.I.  Bill  of  Rights. 

The  Second  Point  of  View:  This  is  held 
by  those  who  pressed  for  the  adoption  of 
the  recommendations  quoted  above.  If 
adopted  it  would  abolish  all  federal  benefits 
for  acute  non-service-connected  cases. 

The  Third  Point  of  View:  This  is  ex- 
pressed by  the  action  of  the  Tennessee  State 
Medical  Association.  It  is  to  the  effect  that 
the  preservation  of  freedom  of  medicine  and 
our  American  system  of  Medicil  Care  is  of 
paramount  importance;  that  140,000  doctors 
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cannot  answer  for  60,000,000  voters  the  basic 
question  as  to  whether  or  not  veterans  are 
entitled  to  special  benefits;  and  that  the 
actions  of  organized  medicine  on  the  subject 
should  be  based  on  other  considerations. 

Some  of  these  considerations  are: 

1.  That  the  present  VA  program  of  medi- 
cal care  is  not  suited  to  the  needs  of  veter- 
ans whose  disabilities  are  acute  and  not 
service  connected,  but  rather  to  the  needs  of 
most  service  connected  and  certain  chronic 
diseases. 

2.  That  the  expansion  of  the  present  VA 
medical  care  program  to  meet  the  needs  of 
all  civilian  veterans  who  are  entitled  to  ad- 
mission to  a VA  hospital  for  acute  disabili- 
ties under  existing  laws  will  destroy  our 
civilian  system  of  medical  care  and  with  it, 
the  freedom  of  medicine. 

3.  That  such  a result  would  be  a tragedy 
— harmful  alike  to  both  the  veteran  and 
non-veteran  population. 

4.  That  the  objective  with  which  organ- 
ized medicine  should  be  most  concerned  is 
that  of  preserving  the  freedom  of  medicine 
and  our  civilian  system  of  medical  care  for 
the  benefit  of  all — both  veterans  and  non- 
veterans. 

5.  That  this  objective  cannot  be  achieved 
by  opposing  special  benefits  on  a philosoph- 
ic basis.  It  can  be  achieved  by  altering  the 
form  of  the  benefit,  not  by  abolishing  it. 

6.  That  the  present  situation  requires  that 
the  profession  sponsor  a program  of  benefits 
that  is: 

(a)  Suited  to  the  needs  of  veterans. 

(b)  That  will  preserve  the  freedom  of 
medicine  and  our  civilian  system  of  medical 
care  from  destruction  by  government  en- 
croachment. 

(c)  Cost  the  taxpayers  less  money. 

7.  The  method  proposed  is  that  a prepaid 
medical  and  hospital  insurance  policy  which 
covers  the  cost  of  medical  and  hospital  care 
in  acute  non-service-connected  cases  be  made 
available  to  low  income  veterans  at  govern- 
ment expense,  and  that  such  cases  not  be 
eligible  for  admission  to  VA  hospitals. 

The  best  medical  statesmen  in  organized 
medicine  have  supported  this  position.  We 
have  not  abandoned  that  position  as  yet.  It 
is  appropriate  that  we  remain  quiescent  for 
the  time  being  until  the  point  of  view  ex- 


pressed by  the  A.M.A.  House  of  Delegates 
in  June  has  been  subjected  to  the  test  of 
public  opinion.  The  time  had  come  for  such 
a test  to  resolve  the  basic  question,  because 
this  basic  question  cannot  be  resolved  by 
debate.  The  result  of  this  test  of  public 
opinion  should  be  revealed  this  year  by  leg- 
islative action. 

It  is  recommended,  therefore,  that  our 
Committee  on  Veterans  Affairs  not  go  for- 
ward with  the  program  we  had  planned  un- 
til the  result  of  this  test  is  available.  The 
approval  of  this  action  by  the  Committee  is 
requested. 

Respectfully  submitted, 

Committee  on  Veterans’  Affairs 

H.  S.  Shoulders,  M.D.,  Chairman 

H.  L.  Monroe,  M.D. 

J.  B.  Naive,  M.D. 

H.  D.  Hickey,  M.D. 

Robert  C.  Robertson,  M.D. 

T.  R.  Ray,  M.D. 

Thurman  Shipley,  M.D. 

Alex  F.  Russell,  M.D. 

L.  W.  Edwards,  M.D. 

John  R.  Thompson,  M.D. 

J.  Paul  Baird,  M.D. 

John  E.  Cox,  M.D. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  held  their  annual  barbecue 
Thursday,  July  9,  at  the  Rod  and  Gun  Club. 

★ 

Members  of  the  Society  were  guests  at 
Newell  Hospital’s  scientific  program  on  the 
roof  garden  of  the  hospital  Thursday,  Sep- 
tember 10.  The  program  included  addresses 
by  Dr.  J.  Marsh  Frere,  “Roentgen  Ray  Ex- 
amination of  Urinary  Tract’’;  Dr.  Carl  Har- 
tung,  “Abuse  of  Administration  of  Antibiot- 
ic Drugs”;  Dr.  Rudolph  Landry,  “Review  of 
Surgery  of  Biliary  Tract”;  and  Dr.  Robert 
A.  Waters,  “Intracranial  Hemorrhage.” 

Nashville  Academy  of  Medicine 

£ four-member  panel  discussed  hospital 
insurance  programs  during  a meeting  of  the 
Academy  on  September  8 at  St.  Catherine 
Hall,  St.  Thomas  Hospital.  Panel  members 
were  Ben  Haynes,  hospital  and  professional 
relations  manager  of  the  Tennessee  Hospital 
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Service  Association;  James  M.  Waters,  as- 
sistant director  of  the  Hospital  Service  As- 
sociation; Dr.  R.  B.  Wood,  Knoxville  physi- 
cian; and  Charles  Holmes,  administrator  of 
Campbell  Clinic,  Memphis. 

Consolidated  Medical  Assembly 

Dr.  Charles  F.  W'ebb,  Jackson,  was  host  to 
the  annual  outing  and  barbecue  to  200  phy- 
sicians and  surgeons  of  West  Tennessee  at 
Quinlac  Farm  on  August  20. 

★ 

Two  Memphis  doctors  addressed  the  So- 
ciety at  a dinner  session  Tuesday  night,  Sep- 
tember 1,  at  the  New  Southern  Hotel.  Dr. 
W.  P.  Maury,  the  Department  of  Gynecology 
and  Obstetrics  at  the  University  of  Tennes- 
see Medical  School,  spoke  on  “Office  Man- 
agement of  Cervical  Disease."  Dr.  Merlin 
Trumbull,  pathologist,  Baptist  Hospital, 
spoke  on  “Carcinoma  In  Situ  of  Cervix 
Uteri.” 

Knoxville  Academy  of  Medicine 

The  September  22  meeting  was  held  in  the 
Andrew  Johnson  Hotel.  The  guest  speaker 
was  Dr.  George  W.  Pack  from  New  York 
City.  His  subject  was  “Extension  of  Radical 
Surgery  in  the  Treatment  of  Cancer.” 


NATIONAL  NEWS 


Secretary  Hobby  Warns  Against 
'Delusion'  in  Doctor  Shortage 

Secretary  Oveta  Culp  Hobby  says  that 
“our  doctor  shortage  looks  non-existent  at 
first  glance,  but  we  should  not  delude  our- 
selves.” The  Seci’etary  of  Health,  Educa- 
tion, and  Welfare  then  makes  these  compar- 
isons: “Before  World  War  I we  were  gradu- 
ating roughly  6,000  doctors  a year.  And 
now  we  are  graduating  only  about  7,000  a 
year.  In  the  U.  S.,  while  the  population  has 
jumped  from  105  million  to  160  million,  the 
number  of  doctors  graduating  each  year  has 
climbed  only  1,000.”  Mrs.  Hobby’s  com- 
ments were  made  at  the  American  Hospital 
Association  annual  meeting,  and  copies 
made  available  here. 

No  way  has  yet  been  found  to  save  the 


average  American  family  “from  destruction 
by  catastrophic  illnesses,”  Mrs.  Hobby  states 
and  adds  that  the  answer  lies  within  the 
private  enterprise  system.  To  this  end,  she 
would  have  all  organizations  in  the  field  of 
medicine  apply  “their  brains,  their  experi- 
ence, and  their  funds  to  the  solving  of  this 
problem.”  Other  points  made  by  the  Sec- 
retary: (1)  the  overwhelming  majority  of 

American  people  have  no  desire  whatsoever 
for  socialized  medicine  in  any  form,  (2)  the 
uneven  distribution  of  doctors  finds  a patient 
in  a major  city  with  recourse  to  six  or  eight 
specialists  while  a person  in  a small  town 
may  have  no  doctor  within  50  or  more  miles. 
(From  A.M.A.  Washington  Letter,  Septem- 
ber 4,  1953.) 


MEDICAL  NEWS 
IN  TENNESSEE 


University  of  Tennessee  College  of 
Medicine 

Two  new  members  have  joined  the  staff 
of  the  Division  of  Anatomy  as  Instructors. 
They  are  Robert  E.  Bailey,  Ph.D.,  and  Clark 
E.  Corliss,  Ph.D. 

★ 

The  Postgraduate  Department  will  offer 
three  postgraduate  courses  this  Fall  for 
Mid-South  physicians. 

A three-day  program  will  be  held  October 
21-23  at  the  John  Gaston  Hospital  under  the 
direction  of  the  Division  of  Obstetrics  and 
Gynecology. 

A three-day  program  will  be  held  No- 
vember 4-6  under  the  direction  of  Dr.  Tom 
Mitchell,  professor  and  chief  of  the  Division 
of  Pediatrics.  The  course  will  be  given  in 
the  Le  Bonheur  Children’s  Hospital. 

A program  in  cardiovascular  diseases  will 
be  offered  November  18-20  at  the  Institute, 
of  Pathology  under  the  direction  of  the  Di- 
vision of  Medicine. 

All  courses  will  be  limited  to  20  physi- 
cians in  order  to  afford  an  informal  atmos- 
phere and  more  individualization  of  instruc- 
tion. Further  information  may  be  obtained 
from  the  Postgraduate  Department  of  the 
University,  4 South  Dunlap,  Memphis,  Ten- 
nessee. 
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Vanderbilt  University  School  of 
Medicine 

Dr.  Hugh  J.  Morgan,  Professor  of  Medi- 
cine and  Head  of  the  Department,  received 
the  honorary  degree  of  Doctor  of  Science, 
conferred  by  the  University  of  Southern 
California  on  September  25. 

★ 

Dr.  Robert  Berson,  assistant  dean,  has 
returned  from  a two-month  visit  to  Colom- 
bia, South  America.  He  was  one  of  a team 
of  three  to  visit  and  survey  the  medical 
schools  and  medical  education  in  Colombia. 
This  was  through  a request  for  such  service 
from  the  National  University  of  Bogota,  Co- 
lombia, to  the  Institute  of  Inter-American 
Affairs  of  the  State  Department. 

Hill-Burton  Hospital  Contruction  in 
Tennessee 

COMPLETED  AND  IN  OPERATION:  34 
projects  at  a total  cost  of  $25,991,616,  includ- 
ing federal  contribution  of  $10,060,780  and 
supplying  1,706  additional  beds. 

UNDER  CONSTRUCTION:  16  projects  at 
a total  cost  of  $21,632,233,  including  federal 
contribution  of  $6,959,016  and  designed  to 
supply  721  additional  beds. 

APPROVED  BUT  NOT  YET  UNDER 
CONSTRUCTION:  8 propects  at  a total 

cost  of  $5,073,750  including  $1,778,520  feder- 
al contribution  and  designed  to  supply  298 
additional  beds. 

Middle  Tennessee  Heart  Association 

The  Association  presented  a panel  discus- 
sion on  rheumatic  heart  disease  on  WSM 
Television  Sunday,  September  20,  with  Dr. 
David  Strayhorn  as  moderator.  Panel  mem- 
bers were  Dr.  Thomas  M.  Blake,  Dr.  H. 
William  Scott,  Jr.,  Dr.  Lloyd  Denny,  John 
W.  Clay,  Mrs.  James  T.  Garrett,  and  Dr. 
Samuel  S.  Riven,  Association  president. 

★ 

A new  wing  is  being  built  to  the  Obion 
County  General  Hospital  to  convert  the  60- 
bed  hospital  to  a 100-bed  capacity. 

★ 

The  new  Henry  County  General  Hospital 
was  dedicated  recently  at  Paris.  The  digni- 
taries solemnly  listened  to  former  governor 


Jim  McCord  emphasize  that  the  dedication 
of  the  new  hospital  was  a step  forward  for 
Henry  County  and  the  whole  Upper  West 
Tennessee  area. 


PERSONAL  NEWS 


Dr.  Gilbert  F.  Young  of  Charleston,  South  Caro- 
lina, has  recently  become  associated  with  Dr.  Jack 
Chesney,  Knoxville,  in  the  practice  of  Pediatrics. 

Dr.  Jack  Teeper,  Chattanooga  pediatrician,  has 
announced  plans  for  the  erection  of  a modern 
$150,000  clinic  building  on  McCallie  Avenue. 

Dr.  Autry  C.  Emmert  and  Dr.  Arthur  Walker, 
formerly  of  Memphis,  have  recently  moved  to  Mc- 
Ewen  and  are  now  practicing  physicians  of  Hum- 
phreys County. 

Dr.  W.  W.  Rippey,  Collinwood,  was  honored  re- 
cently for  his  58  years  of  service.  The  VFW 
Auxiliary  was  in  charge  of  this  event  in  Wayne 
County. 

Dr.  and  Mrs.  I.  N.  Kelly,  formerly  of  Arkansas, 
have  recently  moved  to  Westmoreland.  Dr.  Kelly 
has  opened  an  office  for  the  practice  of  Medicine. 

Dr.  Martin  K.  Costello,  Oak  Ridge,  former  medi- 
cal director  at  K-25,  has  taken  over  the  practice 
of  Dr.  Cordell  H.  Williams,  who  has  gone  to  the 
University  of  Pennsylvania  for  further  study. 

Dr.  Thomas  F.  Frist  and  Dr.  Randolph  Batson, 
Nashville,  recently  addressed  the  fifth  annual  as- 
sembly of  the  Mississippi  chapter  of  the  American 
Academy  of  General  Practice  in  Jackson,  Missis- 
sippi. 

Dr.  John  P.  Cullum,  Knoxville  physician,  will 
head  the  newly  organized  Knoxville  Area  Academy 
of  the  Tennessee  Academy  of  General  Practition- 
ers. Dr.  Louis  A.  Killeffer,  Harriman,  state  presi- 
dent, announced  the  chartering  of  the  area  Acad- 
emy recently. 

Dr.  Randolph  A.  Cate,  formerly  of  Nashville,  has 
been  employed  as  full-time  medical  director  for 
ARO,  Inc.,  contract  operator  of  Arnold  Engineer- 
ing Development  Center,  Tullahoma. 

Dr.  John  Foley  Dee,  Murfreesboro,  has  joined 
the  Professional  Staff  of  the  VA  Hospital  as  As- 
sistant Chief,  Medical  Service,  it  was  announced 
by  Sam  Jared,  Sr.,  Manager.  Dr.  Dee  has  been 
employed  by  the  Tennessee  State  Medical  Asso- 
ciation as  instructor  in  Internal  Medicine  in  its 
postgraduate  educational  program  since  August, 
1951. 

Dr.  Jere  L.  Crook,  Jackson,  has  recently  visited 
the  Henry  Ford  Hospital  in  Detroit  where  his  son, 
Dr.  Angus  M.  Crook,  is  interning. 

Dr.  George  E.  Shacklett  has  begun  his  practice 
as  a physician  and  surgeon  with  Dr.  G.  E.  Wilson 
of  Rockwood. 

Dr.  W.  Perry  Keith  has  returned  to  his  practice 
as  a specialist  in  obstetrics  and  gynecology  in 
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Chattanooga  after  his  second  tour  of  duty  with  the 
Navy.  He  is  associated  with  I)r.  Robert  II.  Giles 
and  Dr.  Charles  M.  Hooper. 

I)r.  W.  G.  Rhea  and  Dr.  I.  II.  Jones  have  been 
appointed  co-chairmen  of  the  Henry  County  Gen- 
eral Hospital  Staff  at  Paris. 

Dr.  Vernon  Hutton,  Jr.,  Nashville,  has  been 
named  medical  director  of  the  state  prison.  Dr. 
Robert  L.  McCracken,  Dr.  Fred  Cowden,  Jr„  Dr. 
Pierce  Ross,  Dr.  George  Carpenter,  Dr.  S.  Benja- 
min Fow  ler,  Dr.  Don  L.  Eyler,  Dr.  John  Tudor,  Dr. 
Herbert  Duncan,  and  Dr.  Elmore  Hill  have  been 
appointed  consultants  to  Dr.  Hutton. 

Dr.  T.  A.  Patrick,  Fayetteville,  was  honored  on 
September  16  for  his  44  years  of  service  in  Lincoln 
County.  "Dr.  Patrick  Day”  was  sponsored  by  the 
Fayetteville  Elks  Lodge. 

Dr.  L.  I).  McAuley,  Oakland,  was  honored  on 
Labor  Day  for  his  52  years  of  service.  Dr.  Mc- 
Auley is  79  years  old  and  Fayette  County’s  oldest 
active  physician.  He  moved  to  Oakland  in  Jan- 
uary. 1902,  and  has  practiced  there  since. 


BOOK  REVIEW 


Therapeutics  in  Internal  Medicine,  Edited 
by  Franklin  A.  Kyser,  M.D.  New  York: 
Paul  B.  Hoeber,  Inc.  Second  Edition.  1953. 
830  pages.  Price  $15.00. 

The  editor  is  Assistant  Professor  of  Medi- 
cine at  Northwestern  University  Medical 
School.  Contributions  to  the  book  are  made 
by  eighty-four  authorities.  The  divisions  of 
the  book  are  the  usual, — chapters  being  de- 
voted respectively  to  the  infectious  diseases, 
parasitic  diseases,  diseases  of  metabolism 
and  of  fluid  and  electrolyte  balance,  to  dis- 
eases of  the  glands  of  internal  secretion,  and 
to  the  deficiency  diseases.  Diseases  of  the 
several  systems  are  described  in  chapters, 
each  devoted  to  a system  such  as  the  gastro- 
intestinal, respiratory,  etc.  Chapters  are 
given  to  diseases  due  to  allergy,  to  intoxica- 
tions, to  physical  agents,  and  to  symptomatic 
treatment. 

With  so  many  collaborators  one  may  ex- 
pect some  variation  in  the  mode  of  pres- 
entation. In  many  sections  there  is  a brief 
discussion  of  pathologic  physiology  as  a 
foundation  for  rational  therapy.  In  other 
areas  there  are  brief  clinical  descriptions  of 


disease  preceding  the  outlines  of  manage- 
ment. There  are  well  chosen  bibliographic 
references  at  the  ends  of  most  sections. 

The  treatment  on  the  whole  is  up  to  date 
though  on  the  conservative  side.  In  general 
the  therapeutic  managements  outlined  have 
become  well-established  or  are  generally 
acceptable.  This  and  its  readability  make  it 
a valuable  reference  book  on  medical  ther- 
apy and  management.  The  reviewer  has  no 
hesitancy  in  recommending  it  to  the  intern- 
ist, and  to  the  doctor  in  general  practice 
who  above  all  must  have  at  hand  a book  to 
which  he  can  turn  rapidly  for  suggestions  as 
to  treatment. 

R.  H.  K. 

★ 

Connective  Tissue.  Transactions  of  the 
Third  Conference,  1952.  Edited  by  Charles 
Ilogan,  M.D.  New  York:  Josiah  Macy,  Jr., 
Foundation.  166  pages.  Illustrated.  Price, 
$3.50. 

Conferences  are  sponsored  by  the  Josiah 
Macy,  Jr.,  Foundation  with  the  objective  of 
bringing  together  investigators  in  different 
fields,  or  with  different  approaches,  to  dis- 
cuss a subject  of  common  interest. 

Seventeen  scientists  participated  in  the 
Third  Annual  Conference  on  Connective 
Tissue.  The  participants  represented  the 
basic  scientific,  preclinical  and  clinical  fields. 
These  transactions  are  the  spontaneous  dis- 
cussions on  the  topics  under  consideration. 

The  four  topics  which  were  debated 
were:  (1)  Connective  Tissue  Staining;  (2) 
The  Fine  Structure  of  Connective  Tissues; 
(3)  The  Nature  of  Reticulin;  and  (4)  Hyper- 
sensitivity and  the  Hyperadrenal  State. 

Obviously,  the  Conference  pointed  to  the 
exploration  of  what  is  basically  known 
about  the  connective  tissues, — their  struc- 
ture, physical  and  chemical,  and  reactions 
to  irritation,  or  to  antigen  antibody  inter- 
action. It  is  in  this  area  that  advances  must 
be  made  before  physicians  can  hope  to  have 
a clear  understanding  of  diseases  of  the 
rheumatic  state,  arteritis,  nephritis,  callagen 
diseases  and  other  manifestations  of  tissue 
hypersensitivity,  and  before  logical  therapy 
can  be  developed. 


R.  H.  K. 
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MRS.  HICKEY 

Mrs.  H.  D.  (Marguerite)  Hickey  is  a 
State  president  steeped  in  the  tradition  of 
solid  service  to  the  medical  profession  and 
the  public  which  receives  medical  service. 

She  had  a fine  record  as  President  of  the 
Chattanooga-Hamilton  County  Auxiliary, 
serving  two  years. 

An  active  member  of  all  of  its  committees 
she  served  two  years  on  the  State  Board  of 
Directors,  is  now  a Director  of  the  Auxiliary 
to  the  AMA  and  served  in  an  official  capac- 
ity at  its  1953  New  York  meeting. 

Mrs.  Hickey  is  vitally  interested  in  Pub- 
lic Relations  and  headed  the  State  Auxil- 
iary’s PR  program  in  1951-52. 

A University  of  Chattanooga  graduate 
majoring  in  dramatics,  our  President  is  a 
Pi  Beta  Phi,  native  of  Chattanooga,  mar- 
ried to  a general  practitioner  serving  on 
three  important  TSMA  Committees;  has  a 
son,  David,  Jr. 

She  is  Vice-President  of  the  State  Garden 
Club,  President  of  Glenwood  Club,  Past 
Vice-President  of  the  Woman’s  Society  of 
Christian  Service,  President  of  a Methodist 
Sunday  School  Class  and  a DAR. 

Member  of  the  Chattanooga-Hamilton 


County  Health  Council,  she  has  worked 
hard  for  the  Red  Cross,  Polio,  Heart,  Com- 
munity Chest,  Cancer  and  Cerebral  Palsy 
campaigns. 

MRS.  HUBBARD 

Our  President-Elect,  Mrs.  W.  W.  Hub- 
bard, of  Nashville,  has  an  impressive  rec- 
ord of  achievement  in  the  fields  of  nursing 
education  and  public  health. 

She  was  Director  of  the  Staff  Training 
program  for  the  State  Department  of  Public 
Health  and  instructed  in  the  Vanderbilt 
School  of  Nursing  for  four  years.  She  is 
now  on  the  School  staff. 

A graduate  of  Vanderbilt  with  the  degree 
of  Public  Health  Nursing,  Mrs.  Hubbard 
did  graduate  work  at  Columbia,  took  her 
basic  training  at  the  University  of  Michigan 
and  taught  school  three  years. 

A Past-President  of  the  Auxiliary  to  the 
Nashville  Academy  of  Medicine,  the  Pres- 
ident-Elect has  served  as  Chairman  of  Leg- 
islation and  of  Archives,  State  Auxiliary. 
Her  outside  activities  include  a school 
P.-T.A.  presidency,  leadership  of  a Presby- 
terian church  women’s  group,  chairmanship 
of  church  Foreign  Missions  and  presently 
is  a choir  member. 

Mrs.  Hubbard  was  Public  Relations 
Chairman,  Legislation  Chairman  and  Treas- 
urer of  her  local  Auxiliary.  She  was  a 


Shown  above  working  on  the  first  edition  of  the  1953  Newsletter  are,  left  to  right,  Mrs.  R.  N.  Foote,  Nashville,  Press 
and  Publicity,  Mrs.  H.  D.  Hickey,  Chattanooga,  State  President,  and  Mrs.  W.  W.  Hubbard,  Nashville,  President-elect. 
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nurse  aide  During  World  War  II,  nursing 
director  of  the  Red  Cross,  and  home  nursing 
chairman  of  the  Red  Cross  in  Nashville. 
She  has  been  a valuable  campaign  worker 
for  Polio,  Red  Cross  and  Heart  units. 

Dr.  and  Mrs.  Hubbard  (he  is  Director  of 
Middle  Tennessee  Tuberculosis  Hospital) 
have  three  children — Carolyn,  Mary  Helen 
and  W.  W.,  Jr. 


CONVENTION  HIGHLIGHTS 

The  Twenty-Fifth  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  met  Tuesday, 
April  14,  1953,  at  10  A.M.,  in  the  Louis 
XI V Room  of  the  Peabody  Hotel  in  Mem- 
phis. Mrs.  Jewell  M.  Dorris,  President, 
presided. 

Mrs.  Clyde  Croswell,  Parliamentarian, 
read  the  rules  from  the  By-Laws  concerning 
the  nomination  of  officers.  Mrs.  Thurman 
Shipley,  Chairman  of  the  Nominating  Com- 
mittee, presented  the  slate  of  officers  rec- 
ommended by  the  committee.  There  being 
no  nominations  from  the  floor,  Mrs.  B.  L. 
Pentecost,  Jr.,  moved  that  the  slate  be  ac- 
cepted by  acclamation.  The  motion  was 
seconded  by  Mrs.  S.  B.  Prevo  and  carried. 

The  following  officers  were  elected: 

President,  Mrs.  H.  David  Hickey,  Chat- 
tanooga 

President-Elect,  Mrs.  W.  W.  Hubbard, 
Nashville 

Regional  Vice-President,  Mrs.  Elmer 
Pearson,  Elizabethton 

Regional  Vice-President,  Mrs.  R.  L.  Mc- 
Cracken, Nashville 

Regional  Vice-President,  Mrs.  Roy  A. 
Douglass,  Huntingdon 

Recording  Secretary,  Mrs.  Harry  Jacob- 
son, Memphis 

Corresponding  Secretary,  Mrs.  J.  Culpep- 
per Brooks,  Jr.,  Chattanooga 

Treasurer,  Mrs.  J.  M.  Higginbotham 

Historian,  Mrs.  O.  W.  Carter,  Nashville 

Parliamentarian,  Mrs.  A.  M.  Patterson, 
Chattanooga 

Southern  Councilor,  Mrs.  Park  Nicely, 
Knoxville 

Director  One  Year,  Mrs.  Samuel  Lam- 
beth, Maryville 

Director  One  Year.  Mrs.  George  Burkle, 
Memphis 


Director  One  Year,  Mrs.  Lynch  Bennett, 
Nashville 

Director  Two  Years,  Mrs.  Jewell  M.  Dor- 
ris, Memphis 

Director  Two  Years,  Mrs.  Samuel  B.  Pre- 
vo, Nashville 

Director  Two  Years,  Mrs.  W.  W.  Potter, 
Knoxville 

Mrs.  Albert  Jones  presented  her  Treas- 
urer’s report  covering  the  period  from 
April,  1952,  to  April  1953.  The  report  dis- 
closed that  $1,014.95  was  received  from  the 
preceding  treasurer  and  that  $1,984.00  was 
collected  in  dues  during  the  year. 

Disbursements  totaled  $2,408.32  and 
there  was  a balance  of  $584.78  on  hand 
April  14,  1953. 

The  County  Presidents  presented  their 
annual  reports  in  the  form  of  a Panel  Dis- 
cussion which  was  presided  over  by  Mrs.  H. 
D.  Gray. 

Mrs.  Harry  Jacobson,  Corresponding  Sec- 
retary, reported  on  and  reviewed  the  year’s 
correspondence.  Mrs.  Ben  Overholt,  Fi- 
nance Chairman,  presented  proposed  budget 
for  1953-1954  and  moved  that  it  be  accept- 
er as  read.  Motion  was  seconded  and  car- 
ried. 

The  reports  from  standing  committees 
were  given  as  follows: 

Mrs.  H.  David  Hickey,  President-Elect 
and  Organization  Chairman,  reported  on 
the  Fall  Board  Meeting  in  Nashville,  and  on 
the  November  meeting  in  Chicago  of  Pres- 
idents and  Presidents-Elect. 

Mrs.  Elmer  Pearson,  Mrs.  Robert  Mc- 
Cracken and  Mrs.  Ernest  G.  Kelly,  Regional 
vice-presidents,  reported  on  organizational 
activities  in  their  respective  regions.  Mrs. 
Fowler  Hollabaugh,  Archives  Chairman,  re- 
ported that  all  records  have  been  filed  in  the 
metal  archives  file  in  Nashville. 

Mrs.  Roland  Myers,  Civil  Defense  Chair- 
man, reported  on  her  work  throughout  the 
state  in  asking  auxiliaries  to  have  civil  de- 
fense programs  and  to  file  reports  with  her. 

Mrs.  Lynch  Bennett,  Co-Chairman  of  the 
Revisions  Committee,  read  the  proposed 
revisions  to  the  original  Constitution  and 
By-Laws  as  printed  in  1949.  The  original 
was  read  by  Mrs.  Park  Nicely  as  Mrs.  Ben- 
nett read  the  proposed  changes.  Mrs.  L. 
M.  Graves  moved  that  the  Auxiliary  adopt 
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revisions  as  read  and  to  become  effective 
immediately.  Motion  seconded  and  carried. 

Mrs.  Dorris  presented  Mrs.  Ralph  E. 
Eusden,  President  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association, 
who  briefly  greeted  the  assembly,  explain- 
ing that  she  would  speak  to  them  at  the 
Installation  Dinner. 

The  Parliamentarian  read  the  National 
By-Laws  regarding  election  of  delegates  and 
alternates  to  the  National  Convention.  The 
following  were  elected: 

Delegates 

Mrs.  W.  W.  Potter  (Alternate,  Mrs.  Phil 
Livingston) 

Mrs.  Harry  Jacobson 

Mrs.  J.  Culpepper  Brooks,  Jr. 

Mrs.  J.  F.  Hobbs 
Mrs.  F.  Tom  Mitchell 
Mrs.  H.  E.  Christenberry 
Mrs.  Vincient  DeRienzo 
Mrs.  John  Baird 
Mrs.  Harry  Miller 

After  the  evening  dinner,  the  new  officers 
were  installed  in  an  impressive  ceremony 
which  climaxed  the  highly  successful  con- 
vention. 


PRESIDENT'S  MESSAGE 

Dear  Doctors’  Wives  of  Tennessee: 

It  is  a pleasure  to  greet  you  from  the 
pages  of  our  re-born  Newsletter.  A year 
has  elapsed  since  publication  of  the  last 
Newsletter.  We  hope  you  will  make  the 
new  series  of  Newsletters  highly  successful 
by  reporting  activities  of  your  Auxiliary 
and  its  individual  members. 

We  wish  to  thank  Mrs.  Jewell  Dorris  and 
her  splendid  Board  for  their  fine  work  and 
for  the  progress  made  in  the  Auxiliary  dur- 
ing the  past  year.  I should  like  to  say  in 
behalf  of  the  new  Board  and  myself,  we 
shall  endeavor  to  do  everything  possible  to 
continue  in  the  same  fine  manner. 

I am  most  anxious  to  see  our  membership 
go  well  over  the  one  thousand  mark  before 
the  end  of  this  year.  Our  National  percent- 
age of  organization  according  to  A.M.A.  is 
47.47  per  cent.  We  have  2,020  Doctor  mem- 
bers of  A.M.A.  and  959  wives  who  are  mem- 
bers of  the  Auxiliary.  Membership  chair- 


man please  take  note ! A new  auxiliary  was 
added  this  past  year,  Bradley  County,  mak- 
ing our  total  ten,  including  thirty-eight 
counties.  There  are  19  members-at-large 
and  we  lost  five  members  by  death  during 
the  year. 

I would  like  to  repeat  our  aims  as  adopted 
at  the  State  Convention  in  Memphis  last 
April.  They  are: 

1.  To  assist  the  Tennessee  State  Medical 
Association  in  its  program  for  the  advance- 
ment of  medicine  and  public  health. 

2.  To  coordinate  and  advise  concerning 
the  activities  of  constituent  auxiliaries. 

3.  To  cultivate  friendly  relations  and 
promote  material  understanding  among 
physicians’  families. 

I would  like  to  quote  from  a pamphlet  sent 
out  by  A.M.A.,  “The  Medical  Auxiliary  and 
Public  Service,”  this  excerpt: 

“Auxiliaries  too  must  broaden  their  activ- 
ities and  accept  equal  responsibilities  with 
medical  societies  in  the  field  of  community 
or  public  service.  As  doctors’  wives,  we 
assume  these  responsibilities  with  our  mar- 
riage vows  and  it  is  not  a choice  of  whether 
we  will  or  will  not  take  part  in  the  affairs 
of  the  profession.  Our  participation  is  es- 
sential for  we  must  fulfill  these  responsi- 
bilities or  fail  in  our  roles  as  wives  of  phy- 
sicians. Our  service  is  a continuous  respon- 
sibility and  not  one  we  can  expect  someone 
else  to  do  for  us.” 

The  Silver  Anniversary  of  the  Annual 
Convention  of  the  Woman’s  Auxiliary  held 
in  Memphis  in  April  was  certainly  a high- 
light as  well  as  a milestone  in  the  progress 
of  the  Auxiliary.  Mrs.  Ben  L.  Pentecost, 
Jr.,  President  of  the  Shelby  County  host 
auxiliary,  and  Mrs.  L.  M.  Graves,  as  gen- 
eral chairmen,  with  their  capable  commit- 
tees, made  this  a most  outstanding  meeting. 
It  was  indeed  my  pleasure  and  privilege  to 
meet  many  of  you  or  your  representatives 
during  this  meeting.  I have  already  re- 
newed some  of  these  friendships  in  my  visits 
with  the  Five  County  Auxiliary  in  May  and 
the  Knox  County  Auxiliary  in  June. 

It  was  also  a great  pleasure  to  attend  the 
meeting  of  the  Auxiliary  to  the  American 
Medical  Association  held  in  New  York  June 
1 through  5,  as  your  President. 
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May  I say  “congratulations”  to  Blount 
County  for  winning  the  first  prize  nationally 
in  their  size  group  in  Today’s  Health  con- 
test. It  was  a thrill  receiving  the  prize  for 
you  and  I hope  you  will  do  it  again  this  year. 

Public  Relations  has  been  mentioned,  but 
too  much  emphasis  cannot  be  placed  on  its 
importance.  Today’s  Health  is  the  special 
lay  magazine  published  by  A.M.A.  and  we 
are  asked  especially  to  support  it.  The  Bul- 
letin is  our  national  magazine,  the  way  we 
keep  informed  about  the  Auxiliary.  Nurse 
Recruitment  is  certainly  a growing  and  a 
necessary  project.  I sincerely  hope  each 
auxiliary  will  make  plans  for  some  special 
project  in  this  field.  Civil  Defense  gives  us 
a marvelous  opportunity  to  work  in  our 
communities  as  an  organization  interested 
in  its  welfare.  American  Medical  Educa- 
tion Foundation  is  certainly  a place  for  our 
philanthropy.  The  medical  schools  of  the 
country  are  in  great  need  of  financial  aid 
and  A.M.A.  is  most  anxious  to  help  them 
independently  so  there  will  be  no  need  for 
government  assistance. 

The  rules  for  the  Health  Project  contest 
will  be  ready  for  presentation  to  the  schools 
in  September. 

Quoting  Mrs.  Arthur  Herald,  National 
Auxiliary  President  (1950-51),  “The  Na- 
tional Auxiliary  never  orders  a state  to 
follow  any  program;  it  merely  makes  sug- 
gestions. Therefore,  on  the  local  and  state 
auxiliaries  rest  the  implementation  of  all 
worthwhile  programs  and  projects  in  the 
last  analysis.  On  you  rests  the  success  or 
failure  of  not  only  your  own  county  and 
state  organization  but  in  no  small  degree 
that  of  your  National  Auxiliary.” 

Considering  these  remarks  as  personal, 
let’s  each  strive  to  make  the  Auxiliary  to 
the  Tennessee  State  Medical  Association 
second  to  none  this  year. 

Mrs.  II.  I).  Hickey 
★ 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 


Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

* 

A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 
tified in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 


A 35  year  old,  married  physician,  Methodist, 
M.D.  from  Vanderbilt  in  1942,  board  certified  in 
surgery,  priority  4,  desires  clinic,  group  or  asso- 
ciate relationship  for  the  practice  of  general  sur- 
gery. Available  immediately.  LW-40 

+ 


A 31  year  old,  married  physician,  Protestant, 
M.D.  from  UT  in  1952,  priority  4,  desires  location 
for  general  practice  in  small  community  with 
hospital  facilities.  Available  July,  1953. 


A 31  year  old,  married  physician,  Presbyterian, 
M.D.  from  the  University  of  Louisville  in  1947, 
priority  4,  desires  clinic,  associate  or  partnership 
for  general  practice.  Available  immediately. 


A 26  year  old,  married,  physician,  M.D.  Tennes- 
see, 1949,  draft  exempt,  desires  associate  relation- 
ship for  general  practice  and  general  surgery. 


General  Practitioner  to  replace  doctor  who  will 
be  called  into  Military  Service  in  the  near  future. 
Well  established  practice  in  suburban  district, 
Nashville.  PW-48 

★ 


Wanted:  An  associate,  in  general  practice.  Var- 
ious arrangements  possible.  Nine  room  clinic, 
moderately  equipped.  Some  operating  facilities. 
EKG,  BMR,  and  100  MA  X-ray  machine.  Two 
three-room  apartments  or  one  five-room  apart- 
ment above  office.  PW-49 

★ 


Physician  Wanted 

Large  industry  in  East  Tennessee  needs  a young 
physician  interested  in  full-time  career  in  indus- 
trial medicine.  PW-22 

+ 

A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 
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WANTED — General  Practitioner,  to  replace 
doctor  who  will  be  called  to  service  when  re- 
placement is  found;  county  seat  of  2,500  popula- 
tion and  surrounding  rural  mountain  territory. 
For  details  contact  Ralph  H.  Shilling,  M.D.,  Presi- 
dent, Sevier  County  Medical  Society,  Box  23!S. 
Gatlinburg,  Tennessee.  PW-24 


miles  East  of  Jackson,  80  miles  West  of  Nashville. 

PW-37 

* 

North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 
Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area.  PW-38 


Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-20 


Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 
sociate, various  financial  arrangements  possible. 

PW-40 


South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 

* 

A medical  school  needs  physician  not  liable  for 
military  service  to  replace  a physician  now  Pro- 
fessor of  Anesthesiology,  Anesthesiologist-in-Chief, 
and  Consultant  in  Anesthesiology  to  a V.  A.  Hos- 
pital. Qualifications:  (1)  Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology,  (2)  teaching  experi- 
ence in  Pharmacology  and  Anesthesiology. 

PW -28 

* 

A Tennessee  Medical  School  desires  replacement 
of  persons  not  subject  for  military  service  for 
the  following:  Teacher  of  Pediatrics,  two  teachers 
of  Preventive  Medicine,  teacher  of  Psychiatry,  di- 
rector of  research  in  Biochemistry  related  to  pe- 
diatrics, teacher  of  Human  Anatomy,  teacher  of 
Internal  Medicine,  teacher  of  physiology,  and 
teacher  of  neuro-anatomy.  PW-31 

* 

Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

M 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  center.  PW-33 

-k 

Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 

-k 

V.  A.  Hospital  needs  physician  to  replace  a staff 
member  in  the  Pulmonary  Disease  Section.  Re- 
quirements and  other  information  available  upon 
request.  PW-35 

-k 

Middle  western  community  of  15,000  population, 
centered  in  two  small  towns,  main  highway,  45 


General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 

PW-41 

-k 

Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 
projects  to  determine  effects  of  ionizing  irradiation 
and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 

-k 

Small  town  of  2,000  population,  located  in 
Northwest  Tennessee,  desires  a replacement  for 
doctor  leaving  for  Military  Service,  approximately 
January  1,  1954.  Practice  is  of  general  practice 
type,  with  numerous  home  calls  made,  busy  office 
practice  and  long  office  hours  due  to  the  type  of 
population  surrounding  Greenfield.  Any  one  inter- 
ested please  contact  Nathan  F.  Porter,  M.D.,  at 
Porter  Clinic,  Greenfield,  Tennessee. 

PW-43 

* 

Rapidly  expanding  industrial  community  in 
Southern  East  Tennessee  desires  general  practi- 
tioner. Population  of  town,  1,000,  population  of 
trade  area,  6,000.  Community  cooperation  prom- 
ised in  securing  housing  and  office  space.  Medical 
Society  cooperation  also  assured.  PW-44 

-k 

23-bed,  privately  owned  hospital  needs  General 
Practitioner  with  surgical  training  immediately. 

PW-46 

-k 

Physician  to  take  over  general  practice  in  the 
Nashville  suburbs.  Present  physician  desires  to 
enter  residency  training.  Practice  is  young  and 
growing  rapidly.  Local  hospital  facilities  available. 
Various  financial  arrangements  possible. 

PW-47 


Glean.4M.eut 

ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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This  paper  and  its  discussion  are  so  important  that  they  have  suggested 
more  comment  for  the  editorial  page. 

THE  USE  AND  ABUSE  OF  INJECTABLES  IN  OFFICE  PRACTICE* 


W.  W.  TAYLOR,  M.D.,  Memphis,  Tenn.t 

Though  the  physician  may  be  critized  for 
giving  too  many  injections  or  “shots”,  the 
patient  often  is  responsible  for  such  pro- 
cedures. The  physician  may  begin  the  day 
as  a crusader  against  such  practices,  but  by 
the  time  he  has  been  threatened  by  patient 
after  patient  by  being  told  they  will  go  else- 
where for  their  “shots”  if  he  is  not  willing 
to  administer  them,  he  feels  much  less  like  a 
missionary  at  the  end  of  that  day.  Few  of 
us  have  failed  to  have  the  experience  of  hav- 
ing some  patient  call  and  say  they  want  to 
come  by  the  office  to  receive  a “Penicillin 
shot”  for  a cold.  In  spite  of  our  earnest  and 
sincere  attempts  to  advise  the  patient  that 
penicillin  is  not  the  treatment  for  the  com- 
mon cold,  he  becomes  indignant  and  in- 
forms us  that  he  will  go  where  he  can  ob- 
tain such  a “shot.”  His  attitude  seems  to 
be  an  injection  for  infection  and  no  substi- 
tutes. 

Antibiotics 

Such  an  attitude  on  the  part  of  patients 
probably  stems  from  the  fact  that  products 
such  as  penicillin  and  certain  hormones, 
when  first  available,  were  more  effective 
parenterally  than  similar  oral  preparations. 
The  first  oral  penicillin  was  in  crude  form 
and  was  largely  destroyed  by  the  gastric 
juices.  The  present  purified  crystalline 
penicillin  is  quite  effective  orally  and  many 
minor  infections  may  be  successfully  treated 
with  it.1  Twenty  per  cent  of  penicillin  is 


*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  15,  1953,  Memphis, 
Tenn. 

fFrom  the  Department  of  Medicine,  University 
of  Tennessee  Medical  Units,  and  the  Lyle  Motley 
Clinic,  Memphis,  Tenn. 


absorbed  from  the  gastrointestinal  tract  and 
the  dosage  merely  has  to  be  regulated  ac- 
cordingly. It  is  advised  that  it  be  given  one 
hour  before  meals  and  approximately  three 
hours  after  a previous  meal  for  best  absorp- 
tion. Sensitization  to  penicillin  is  least  com- 
mon following  oral  administration.  If  pa- 
tients could  observe  some  of  the  very  severe 
sensitivity  reactions  to  pencillin  they  would 
be  less  eager  in  their  insistence  that  such  a 
drug  be  given  according  to  their  desires.  A 
single  penicillin  injection  may  result  in  hos- 
pitalization for  days  or  weeks  because  of 
hypersensitivity  reactions  with  resultant 
fever,  eruptions,  and  arthralgias.  If  the 
patient  is  still  less  fortunate,  anaphylactoid 
reactions  may  occur  and  death  has  resulted 
from  such  reactions.2  The  incidence  of  hy- 
persensitivity following  intramuscular  in- 
jetion  of  aqueous  solutions  of  penicillin  is 
about  three  per  cent.3  The  incidence  follow- 
ing injection  of  penicillin  in  oil  particularly 
combined  with  wax  varies  from  three  to 
seven  per  cent.  Though  a patient  may  give 
a history  of  previous  penicillin  therapy,  skin 
tests  are  unreliable  in  predicting  the  occur- 
rence of  reactions. 

Streptomycin  likewise  may  cause  skin 
eruptions,  fever,  and  arthralgias,  eruptions 
occurring  in  five  to  seven  per  cent  of  pa- 
tients. Such  eruptions  usually  disappear 
more  quickly  than  those  resulting  from  peni- 
cillin. The  most  annoying  reactions  result- 
ing from  streptomycin  are  reactions  of  the 
eighth  nerve  with  resultant  vertigo,  tinnitus 
and  deafness.  The  incidence  is  five  to  seven 
per  cent  and  even  greater  in  patients  past  50 
years  of  age.  If  eighth  nerve  damage  per- 
sists for  several  weeks  or  months  it  is  apt  to 
be  permanent.  Recently  a combination  of 
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streptomycin  and  Dihydrostreptomycin  has 
been  found  less  apt  to  so  affect  the  eighth 
nerve. 

Some  cases  of  hypersensitivity  to  penicil- 
lin and  streptomycin  may  successfully  be 
treated  with  antihistaminics,  others  are  com- 
pletely resistant  to  such  treatment.  Anti- 
histaminics may  often  fail  to  relieve  the 
arthralgias  of  sensitivity.  Fortunately  ACTH 
or  Cortisone  may  effectively  relieve  such 
resistant  cases.  These  patients  may  con- 
tinue to  have  exacerbations,  however,  off 
and  on  for  several  weeks,  so  that  therapy 
has  to  be  stopped  and  started  many  times. 
Cortisone  therapy  and  hospitalization  cer- 
tainly is  an  expensive  price  to  pay  for  a 
needless  “cold  shot”. 

Hormones 

Hormonal  therapy  particularly  for  the 
treatment  of  female  climateric  has  been  used 
and  abused  to  the  extent  that  it  has  been 
aptly  termed  “endocriminology.”  It  is  not  un- 
usual for  a female  patient  to  remark  that  she 
has  been  receiving  “Theelin  shots”  for  five  to 
ten  years.  She  may  make  such  frequent 
visits  to  the  physician's  office  that  the  office 
nurse  often  becomes  her  advisor  as  to  when 
she  should  return  for  another  injection.  The 
same  patient  would  be  insulted  if  oral  medi- 
cation was  offered  her.  Estrogen  therapy 
for  the  female  climacteric  should  be  re- 
served for  palliation  of  such  symptoms  as 
severe  functional  vasomotor  and  psychoso- 
matic disturbances  which  may  occur  prior 
to  or  after  the  menopause.1  Such  therapy  is 
not  essential  for  all  women.  When  given, 
estrogens  should  be  given  cyclically  and 
preferably  orally  and  not  be  left  to  the  dis- 
cretion of  an  office  nurse.  Usually  such 
therapy  will  be  necessary  for  three  to  six 
months.  Indiscriminate  use  of  estrogens 
may  actually  prolong  the  menopause.  Post- 
menopausal flooding  may  result  and  then 
both  the  physican  and  patient  may  become 
apprehensive  about  the  possibility  of  a 
malignancy.  On  the  other  hand,  it  is  unwise 
to  treat  bleeding  at  the  time  of  the  meno- 
pause symptomatically  instead  of  first  at- 
tempting to  establish  a diagnosis  by  such 
procedures  as  dilatation,  curettage,  etc.  A 
fibromyoma  or  malignancy  may  be  responsi- 
ble for  such  bleeding,  though  the  patient 


may  have  concomitant  menopausal  symp- 
toms, the  symptoms  being  treated  and  the 
pathology  ignored. 

Allergens 

Attempts  at  diagnosis  and  therapeusis  of 
allergies  by  the  physician  untrained  in  this 
specialty  are  fraught  with  many  dangers. 
The  patient  may  be  tested  incompletely  and 
therefore  be  treated  inadequately.  The 
average  proprietary  “allergy  kit”  is  wholly 
inadequate  and  misleading  for  diagnostic 
purposes.  The  pollens  are  only  by  chance 
those  occurring  in  the  vicinity  of  the  patient 
tested.  The  average  kit  contains  20-30  prod- 
ucts whereas  the  trained  allergist  often  re- 
quires as  many  as  400-500  tests  before  com- 
pleting his  studies.  The  average  kit  only 
contains  materials  for  scratch  tests  and  rare- 
ly for  intradermal  testing.  This  may  be  a 
blessing  in  disguise,  however,  for  the  un- 
trained user,  since  intradermal  injections 
are  more  apt  to  give  rise  to  severe  reactions. 
The  interpretation  of  such  tests  is  quite  sig- 
nificant. Those  materials  containing  larger 
quantities  of  protein  may  give  greater  skin 
reactions  and  still  not  be  those  allergens 
most  responsible  for  the  patients’  symptoms. 
Elimination  of  foods  from  the  diet  merely 
because  of  the  skin  reactions  may  prove  use- 
less and  misleading.  Often  1+  skin  reactors 
will  be  found  to  be  the  responsible  allergens 
in  spite  of  the  fact  that  the  patient  has  been 
allowed  these  foods  and  the  4+  reactors 
have  been  withheld.  The  standard  procedure 
of  an  elimination  diet,  though  somewhat  dif- 
ficult for  the  patient,  may  prevent  such  er- 
rors. If  we  are  so  bold  as  to  attempt  desensi- 
tization injections  without  proper  knowlege 
of  such,  we  may  find  ourselves  in  real  trou- 
ble. Beginning  dilutions  may  not  be  suffi- 
ciently dilute  to  prevent  severe  reactions. 
Just  one  such  severe  reaction  may  be  suffi- 
cient to  make  us  very  rapidly  dispose  of  our 
allergy  kit  and  our  desensitization  injec- 
tions. 

Vitamins 

The  third  most  frequent  demand  for  in- 
jections by  patients  is  for  vitamins.  When 
offered  similar  and  just  as  potent  oral  prep- 
arations, the  patient  often  becomes  suspi- 
cious and  loses  faith  in  the  physician’s  treat- 
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ment.  He  came  to  get  a “pick-up  shot”  and 
is  unwilling  to  accept  any  substitute.  About 
the  only  instance  in  ambulant  patients 
where  vitamins  are  more  effective  parenter- 
ally  than  orally  is  in  cases  of  primary  dis- 
ease of  the  gastrointestinal  tract  in  which 
abnormal  motility  or  absorption  is  present. 
Such  symptoms  as  nausea,  vomiting  and 
diarrhea  may  prevent  oral  medication.  Giv- 
en a normal  gastrointestinal  tract,  oral  vita- 
mins are  just  as  efficacious  as  those  given 
parenterrally.  Some  vitamins  such  as  im- 
pure preparations  of  vitamin  B given  intra- 
venously have  caused  such  distressing  sym- 
toms  as  dyspnea,  precordial  distress,  nausea 
and  a sudden  fall  of  blood  pressure."  Cer- 
tain medications  are  more  efficacious  and  ac- 
tually less  expensive  when  given  parenteral- 
ly.  The  average  case  of  pernicious  anemia 
can  be  controlled  with  relatively  small  par- 
enteral doses  of  concentrated  liver  extract  or 
vitamin  B12  and  at  infrequent  intervals. 
Many  patients  with  pernicious  anemia  can 
be  satisfactorily  maintained  on  15  USP  units 
of  concentrated  liver  extract  given  every 
two  to  four  weeks.  Such  a quantity  of  liver 
extract  is  relatively  inexpensive.  Attempts 
at  treatment  with  oral  liver  preparations 
may  result  in  less  control  of  the  patients  and 
at  ultimately  more  expense.  Folic  acid  is 
not  safe  therapy  since  the  patient  may  de- 
velop neurological  lesions  in  spite  of  the 
blood  counts  being  adequately  maintained. 
Occasionally  the  patient  may  develop  a hy- 
persensitivity to  parenteral  liver  extract. 
It  is  possible  to  gradually  desensitize  such  a 
patient,  but  since  vitamin  B, . is  available 
merely  changing  to  this  preparation  is  suffi- 
cient. Usually  one  microgram  of  vitamin 
Bil.  is  as  effective  as  one  USP  unit  of  concen- 
trated liver  extract  and  the  cost  is  approxi- 
mately the  same.  The  effective  oral  dose 
of  vitamin  B12  appears  to  be  40-150  times  the 
minimal  parenteral  dose  so  again  the  oral 
preparation  may  result  in  more  expense  to 
the  patient.  Generally,  one  USP  unit  of 
concentrated  liver  extract  or  one  micro- 
gram of  vitamin  B, . will  satisfactorily  main- 
tain the  patient  for  one  day.11  The  dosage 
can  therefore  be  regulated  accordingly.  Pa- 
tients who  have  already  developed  neu- 
rological lesions  when  first  seen  will  require 


much  larger  doses  of  liver  extract  or  vita- 
min B12. 

Mercurial  Diuretics 

Mercurial  diuretics  preferably  should  be 
given  parenterally  either  intramuscularly 
or  intravenously.  Though  oral  preparations 
are  available,  they  are  much  less  effective. 
Usually  if  mercurial  diuretics  are  necessary 
they  should  be  given  parenterally,  occasion- 
ally interspersing  oral  mercurials  between 
injections  and  thereby  decreasing  the  num- 
ber of  patient  visits  to  the  physician’s  office. 
Again  mercurial  injections  should  not  be 
left  to  the  discretion  of  the  office  nurse.  She 
is  not  likely  to  detect  the  early  evidences  of 
electrolyte  imbalance  that  may  be  detected 
by  an  alert  and  observant  physician.  A 
complaint  of  recent  and  pronounced  weak- 
ness may  be  a signal  to  the  physician  that 
salt  depletion  has  resulted  from  excessive 
diuresis.  The  office  nurse  would  not  be 
aware  of  the  significance  of  such  symptoms. 
Occasionally  febrile  reactions  may  result 
from  mercurial  diuretics.7  Reactions  such  as 
cyanosis,  coughing,  rigors  and  fever  have 
been  reported.  These  reactions  at  times  may 
be  delayed  in  appearing.  Patch  skin  tests 
have  confirmed  such  sentitivities. 

Summary 

Many  of  our  current  medications  are  just 
as  effective  orally  as  parenterally.  Need- 
less injections  are  often  administered  due  to 
the  insistence  and  demand  by  the  patient. 
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flouted  as  a Jeremiah,  who,  to  make  matters 
worse,  may  be  dwelling  in  a house  of  glass,  I 
should  like  to  submit  a few  undoubtedly  contro- 
versial observations. 

It  certainly  cannot  be  argued  that  the  patient 
is  often  unreasonable  in  his  demands  for  “shots” 
and,  by  the  way,  if  I may  pursue  momentarily  a 
rather  lugubrious  vein,  the  very  word  “shot”  all 
to  often  brings  to  mind  the  depressing  connotation 
of  hunter  and  victim.  Perhaps,  though,  one  should 
examine  more  completely  some  of  the  origins  of 
these  demands.  Such  close  scrutiny,  however 
regrettably,  would  frequently  reveal  that  much  of 
the  onus  of  blame  must  be  borne  by  the  doctor 
himself  for  having  violated  his  sacred  responsibil- 
ity to  patient,  profession  or  self.  The  press  of  a 
busy  practice  is  certainly  not  a valid  excuse  for 
abandoning  the  physician’s  creed  in  a promiscuous 
resort  to  the  use  of  injections  when  there  is  no 
adequate  indication  for  employing  the  parenteral 
route  of  administration.  Thus  to  attempt  to  im- 
press a patient  in  a dramatic  way  that  something 
— presumably  the  best  thing — is  being  done  is 
indeed  an  insidious  practice.  The  consequences 
of  such  moral  and  intellectual  compromises  are 
various  and  far-reaching.  The  patient  may  be 
led  to  believe  that  this  is  the  only  satisfactory 
form  of  therapy  for  his  affection.  Indeed,  if  he 
is  one  of  the  highly  suggestible,  emotionally  dis- 
turbed individuals  to  whom  these  injections  (usu- 
ally of  vitamins  or  hormones)  are  so  commonly 
given,  he  may  come  to  ascribe  magical  potencies 
to  them  and  to  develop  a very  real  dependence  on 
them.  It  goes  without  saying  that  the  failure  to 
recognize  emotional  illness  is  tragic,  but  know- 
ingly to  mistreat  it  is  heinous.  Or,  the  physician, 
if  he  has  been  so  unfortunate  as  gradually  to  have 
shed  his  scientific  habits  of  mind,  may  himself 
honestly  be  deceived  into  believing  that  what  he 
administered, — at  best  a placebo, — conferred  some 
kind  of  definitive  benefit.  None  will  deny  that  the 


pursuit  of  the  art  of  medicine  not  infrequently 
demands  the  use  of  placebos.  However,  assuming 
that  in  a particular  situation,  an  injectable  rather 
than  an  oral  preparation  is  to  be  administered, 
why,  in  the  name  of  Heaven,  not  use  something 
harmless  or  physiologically  inert,  rather  than  sub- 
stances capable  of  upsetting  the  delicate  adjust- 
ments of  the  body  economy,  such  as  large  amounts 
of  unbalanced  mixtures  of  vitamins,  or  biologi- 
cally potent  quantities  of  the  steriod  hormones! 

This  is,  of  course,  not  to  say  that  there  are  not 
numerous  and  adequate  indications  for  vitamins 
and  hormones  and  penicillin  and  the  myriad  other 
injectable  therapeutic  agents.  But  their  indica- 
tions, as  well  as  the  proper  dosages  and  the  possi- 
ble untoward  reactions,  should  be  firmly  implanted 
in  the  mind  of  the  physician.  This  is  a profound 
moral  responsibility,  which  implies  the  obligation 
to  consult  the  best  sources  of  information,  avail- 
able through  the  media  of  the  printed  word  in 
reputable  scientific  journals  and  of  the  spoken 
word  at  medical  meetings  such  as  this.  Paren- 
thetically, one  should  be  on  his  guard  against  be- 
ing too  easily  lured  by  the  siren  song  of  the  drug 
detail  man. 

Although,  per  se,  the  dissemination  of  the  virus 
of  serum  hepatitis  could  hardly  be  construed  as  an 
“abuse  of  injectables  in  office  practice,”  none  the 
less  it  requires  no  particular  statistical  prowess  to 
conclude  that  the  chances  of  spreading  this  type  of 
infection  through  the  agency  of  inadequately  ster- 
ilized syringes  and  needles  increase  as  the  number 
of  injections  mounts. 

While  the  state  of  affairs  may  not  be  nearly  so 
grim  as  perhaps  has  been  implied,  still  an  occa- 
sional soul-searching  and  re-examination  of  our 
diagnostic  and  therapeutic  attitudes  and  habits 
might  save  us  the  occasional  embarrassment  of 
having  our  sins  of  omission  and  commission  pa- 
raded before  us  by  critics  outside  the  profession. 


Architectonics  of  the  Heart.  Robert  P.  Grant.  Am. 

Heart  J.  46:405,  1953. 

Having  already  contributed  fundamentally  to  a 
more  physiologic  understanding  of  the  electro- 
cardiogram by  means  of  a study  of  the  spatial  re- 
lationships of  the  processes  of  depolarization  and 
repolarization  of  the  heart  to  each  other  and  to 
the  body,  Dr.  Grant  has  now  extended  his  work 
to  a study  of  the  structure  of  the  heart  itself.  Un- 
der the  cryptic  heading  of  “architectonics”  he  has 
described  his  thorough  and  ingenuous  dissections 
of  human  hearts  and  contributed  basic  informa- 
tion in  a field  that  most  people  would  have  thought 
thoroughly  settled — the  anatomy  of  the  heart.  It 
is  pointed  out,  for  instance,  that  the  “right”  ven- 


tricle would  be  described  better  if  called  the  “an- 
terior” ventricle,  that  the  interventricular  septum 
lies  nearly  parallel  to  the  frontal  plane  of  the 
body,  and  that  the  aorta,  by  the  time  it  leaves  the 
pericardium,  makes  approximately  a ninety  degree 
angle  with  the  outflow  tract  of  the  left  ventricle. 
The  physiologic  significance  of  these  and  other 
observations  is  discussed. 

This  paper  should  be  of  interest  to  all  physi- 
cians, but  especially  to  those  interested  in  cardi- 
ology or  electrocardiography.  It  should  be  read 
in  conjunction  with  a companion  work,  published 
recently,  in  which  the  spatial  relationship  of  the 
heart  to  the  thorax  is  considered.  (Abstracted  for 
the  Middle  Tennessee  Heart  Association  by  Thom- 
as M.  Blake,  M.D.,  Nashville.) 
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Here  is  another  paper  with  most  pertinent  warnings  concerning  the 
use  of  antibiotics  and  sulfonamides. 


ABUSES  IN  THE  USE  OF  ANTIBIOTICS* 

CARL  A.  HARTUNG,  M.D.,  Chattanooga,  Tenn. 

The  widespread  use  of  antibiotic  agents 
completely  resolve  many  perplexing  prob- 
lems in  the  field  of  infectious  diseases,  but 
it  has  also  created  many  new  ones.  These 
are  twofold:  (1)  the  various  untoward  ef- 
fects which  have  been  increasing  steadily 
and,  (2)  perhaps,  potentially,  the  most  se- 
rious complication  of  the  widespread  use  of 
antibiotics  the  emergence  of  an  increase  in 
prevalence  of  organisms  that  are  resistent 
to  most  or  all  of  the  agents  that  have  been 
so  used. 

Reactions  to  Antibiotics 

We  will  discuss  first  the  problem  of  the 
untoward  effects  of  the  use  of  these  sub- 
stances. The  most  common  reactions  to  sys- 
temic administration  of  antibiotic  agents  are 
manifested  in  the  skin  by  a large  variety  of 
lesions.  These  lesions  may  occur  either 
during  therapy,  or  soon  after  the  adminis- 
tration of  the  same  or  a related  agent  is 
resumed.  They  may  be  transient,  but  most 
often  they  increase  in  intensity  and  change 
their  character,  or  are  followed  by  more 
serious  consequences  if  the  treatment  is 
continued  after  the  eruptions  appear. 

The  cutaneous  lesion  most  frequently  seen 
with  all  the  agents  is  a morbilliform  erup- 
tion, less  frequent  it  is  a scarlatiniform, 
urticarial,  vesicular  or  bullous  eruption 
which  may  be  very  incapacitating.  Purpu- 
ric lesions,  with  or  without  thrombocytope- 
nia, may  also  occur.  Skin  lesions  may  also 
resemble  various  forms  described  under  the 
term  erythema  multiforme  or  erythema  no- 
dosum. The  most  severe  manifestation  in 
the  skin,  however,  is  exfoliative  dermatitis. 

As  many  as  thirty-three  different  oral 
manifestations  have  been  reported  among 
the  reactions  to  antibiotic  agents,  but  most 
often  with  the  broad-spectrum  antibiotics, — 
Aureomycin,  Chloramphenicol,  Terramycin. 
The  chief  symptoms  are  dryness,  burning, 

*Read  before  the  Chattanooga-Hamilton  County 
Medical  Society,  September  10,  1953. 


soreness  and  itching  of  the  mouth  and 
tongue.  Serious  or  distressing  oral  lesion 
are  observed  much  more  often  with  lozenges 
or  troches  than  with  systemic  treatment. 

Drug  fever  may  occur  as  the  only  reaction 
to  sensitization  or  may  precede  or  accom- 
pany other  lesions,  particularly  the  rashes. 
Contact  dermatitis  has  been  observed  with 
many  of  the  antibiotics,  particularly  with 
penicillin  and  streptomycin,  in  persons  who 
handle  these  substances.  The  experience  of 
the  past  few  years  had  indicated  quite  defi- 
nitely that  the  application  to  the  skin  of 
ointments  and  oily  suspensions  of  various 
antibiotic  agents  produces  the  highest  inci- 
dence of  local  and  systemic  sensitization. 

Other  typical  reactions  of  hypersensitiv- 
ity, including  angioneurotic  edema,  reac- 
tions similar  to  the  Arthus  phenomenon, 
“serum  sickness”  and  acute  anaphylaxis, 
may  follow  the  use  of  various  antibiotic 
agents,  particularly  penicillin  and  strepto- 
mycin. All  the  manifestations  that  are 
known  to  follow  the  injections  of  horse  se- 
rum, or  other  foreign  serums,  and  are  in- 
cluded under  the  name  “serum  sickness,” 
have  been  observed  after  the  injections  of 
penicillin  and  less  often  after  streptomycin. 
These  reactions  include  fever,  urticaria, 
eosinophilia  and  sometimes  purpura,  ar- 
thralgia, lymphadenopathy  and  splenome- 
galy. There  may  also  be  edema,  albuminu- 
ria and  microscopic  hematuria.  The  most 
dangerous  reaction,  of  course,  is  that  of 
acute  anaphylaxis.  Fortunately,  only  a very 
few  authentic  cases  of  this  type  of  reaction 
have  been  reported,  and  these  occurred  aft- 
er single  injections  in  “allergic”  persons 
who  had  previously  been  exposed  to  the 
agent. 

At  least  two  serious  chronic  systemic  dis- 
eases, namely  periarteritis  nodosa  and  dis- 
seminated lupus  erythematosus,  have  recent- 
ly been  recognized  as  reactions  of  hypersen- 
sitivity and  have  been  attributed  in  some 
cases  to  the  use  of  antibiotic  agents.  They 
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were  first  described  in  relation  to  sulfona- 
mides and  are  occasionally  ascribed  to  treat- 
ment with  penicillin  and  streptomycin  and 
perhaps  to  other  antibiotics. 

The  prognosis  in  cases  of  sensitization  to 
antibiotics  is  variable  and  often  unpredict- 
able. Many  patients,  and  perhaps  most  of 
those  who  have  had  fever  and  rashes  during 
or  after  penicillin  therapy  and  who  have 
been  considered  to  be  sensitive  to  that  agent, 
have  subsequently  been  given  full  courses 
of  the  treatment  without  any  reaction. 

Disturbances  in  the  function  of  the  diges- 
tive  tract  are  seen  most  frequently  after  the 
use  of  the  broad-spectrum  antibiotics.  The 
oral  administration  of  Aureomycin,  Terra- 
mycin  or  Chloramphenicol  may  be  followed 
by  nausea,  with  or  without  vomiting,  and  by 
diarrhea  or  varying  severity.  Serious,  how- 
ever, are  the  severe  diarrheas,  with  liquid 
stools  containing  large  amounts  of  mucous 
and  pus,  which  may  be  followed  by  high 
grade  dehydration  and  severe  prostration. 
These  have  been  noted  after  the  use  of 
Aureomycin,  Terramycin  and  sometimes 
with  Chloramphenicol.  Acute  colitis,  either 
ulcerative  or  membranous,  in  which  the  in- 
testinal flora  consists  practically  exclusively 
of  either  Staphylococcus  aureus,  or  strains 
of  pseudomonas  or  proteus,  has  also  been 
noted  after  the  administration  of  some  of 
the  broad-spectrum  antibiotics  although  this 
reaction  has  been  rare. 

Although  jaundice  and  hepatitis  have 
followed  the  administration  of  streptomy- 
cin, it  has  not  been  certain  whether  these 
cases  were  not  in  fact  cases  of  so-called 
syringe  hepatitis.  For  the  most  part,  the 
problem  of  liver  damage  has  been  stressed 
in  reports  of  the  administration  of  Aureo- 
mycin and  Terramycin,  and  to  a lesser  ex- 
tent Chloramphenicol;  fatty  changes  in  the 
hepatic  cells  have  been  noted  after  intra- 
venous injections  of  excessive  doses  of  these 
drugs  both  in  mice  and  human  beings. 

With  an  inadequate  urinary  output,  even 
the  most  soluble  of  the  sulfonamides  may 
lead  to  the  production  of  hematuria  and 
crystalluria,  each  of  which  may  be  detecta- 
ble only  on  microscopic  examinations  of  the 
urine.  A serious  form  of  this  complication 
is  the  obstruction  to  the  urinary  flow  pro- 
duced by  massive  crystallization  and  stone 


formation  within  the  kidney.  The  most 
serious  of  the  renal  complications  of  sulfon- 
amide therapy  is  production  of  acute  glom- 
erular lesions  or  of  lower-nephron  nephro- 
sis. 

Streptomycin  may  produce  renal  difficul- 
ties, particularly  when  the  urine  is  acid; 
albuminuria  with  increased  number  of  casts 
may  be  present  in  such  cases.  The  less 
commonly  used  agents — Polymyxin  Baci- 
tracin and  Neomycin — also  have  a primary 
toxicity  for  the  kidneys. 

A variety  of  untoward  reactions  referable 
to  the  nervous  system  have  been  noted. 
Paresthesias  of  the  hands,  tongue  and  cir- 
cumoral  areas  have  been  caused  by  strep- 
tomycin but  have  been  particularly  promi- 
nent during  the  early  course  of  treatment 
with  Polymyxin. 

The  most  frequent  of  the  neurologic  dis- 
turbances, however,  is  damage  to  the  eighth 
cranial  nerve.  Involvement  of  the  vestibu- 
lar branch  of  this  nerve  occurs  most  often 
with  the  use  of  streptomycin.  The  auditory 
nerve  has  been  effected  more  frequently 
with  Dihydro-streptomvcin,  and  even  more 
so  when  Neomycin  is  used. 

The  most  serious  type  of  hematologic  re- 
action is  the  development  of  aplastic  or 
hypoplastic  anemia.  This  was  thought  to 
occur  primarily  in  patients  receiving  pro- 
longed or  repeated  courses  of  Chloram- 
phenicol. The  drug  was  thoroughly  inves- 
tigated and  found  to  be  toxic  at  times;  how- 
ever, it  was  decided  that  there  was  no  rea- 
son to  cast  out  this  important  therapeutic 
agent.  Rather,  it  should  be  used  with  care 
and  with  recognition  of  its  potential  danger. 

Change  in  Bacterial  Flora 

Another  type  of  untoward  reaction  which 
is  recognized,  is  being  mentioned  in  pass- 
ing, merely  to  emphasize  the  simplicity  of 
its  recognition.  I refer  to  the  appearance  of 
secondary  invaders  as  a complication  of 
what  would  otherwise  appear  to  be  ade- 
quate therapy.  This  may  occur  in  either  of 
two  forms:  (1)  the  overgrowth  of  other  bac- 
teria not  inhibited  or  killed  by  the  antibi- 
otics being  used,  and  (2)  the  appearance  of 
fungus  and  yeast  infections  such  as  monilia- 
sis. From  a practical  standpoint  if  a patient 
responds  initially  to  treatment  and  then 
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seems  to  relapse,  appropriate  cultures  of 
blood,  sputum,  urine,  etc.,  very  frequently 
will  show  on  entirely  different  offending 
organism,  requiring  a different  antibiotic 
agent. 


Bacterial  Resistance  to  Antibiotics 

Next  we  will  take  up  the  second  big  prob- 
lem, namely,  bacterial  resistance  to  antibi- 
otics. The  resistance  of  bacteria  to  anti- 
biotics has  been  an  increasingly  annoying 
problem.  Gonococci  became  resistant  to  sul- 
fonamides, and  colon  bacilli  early  exhibited 
great  resistance  to  streptomycin.  In  the 
field  of  tuberculosis,  the  emergence  of 
streptomycin-resistant  strains  of  tubercle 
bacilli  at  one  time  threatened  the  entire 
structure  of  drug  therapy  in  this  infection. 
Fortunately,  with  one  major  exception,  this 
has  not  been  true  with  penicillin.  This  one 
exception,  however,  bids  fair  to  be  an  im- 
portant one.  It  is  the  case  of  penicillin- 
resistant  strains  of  staphylococci.  Evidence 
of  this  increase  in  resistance  can  be  drawn 
from  the  literature.  The  cause  of  staphy- 
lococci resistance  to  penicillin  is  the  ability 
of  various  strains  to  produce  penicillinase. 
Considerable  argument  has  arisen,  however, 
as  to  whether  the  production  of  penicillinase 
is  a characteristic  prior  to  adaptation  to 
lower  concentrations  of  drug,  whether  it 
represents  the  emergence  of  mutants,  or 
whether  the  strains  were  originally  resistant 
due  to  their  inherent  ability  to  produce  this 
penicillin  antagonist. 

Work  recently  reported  by  Eagle  suggests 
that  slightly  resistant  strains  represent 
adaptation  to  low  concentrations  of  drug, 
while  the  very  highly  resistant  strains  rep- 
resent spontaneous  mutants. 

It  should  be  emphasized  here  that  the 
strains  so  reported  generally  represent  hos- 
pital infections,  such  as  postoperative  wound 
infections,  secondary  pneumonia,  gastro- 
enteritis and  urinary  infections,  and  very 
likely  indicate  that  we  are  developing  in- 
bred  resistant  strains  for  which  our  medical 
institutions  and  personnel  are  acting  as  res- 
ervoirs and  carriers. 

I have  avoided  all  discussion  of  antibiotic 
synergism  and  antagonism  up  to  this  point, 
for  it  is  still  a highly  controversial  topic 
and  one  for  which  sufficient  data  have  not 


been  produced  to  afford  a clear-cut  answer. 
(By  definition,  synergism  means  the  attain- 
ment of  an  effect  greater  than  would  have 
been  expected  from  simple  summation  of  the 
activities  of  drugs  used.)  The  careful  ob- 
servation of  Jawetz  and  his  co-workers  are 
well  known.  He  has  recently  summarized 
all  of  this  work  by  classing  antibiotics  into 
two  groups  (Table  I).  Jawetz  feels  that 


Table  I 


Therapeutic  Groups  of  Antibiotic 
Combinations  (Jawetz) 


Group  I 
Streptomycin 
Penicillin 

Dihydrostreptomycin 

Bacitracin 


Group  II 
Aureomycin 
Chloramphenicol 
Terramycin 
Probably  sulfonamides 


Group  I compounds  are  generally  synegis- 
tic  and  almost  never  antagonistic,  but  occa- 
sionally indifferent.  Group  II  compounds 
are  generally  neither  synergistic  nor  antag- 
onistic. When  combinations  of  Group  I and 
Group  II  compounds  are  used  (and  they 
must  be  used  in  such  a way  that  at  least 
one  member  of  the  combination  is  present 
in  effective  concentration),  the  Group  II 
compound  generally  reduces  the  effective- 
ness of  the  Group  I compound,  if  the  offend- 
ing organism  is  sensitive  to  the  Group  I 
compound.  On  the  other  hand  the  Group  II 
compound  may  be  expected  to  act  syner- 
gistically  with  the  Group  I compound  if  the 
organsm  in  question  is  resistant  to  the 
Group  I compound.  Table  II  gives  several 


Table  II 

Clinically  Effective  Antibiotic  Combinations 

Enterococcus  Penicillin 

Streptomycin 

Brucella  Aureomycin 

Streptomycin 

Staphylococcus  Penicillin 

Bacitracin 

examples  of  clinically  effectiv  combinations 
which  exhibit  synergism. 

The  observations  of  Lepper  and  Dowling 
cn  pneumococcal  meningitis  have  afforded 
support  for  the  conclusion  of  Jawetz  just 
cited.  In  pneumococcal  pneumonia,  how- 
ever, as  reported  by  Ahern  and  Kirby,  this 
antagonism  has  not  seemed  to  hold  true. 
However,  this  whole  matter  is  not  entirely 
cleared  up  and  it  would  appear,  therefore, 
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that  from  the  clinical  point  of  view  the 
future  may  reconcile  more  readily  the  cur- 
rent discrepancies  between  practical  com- 
bination antibiotic  therapy  and  theratic  con- 
cepts concerning  antibiotics  synergism  and 
antagonism,  as  suggested  recently  by  Dow- 
ling. 

And  now  a few  word  should  be  said  about 
that  portion  of  the  paper  having  to  do 
with  special  reference  to  the  treatment  of 
tuberculosis.  There  is  an  attempt  by  many 
doctors  to  exploit  the  treatment  of  tuber- 
culosis with  the  anti-tuberculosis  drugs  based 
on  premature  enthusiasm  resulting  from 
too  speedy  methods  of  testing.  It  has  been 
mentioned  before  that  organisms  develop 
a phenomenon  of  resistance  to  chemother- 
apeutic agents.  This  resistance  now  ap- 
pears to  be  an  almost  universal  phenome- 
non since  it  exists  for  most  of  the  sulfona- 
mides, the  antibiotics,  streptomycin,  Dihy- 
dro-streptomycin, Neomycin,  semicarba- 
zones  and  para-aminosalicylic  acid.  (From 
recent  reports  it  appears  to  be  established 
as  being  admitted  for  the  isonized  com- 
pounds.) These  drugs  which  definitely  are 
of  help  in  some  cases  of  tuberculosis  are 
useful  in  acute  episodes,  although  in  only 
limited  numbers  of  such  episodes,  and  so 
will  aid  in  the  patient’s  welfare  and  ultimate 
recovery.  They  should  not  be  used  where 
successful  progress  is  possible  without  them 
but  should  be  conserved  for  use  in  cases  of 
urgent  necessity.  They  should  not  be  waste- 
fully  exhausted  of  their  later  value.  Often 
these  drugs  are  used  indiscriminately  so 
that  when  the  patient  really  needs  the  anti- 
tuberculosis therapy  the  patient's  tubercle 
bacilli  have  built  up  a resistance  so  that  the 
drugs  arc  of  no  value.  These  drugs  should 
not  be  used  except  with  the  fullest  knowl- 


edge of  their  limitations  and  with  a view  to 
the  best  possible  value;  they  should  not  be 
used  promiscuously  in  every  case  of  tuber- 
culosis. Thus  they  can  be  valuable  adju- 
vants to  the  regular  regimen  of  tubercu- 
losis therapy  but  do  not  appear  to  possess 
the  power  of  assuring  the  universal  aboli- 
tion of  tuberculosis.  These  drugs  are  not  in 
themselves  “cures”  for  tuberculosis,  since 
they  have  not  been  demonstrated  to  destroy 
the  tubercle  bacilli  in  vivo  efficiently  or 
within  a reasonable  time. 

Now  in  closing  I simply  want  to  empha- 
size my  final  point,  namely,  that  antibiotics 
are  of  tremendous  value  to  us  but  are  not 
without  their  dangers.  They  may  extract 
an  unexpectedly  high  price  from  our  pa- 
tients if  we  are  not  judicious  in  our  use  of 
the  appropriate  drug  in  the  indicated  infec- 
tion. We  abuse  our  patients  with  the  misuse 
of  antibiotic  drugs. 

Summary 

1.  In  using  antibiotics  we  must  remember 
that  they  are  toxic  to  the  patient  at  times, 
and  also  that  offending  organisms  build  up 
a resistance  to  practically  every  known  an- 
tibiotic. 

2.  The  “resistance  phenomenon”  is  partic- 
ularly true  of  the  tubercle  bacillus. 

3.  Two  chemo-therapeutic  agents — the  an- 
tibiotic streptomycin  (and  its  closely  related 
compounds)  and  isoniazid  (and  its  homo- 
logues)  possess  merit  as  static  adjuvants  to 
the  scientific  medical  treatment  of  tubercu- 
losis for  limited  periods  of  time  only  and 
under  the  best  medical  supervision. 

4.  These  drugs  should  not  be  used  except 
with  the  fullest  knowledge  of  their  limita- 
tions and  with  a view  to  the  best  possible 
values;  they  should  not  be  used  promiscu- 
ously in  every  case  of  tuberculosis. 
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This  is  a paper  of  importance  not  only  to  the  ophthalmologist,  but 
also  to  the  family  physician, — possibly  actually  more  important  to  the 
latter.  It  impresses  upon  the  reader  the  need  of  recognizing  that 
complaints  regarding  vision  may  point  to  serious  intracranial  disease. 

RECOGNITION  OF  LESIONS  OF  THE  OPTIC  CHIASM:  REPORT  OF  CASES* 


HENRY  CARROLL  SMITH,  M.D.,  Nashville,  Tenn. 

In  our  day  of  well-trained  ophthalmolo- 
gists, it  may  be  unimportant  to  bring  this 
paper  to  the  Society.  In  the  belief,  however, 
that  the  cases  which  it  will  describe  could  be 
helpful  both  in  retrospect  and  prospect,  I 
have  concluded  to  present  them. 

Although  it  need  not  be  the  cause,  we  are 
disposed  in  the  presence  of  signs  of  disease 
of  the  chiasmal  portion  of  the  optic  pathway 
to  suspect  enlargement  of  the  pituitary 
gland. 

We  are  all  familiar  with  the  changes  de- 
scribed as  expansion  and  erosion  of  the  sella 
turcica  seen  by  X-ray  in  the  presence  of 
pitutiary  growths.  We  are  also  acquainted 
with  the  alterations  which  may  then  be  ex- 
pected in  the  fields  of  vision,  typically  bi- 
temporal, with  orderly  progression  from  the 
upper  quadrants,  clockwise  in  the  right  field 
and  counter-clockwise  in  the  left.  We  are 
possibly  accustomed  to  the  idea  that  these 
defects  are  found  in  the  peripheral  portions 
of  the  field,  and  less  aware  that  the  central 
portions  of  each  quadrant  show  the  loss,  in 
many  instances,  even  more  definitely.  When 
atrophy  of  the  optic  nerve  is  visible,  the  field 
changes  are  always  well  advanced;  in  fact, 
blindness  in  one  eye  may  then  be  present. 

Unilateral  optic  atrophy  and  blindness 
make  careful  study  of  the  field  of  vision  for 
the  opposite  eye  imperative.  Sometimes  the 
first  eye  will  have  retained  enough  perceiv- 
ing ability  to  enable  it  to  detect  a large 
object  or  light  so  that  an  opinion  of  the  type 
of  defect  which  could  have  been  outlined 
earlier  can  be  drawn.  Repeated  examina- 
tion of  the  field  of  vision  is  often  required  in 
order  to  obtain  conclusive  evidence  of  dam- 
age to  the  optic  pathway,  and  to  gain  opinion 
regarding  the  site  of  a lesion.  In  infrequent 
cases,  signs  of  endocrine  disturbance  ai'e 
found.  However,  these  are  not  a means  of 


*Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  April  13,  1953, 
Memphis. 


discovery  but  an  indication  for  investigation. 

Individuals  with  disturbances  at  the  optic 
chiasm  do  not  necessarily  consult  the  oph- 
thalmologist because  of  visual  loss  which  is 
apparent  to  them.  They  often  come  for  a 
change  of  glasses,  and  are  entirely  ignorant 
of  the  possibility  of  a derangement  more 
serious  than  a change  in  focus.  Others  are 
vaguely  conscious  of  failure  of  vision  and 
are  able  to  describe  the  location  in  the  field 
where  the  loss  is  apparent.  Some  are  re- 
ferred for  examination  of  the  optic  fundi 
and  fields  of  vision  by  physicians  who  have 
discovered  symptoms  of  endocrine  disturb- 
ance. The  important  point  for  the  ophthal- 
mologist is  to  be  alert  in  suspecting  the 
changes,  and  to  be  painstaking  enough  in 
the  examination  to  uncover  evidence  of  their 
presence.  Of  course,  beyond  ophthalmo- 
scopy and  perimetry,  there  is  little  that  he 
may  do.  The  neurologist  or  neurosurgeon 
must  take  over  the  case  if  he  feels  it  one 
that  would  require  further  investigation. 
Even  with  the  aid  of  X-rays  of  the  skull,  air 
studies  and  arteriograms,  the  neurologist 
may  be  unable  to  add  to  the  findings  which 
the  ophthalmologist  has  furnished. 

I have  selected  a small  group  of  cases  in 
all  but  one  of  which  the  first  evidence  of 
disease  in  the  region  of  the  optic  chiasm  was 
discovered  in  our  office.  I wish  now  to  de- 
scribe them,  and  present  the  changes  found 
ophthalmoscopically,  by  perimetry  and  by 
X-ray  study. 

CASE  I.  Mr.  J.  F.,  aged  30  years,  was  first  ex- 
amined in  1941,  at  which  time  he  possessed  ex- 
treme physical  characteristics  of  acromegaly.  He 
requested  examination  of  his  eyes  because  of  dis- 
comfort in  close  work.  No  change  in  the  optic 
nerve-heads  or  in  the  fields  of  vision  was  present 
at  that  time.  Five  years  later,  upon  returning  from 
service  in  the  Army,  the  patient  reported  that  he 
had  received  eight  or  ten  X-ray  treatments  for  a 
pituitary  growth  in  an  Army  Hospital  during  194.3 
and  1944.  He  stated  that  examiners  then  had  told 
him  that  he  had  a slight  loss  in  the  temporal  field 
of  vision  for  each  eye.  Our  examination  did  not 
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show  a peripheral  loss,  but  there  was  a temporal 
hemianopic  central  defect  in  the  left  eye.  (Fig.  1.) 
He  was  referred  to  a neurosurgeon  for  further 
examination.  X-ray  films  showed  great  ballooning 
of  the  sella  turcica  with  destruction  of  the  dorsum 
sallae. 

At  operation,  a growth  of  the  pituitary  gland, 
microscopically  diagnosed  as  chromophile  adenoma, 
was  removed.  I am  unable  to  report  whether  or 
not  the  defect  in  the  field  of  vision  disappeared 
with  the  removal  of  the  growth.  The  patient  lived 
some  distance  from  Nashville,  and  I did  not  see 


Fig.  1.  Left  temporal  hemianopic  central  scroto- 
ma;  the  only  evidence  of  pressure  upon  the  optic 
pathway. 


him  again  after  he  left  the  hospital.  He  died  of 
inoperable  gastric  carcinoma  only  a few  months 
after  the  craniotomy  was  performed. 

CASE  II.  Mrs.  J.  P.,  a housewife,  aged  46. 
complained  that  vision  in  each  eye  had  been  fail- 
ing for  about  8 months.  She  had  consulted  an 
ophthalmologist  repeatedly  but  had  been  told  that 
there  was  positively  nothing  wrong  with  her  eyes 
and  that  she  should  go  home  and  forget  it.  So 
\ ague  were  her  descriptions  of  the  visual  change, 
and  so  difficult  was  the  examination  that  I,  myself, 
made  a note  that  the  trouble  was  probably  “psy- 
chic.” 

Vision  in  the  right  eye  could  be  improved  to 
25/15,  in  the  left  eye  to  20/40.  The  optic  fundi 
appeared  normal.  The  fields  of  vision  were,  at 
first,  unsatisfactory,  and  it  was  necessary  to  repeat 
charting  them  several  times  before  a convincing 
outline  of  defeat  was  obtained.  Bitemporal  hem- 
ianopsia with  some  encroachment  upon  the  lower 
nasal  quadrant  in  the  right  eye  was  the  ultimate 
finding. 

One  month  after  the  patient  was  first  examined, 
she  had  received  five  X-ray  treatments  for  pitui- 
tary tumor.  The  treatment  did  not  alter  the  visual 
fields  and  the  optic  nerve-heads  began  to  show 
pallor,  the  right  more  noticeable  than  the  left. 
Craniotomy  was  performed  3 months  after  radio- 
therapy had  been  instituted.  The  neurosurgeon 
evacuated  a large  pituitary  cyst. 

This  patient  was  re-examined  in  January,  1953, 
eleven  years  since  the  first  examination  of  her 
eyes.  Vision  equaled  20/40  in  the  right  eye,  20/20 
in  the  left.  The  optic  fundi  and  fields  of  vision 
were  unchanged. 

CASE  III.  Mrs.  C.  W.  F.,  aged  37.  requested  an 
examination  of  her  eyes,  stating  that  she  had  had 


blood  clots  in  the  right  eye  one  year  before  and 
that  the  ophthalmologist  who  had  treated  her  then 
advised  her  to  have  a re-examination  after  a year. 
In  a letter,  the  ophthalmologist  stated  that  the  pa- 
tient had  had  sudden  loss  of  vision  in  the  right  eye 
and  that  examination  had  showed  small  emboli  in 
several  retinal  vessels  and  that  there  was  a white, 
exudate  above  and  to  the  temporal  side  of  the  optic 
disc.  After  3 months’  time  vision  in  the  right  eye 
had  improved  to  20/50  but  atrophy  of  the  optic 
nerve  was  present.  The  left  eye  was  normal. 

At  the  time  of  our  examination,  vision  in  the 
right  eye  equaled  20/50,  in  the  left  eye  20/20. 
Advanced  optic  atrophy  was  present  in  the  right 
eye  but  there  was  no  evidence  of  previous  retinal 
inflammation.  Slight  pallor  of  the  left  optic  disc 
was  noticed.  The  field  of  vision  of  the  right  eye 
showed  only  a small  seeing  island  at  the  apex  of 
the  lower  temporal  quadrant,  and  in  the  left  eye 
a partial  defect  in  the  lower  nasal  quadrant,  sug- 
gesting that  the  process  were  originally  binasal. 
The  fields  were  studied  on  repeated  occasions,  and 
because  of  the  bilateral  change,  it  was  concluded 
that  the  disturbance  which  had  occurred  one  year 
earlier  was  probably  not  ocular,  but  intracranial 
in  origin.  (Fig.  2.) 


Fig.  2.  Lower  left  nasal  quadrantic  defect  appear- 
ing after  extreme  loss  in  right  visual  field  which 
apparently  was  originally  of  the  nasal  half. 


X-ray  films  of  the  skull,  air  study  and  anterio- 
gram  produced  no  information  concerning  the 
cause  of  the  visual  loss.  The  neurosurgeon,  how- 
ever, felt  that  because  there  was  such  a definite 
menace  to  vision  in  the  left  eye  an  operation  for 
exploration  of  the  chiasm  should  be  carried  out. 
This  was  done  March  25,  1952.  The  report  of  the 
findings  follows: 

“A  definite  abnormality  of  the  right  optic  nerve 
was  present:  the  nerve  was  small,  very  grey,  and 
the  arachnoid  about  it  was  scarred.  There  was 
compression  of  the  chiasm  on  each  lateral  margin 
from  a very  large  and  abnormally  placed  anterior 
communicating  artery.  It  is  apparent  that  this  is 
definitely  responsible  for  the  rare  syndrome  of 
binasal  hemianopsia.  The  chiasm  was  mobilized 
and  the  arachnoid  adhesions  freed.  There  was  no 
evidence  of  tumor  nor  of  aneurysm  at  any  point 
around  the  optic  nerve  or  chiasm.” 

This  patient  has  been  followed  one  year.  Vision 
in  each  eye  has  remained  unchanged,  the  optic 
fundi  and  fields  of  vision  are  also  the  same. 

CASE  IV.  In  its  history,  this  case  resembles  the 
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preceding  one.  The  patient,  Mrs.  M.  G.  D.,  a book- 
keeper, aged  47,  described  loss  of  vision  in  the  left 
eye  which  had  occurred  18  months  before  her  visit 
to  us.  The  diagnosis  had  been  “retinitis”  and  an 
intensive  search  for  the  cause  had  brought  her  to 
the  extraction  of  several  infected  teeth  and  a ton- 
sillectomy. Being  resigned  to  the  loss  of  vision  in 
the  left  eye,  she  came  to  our  office  requesting  an 
examination  for  a change  of  lens  for  the  right  eye. 
Vision  in  the  right  eye  equaled  20/20,  in  the  left 
eye,  faint  perception  of  objects.  The  right  optic 
nerve-head  appeared  normal,  the  left  appeared 
atrophic.  The  right  field  of  vision  showed  a lower 
temporal  quadrantic  defect  extending  from  the  pe- 
riphery to  within  ten  degrees  of  fixation.  (Fig.  3.) 


Mrs.  M.C.D. 


Fig.  3.  This  shows  a lower  temporal  quadrantic 
defect  in  right  visual  field;  the  left  eye  is  blind 
from  optic  atrophy. 


By  means  of  the  largest  white  test  object  it  was 
possible  to  determine  that  there  was  complete 
blindness  in  the  temporal  half  and  near-blindness 
in  the  nasal  half  of  the  left  field.  The  patient  was 
advised  to  see  a neurosurgeon,  who  reported  no 
evidence  of  intracranial  disturbance.  Two  months 
following  her  first  visit  she  returned  stating  that 
she  was  now  conscious  of  greyness  of  objects  in 
the  right  lower  temporal  field  of  vision.  The 
defect  had  not  increased  in  size.  However,  the 
burden  of  proving  that  a lesion  so  situated  in  the 
optic  pathway  as  to  produce  bitemporal  loss  in 
the  fields  of  vision  still  lay  upon  us. 

The  neurosurgeon  was  again  consulted  and  he 
was  positive  that  no  lesion  so  located  could  be 
found.  Five  months  later,  the  patient  of  her  own 
accord  consulted  another  neurosurgeon.  An  X-ray 
study  showed  some  trimming  and  atrophic  change 
of  the  dorsum  and  sella  turcica.  There  was  sus- 
pected destructive  change  of  the  left  anterior 
clinoid  process.  These  findings,  together  with  the 
ophthalmologic  ones,  were  considered  sufficient 
reason  for  a craniotomy  to  be  performed.  A large 
meningioma  of  the  tuberculum  sella  compressing 
both  optic  nerves,  the  left  one  more  severely,  was 
found. 

Suprasellar  meningiomas  are  not  an  un- 
usual cause  of  unilateral  optic  atrophy  with 
blindness  accompanied  in  time  by  quadran- 
tic temporal  change  in  the  field  of  vision  in 
the  opposite  eye.  The  growth  may  not  pro- 
duce bony  change  and  therefore  the  X-ray 
studies  are  seldom  of  value  in  this  diagnosis. 


The  principal  feature  which  leads  one  to 
suspect  its  presence  is  the  ophthalmoscopic 
changes  or  the  appearance  of  primary  optic 
atrophy  with  varying  degrees  of  bitemporal 
field  loss.  It  was  from  this  type  of  space- 
taking intracranial  lesion  that  Cushing  de- 
scribed “chiasmal  syndrome.”  Comprising 
the  syndrome  are  primary  optic  atrophy 
with  bitemporal  field  defects,  not  necessarily 
symmetrical,  in  adult  patients  showing  an 
essentially  normal  sella  turcica.  When  the 
meningioma  attacks  the  prechiasmal  por- 
tions of  the  visual  pathway,  rather  than  the 
chiasm  itself,  visual  function  of  one  eye  is 
apt  to  be  affected  much  earlier  than  the 
other. 

CASE  V.  Mrs.  J.  L.  A.,  the  53  year  old  wife  of 
a retired  physician,  complained  of  the  usual  symp- 
toms of  ocular  fatigue  and  requested  an  examina- 
tion for  a change  of  lenses.  She  stated  that  there 
had  been  a dark  spot  in  the  field  of  vision  in  the 
left  eye  for  many  years.  Examination  of  the  eyes 
revealed  nothing  abnormal  except  rather  diffuse 
scarring  of  the  choroid  adjacent  to  the  macula  and 
mild  pallor  of  the  optic  disc  in  the  left  eye. 
Lenses  which  corrected  distance  vision  to  20/30 
bilaterally,  and  the  ability  to  read  Jaeger  1 test 
type  partly,  were  prescribed.  Fortunately,  these 
glasses  became  broken  three  months  after  the 
patient  received  them  and  she  returned  for  another 
prescription.  She  now  gave  the  information  that 
her  vision  had  seemed  progressively  poorer,  and 
a more  complete  investigation  was  made.  To  my 
chagrin  and,  at  the  same  time,  gratification,  com- 
plete bitemporal  hemianopsia  was  found. 

Radiologic  examination  revealed  a greatly  ex- 
panded and  eroded  sella  turcica,  and  she  was 
immediately  admitted  to  the  hospital  for  surgical 
exploration  of  the  pituitary  region.  A large  tense 
adenomatous  tumor  which  produced  marked  com- 
pression and  thining  of  the  optic  chiasm  was 
removed  in  capsule.  The  diagnosis  was  “Chromo- 
phobe adenoma  of  the  pituitary.” 

Atrophy  of  the  optic  nerve  has  progressed  since 
this  patient  was  operated  upon  October  27,  1952. 
Vision  in  the  right  eye  now  equals  the  perception 
of  objects,  in  the  left  eye  it  is  20/100.  The  fields 
of  vision  show  only  the  perception  of  the  hand  in 
the  nasal  half  of  the  right  fields.  Complete  tem- 
poral hemianopsia  is  the  only  change  in  the  left 
one.  Although  only  two  months  elapsed  between 
the  date  of  her  first  visit  to  us  and  the  date  of  the 
craniotomy,  and  I cannot  feel  that  the  outcome 
would  have  been  very  different  had  the  field 
change  been  discovered  then,  I shall  always  re- 
member this  case  as  an  example  of  the  dire  result 
of  neglecting  to  employ  every  means  possible  to 
discover  why  a patient’s  vision  cannot  be  im- 
proved to  our  usual  goal  of  20/20  or  better. 

CASE  VI.  Mrs.  D.  W.  C.,  aged  50  years,  had 
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secured  a change  of  spectacles  4 months  before 
she  first  came  to  our  office.  Her  only  complaint 
was  that  the  glasses  did  not  seem  “satisfactory.” 

The  examination  revealed  very  slight  pallor  of 
each  optic  disc  but  no  defect  could  be  discovered 
in  the  field  of  vision.  It  was  possible  to  improve 
vision  to  20/20  in  the  right  eye,  and  20/30  in  the 
left  eye.  Perhaps  because  of  my  experience  with 
the  patient  in  the  preceding  case,  she  was  referred 
to  an  internist  for  investigation  for  the  cause  of 
early  optic  atrophy.  He  reported  that  he  could 
find  no  physical  disorder,  but  that  because  of 
mild  obesity  and  hirsutism  recommended  an  X-ray 
film  of  the  skull.  Sufficient  changes  in  the  bony 
structures  of  the  chiasmal  region  to  suggest  pres- 
sure were  found. 

Before  the  patient  consulted  a neurosurgeon, 
examination  of  the  fields  of  vision  was  repeated. 
No  defect  was  present.  Craniotomy  was  per- 
formed 2 months  after  the  patient  had  been  first 
seen.  The  surgeon  reported  a large  glioma  pri- 
marily in  the  left  optic  nerve  invading  the  optic 
chiasm  and  the  optic  tract  on  the  left  side,  and 
invading  the  chiasm  and  the  optic  nerve  on  the 
right  side.  The  tumor  was  biopsied  by  splitting 
the  greatly  expanded  left  optic  nerve.  Micro- 
scopic examination  revealed  that  it  was  a primary 
glioma. 

Following  the  operation  optic  atrophy  was  still 
not  extremely  advanced,  however  depression  of 
each  visual  field  from  the  periphery  was  present. 
Vision  in  the  right  eye  equaled  20/20,  in  the  left 
eye  20/70. 

Summary 

Six  cases  of  disturbances  of  the  optic  chi- 
asm have  been  reported.  One  of  these  was 
in  a patient  with  acromegaly,  in  which  dis- 
ease symptoms  of  pressure  upon  the  chiasm 
are  not  necessarily  a feature.  The  patient 
(Case  I)  was  followed  for  many  years  before 
visual  changes  developed.  The  defect  in 
the  field  of  vision  was  unilateral,  temporal, 
hemianopic,  central  scotoma.  The  tumor 
was  a chromophile  adenoma  of  the  pituitary 
which  is  the  type  responsible  for  acrome- 
galic deformities.  In  another  (Case  V)  the 
patient  actually  possessed  characteristics  of 
hvpopituitary  disease  which  were  unob- 
served by  me.  The  tumor  removed  at  oper- 
ation was  chromophobe  adenoma  which  is 
productive  of  these  distinctive  changes.  A 
third  (Case  II)  described  ophthalmologic 
changes  unaccompanied  bv  other  signs  of 
the  presence  of  a large  pituitary  cyst. 

In  the  remaining  three  cases,  the  disturb- 
ance did  not  originate  from  the  pituitary 
gland.  In  one  of  these  (Case  III),  an  ex- 
panded aberrant  anterior  communicating 


artery  had  produced  binasal  field  change, 
the  process  being  characterized  by  advanced 
optic  atrophy  in  one  eye  with  little  or  no 
change  in  the  optic  nerve-head  of  the  oppo- 
site eye.  In  a second  (Case  IV),  a menin- 
gioma of  the  tubercullum  sella  had  affected 
the  prechiasmal  pathway  producing  unilat- 
eral optic  atrophy  and  blindness  succeeded 
by  quadrantic  temporal  field  defect  of  the 
opposite  side.  The  last  (Case  VI),  describes 
the  rather  rare  occurrence  of  malignancy  of 
the  optic  pathway  itself.  , 

In  all  of  the  cases  except  the  first,  symp- 
toms of  visual  disorder  were  the  first  to 
appear.  The  classical  bitemporal  hemian- 
opic defect  was  present  in  only  two  cases. 
The  less  usual  binasal  hemianopsia  was  a 
feature  of  one.  Peripheral  rather  than  cen- 
tral loss  appeared  in  the  fields  of  four  pa- 
tients. Unilateral  central  loss  occurred  in 
only  one.  The  sixth  case  showed  no  change 
in  the  fields  of  vision  prior  to  operation.  The 
cases  with  unilateral  optic  atrophy  and  se- 
vere visual  loss,  at  first  considered  to  be  due 
to  inflammation  of  the  optic  nerve,  in  which 
abnormality  in  the  opposite  field  of  vision 
was  later  discovered,  accentuate  the  impor- 
tance of  continued  observation  of  patients 
with  unilateral  optic  atrophy  in  whom  the 
cause  has  not  been  definitely  established. 

Discussion 

J.  WESLEY  McKINNEY,  M.D.  (Memphis):  I 

should  like  to  take  issue  with  Dr.  Smith  on  his 
presentation  of  this  paper.  He  states  that  it  may 
be  unimportant  to  bring  this  paper  to  the  Society. 
1 think  it  is  obvious  that  his  paper  is  important 
to  all  of  us.  His  well  presented  cases  bring  home 
the  fact  that  we  need  to  be  well  informed,  forever 
on  the  alert,  thorough  and  persistent  in  our  inves- 
tigations whenever  the  possibility  of  chiasmal  le- 
sion exists. 

The  commonest  lesions  affecting  the  optic  chiasm 
are  tumors.  Much  less  commonly  encountered  are 
basal  arachnoiditis  and  aneurysms  of  the  carotid 
artery  and  the  circle  of  Willis.  More  rarely,  the 
chiasm  may  be  affected  by  neuritis  or  degenerative 
changes  resulting  from  arteriosclerosis  of  the  nu- 
trient blood  vessels.  Finally,  fractures  of  the  base 
of  the  skull  may  produce  the  chiasmal  syndrome. 

Dr.  Smith’s  case  reports  made  me  think  back 
over  some  of  my  own  cases  and  wonder  whether 
I had  missed  the  diagnosis.  Should  I have  done 
a field  on  a certain  case?  Should  I have  sent 
another  to  the  neurosurgeon?  Should  I have  asked 
another  to  come  in  for  a later  recheck  whose 
symptoms  were  suggestive  but  whose  findings  were 
indefinite? 
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The  fully  developed  chiasmal  syndrome  presents 
no  difficulties  in  diagnosis,  but  minimal  or  isolated 
symptoms  may  not  arrest  our  attention.  More 
difficult  still  are  those  whose  multiple  or  discon- 
nected complaints  seem  to  point  to  a psychoneu- 
rosis rather  than  an  organic  lesion. 

The  slowly  expanding  tumor,  such  as  the  men- 
ingioma or  craniopharyngioma  as  well  as  many 
pituitary  adenomas,  may  cause  little  headache  or 
pain  until  they  have  become  comparatively  large. 
On  the  other  hand,  rapidly  expanding  tumors  and 
aneurysms  may  cause  severe  pain.  The  localiza- 
tion of  the  pain  or  headache  is  not  dependable. 

Visual  field  defects  vary  greatly  and  are  often 
incomplete  at  the  time  of  examination.  The  form 
of  the  field  may  change  with  the  shifting  of  a 
tumor  or  aneurysm  and  may  be  irregular  in  neu- 
ritis or  surrounding  arachnoiditis  with  inflamma- 
tory invasion  of  the  septa  and  later  with  the  de- 
velopment of  constricting  bands.  The  type  of  field 
defect  depends  on  the  location  of  the  lesion  in 
relation  to  the  chiasm.  Thus  one  can  visualize  the 
bitemporal  hemianopsia  of  the  pituitary  tumor 
interfering  with  the  decussating  fibers,  the  ho- 
monymous hemianopsia  of  a carotid  aneurysm, 
the  complete  loss  of  vision  of  one  eye  and  tem- 
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poral  anopsia  of  the  other  with  meningioma  of 
the  lesser  wing  of  the  sphenoid  and  other  combi- 
nations. The  binasal  hemianopsia  of  Case  III  is 
particularly  interesting  because  of  its  rarity. 

Optic  atrophy  of  the  primary  type  should  always 
arouse  the  suspicion  of  chiasmal  lesion.  Intrasellar 
tumors  do  not  cause  papilledema,  but  expanding 
extrasellar  lesions  which  produce  increased  intra- 
cranial pressure  may  be  associated  with  papille- 
dema. 

Collateral  symptoms  may  result  from  pressure 
on  other  structures  in  the  neighborhood  of  the 
chiasm.  Pituitary  tumors  which  have  escaped 
laterally  due  to  a dense  and  resistant  diaphragma 
sellae  together  with  sub-clinoid  extrasellar  tumors 
may  involve  the  third,  fourth,  and  sixth  cranial 
nerves  in  the  cavernous  sinus  and  may  produce 
pain  by  pressure  on  the  branches  of  the  fifth  nerve. 
Suprasellar  tumors  may  produce  symptoms  refer- 
able to  the  hypothalamus,  and  finally  pituitary 
tumors  may  be  associated  with  hyper-  or  hypo- 
pituitarism. 

Our  duty  as  ophthalmologists,  as  Dr.  Smith  has 
pointed  out,  is  to  be  alert  to  these  possibilities  and 
to  place  these  patients  in  the  hands  of  the  neuro- 
surgeon for  further  diagnosis  and  treatment. 


Changing  Indications  for  Therapeutic  Abortion. 

Twenty  Years’  Experience  at  Los  Angeles  Coun- 
ty Hospital.  Keith  P.  Russell.  J.A.M.A.  151:108, 

1953. 

The  material  studied  was  composed  of  295  char- 
ity patients  assembled  from  81,471  deliveries  giv- 
ing an  over-all  incidence  of  therapeutic  abortion 
as  one  per  285  deliveries.  In  the  last  five  years 
the  incidence  has  been  one  in  2,864  deliveries  re- 
flecting the  great  reduction  of  therapeutic  abor- 
tions. Over  the  twenty  year  period  tuberculosis 
accounted  for  almost  60%  of  all  abortions,  ma- 
ternal heart  disease  11.5%  , renal  and  hypertensive 
disease  12.5%,  mental  and  nervous  disorders  4.5% 
and  miscellaneous  indications  amounted  to  12.6%. 
Although  the  incidence  of  tuberculosis  in  preg- 
nancy has  not  appreciably  declined,  only  two  pa- 
tients were  aborted  for  this  indication  in  the  past 
five  years,  since  abortion  does  not  necessarily  stop 
the  progression  of  tuberculosis  and  moreover  med- 
ical and  surgical  procedures  for  tuberculosis  can 
be  successfully  carried  out  in  pregnancy.  There 
has  been  slight  reduction  in  the  number  of  abor- 
tions for  heart  disease;  yet,  six  of  the  12  abor- 
tions in  the  last  five  years  were  in  this  group. 
Advances  in  cardiac  surgery  may  decrease  the  in- 
cidence of  abortion  in  this  group  in  the  future. 
Prior  to  1940,  pyelitis  was  a common  indication 
for  interruption  of  pregnancy  but  this  is  no  longer 
true.  Hypertension  and  toxemia  make  up  the  bulk 
of  the  renal  and  hypertensive  group  but  a few 


nephrectomized  patients  or  patients  with  renal 
tuberculosis  are  included.  No  abortion  has  been 
performed  for  mental  or  nervous  disease  since 
1942.  Epilepsy  and  major  psychoses  formed  the 
greater  bulk  of  cases  in  this  group.  There  have 
been  no  abortions  in  the  miscellaneous  group  since 
1943  and  except  for  hyperemesis  gravidarum  and 
uterine  fibromyomas,  the  indications  were  isolated 
and  individual. 

Of  the  295  cases  of  therapeutic  abortion,  75.6% 
were  sterilized  also  since  it  was  generally  felt  that 
if  the  disease  was  of  such  severity  to  indicate  ter- 
mination of  pregnancy,  future  pregnancies  should 
also  be  avoided.  Dilatation  and  curettage  were 
performed  59  times,  with  tubal  sterilization  twice, 
hysterotomy  13  times  and  with  sterilization  in  123 
instances.  Fundectomy  was  the  method  in  32 
cases.  These  latter  two  were  the  procedures  ol 
choice  in  the  first  decade  of  the  study  and  ac- 
counted for  65%  of  the  abortions.  Recently  when 
sterilization  has  been  indicated  with  a therapeutic 
abortion,  hysterectomy  has  been  used  much  more 
frequently,  accounting  for  70%  of  sterilizations  in 
the  past  ten  years.  Because  of  the  greater  cer- 
tainty of  successful  sterilization  and  the  preven- 
tion of  subsequent  gynecological  disturbances,  hys- 
terectomy is  more  widely  utilized.  The  mortality 
rate  in  the  total  series  was  1.3%  with  no  deaths 
since  1941.  (Abstracted  by  Milton  Smith  Lewis, 
M.D.,  Nashville.) 
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The  author  summarizes  well  the  management  of  a common  but  difficult 
problem , not  only  of  the  primary  disease,  but  also  its  complications. 

THE  MANAGEMENT  OF  THE  PATIENT  WITH  THE  POST-PHLEBITIC  LEG* 

RUDOLPH  M.  LANDRY,  M.D.,  Chattanooga,  Tenn. 


Deep  venous  thrombosis  of  the  lower  ex- 
tremity is  a treacherous  disease.  Its  im- 
mediate danger  of  embolization  and  per- 
haps sudden  death  is  well  recognized,  in- 
tensely and  sometimes  heroically  treated, 
and  justly  feared.  After  this  danger  has 
passed,  however,  the  more  insidious  aspects 
of  the  disease  may  be  a source  of  chronic 
disability  that  profoundly  affects  the  pa- 
tient for  the  rest  of  his  life. 

When  thrombosis  of  the  deep  veins  of  the 
lower  extremity  occurs  the  vein  is  occluded 
by  a clot.  This  clot  may  become  organized 
into  a fibrous  cord  which  permanently  ob- 
structs the  vein,  but  more  often  it  becomes 
recanalized  and  blood  flows  through  the 
vein  again.  However,  the  vein  becomes  di- 
lated and  tortuous  and  the  valves  are  de- 
stroyed, which  allows  a retrograde  flow  of 
blood  when  the  patient  is  in  the  upright 
position.  In  addition  the  periphlebitis, 
which  invariably  occurs  to  a greater  or 
lesser  degree,  damages  the  lymphatic  chan- 
nels and  produces  a certain  amount  of 
obstruction.  Therefore  the  return  circula- 
tion of  the  limb  is  reduced  and  inefficient 
and  fluid  cannot  be  returned  against  the 
force  of  gravity.  This  leads  to  the  develop- 
ment of  edema,  followed  by  induration, 
dermatitis  and  ulceration,  which  is  the  full 
blown  picture  of  the  post-phlebitic  leg. 

This  syndrome  may  occur  soon  after  a 
thrombotic  episode  or  it  may  not  develop 
until  months  or  years  have  passed.  The 
severity  of  the  post-phlebitic  leg  is  not  re- 
lated to  the  severity  of  the  original  throm- 
bosis and  many  patients  with  severe  dam- 
age to  the  leg  have  difficulty  in  recalling  a 
previous  phlebitis.  Likewise,  the  severity 
of  the  post-phlebitic  leg  is  not  related  to  the 
degree  of  damage  to  the  veins  as  measured 
by  phlebography  and  venous  pressure  de- 

"Read  before  the  Annual  Meeting  of  the  Ten- 
nessee Chapter  of  the  American  College  of  Sur- 
geons, April  15,  1953,  Memphis,  Tenn. 

iFrom  the  Newell  Hospital,  Chattanooga,  Tenn. 


terminations.  This  seems  to  indicate  that, 
at  least  in  some  cases,  the  lymphatic  damage 
is  the  more  important  factor  responsible  for 
this  syndrome. 

Control  of  Swelling 

Treatment  of  the  patient  with  the  post- 
phlebitic  leg  should  be  based  on  certain  fun- 
damental principles  which  may  be  supple- 
mented when  specific  indications  are  pres- 
ent. 

Edema  is  the  key  to  the  problem  of  the 
post-phlebitic  syndrome.  The  more  dis- 
abling manifestations  of  the  disease  do  not 
occur  in  the  absence  of  edema,  and  its  con- 
trol must  be  maintained  to  prevent  and  also 
to  treat  successfully  the  induration,  derma- 
titis and  ulcerations  which  may  follow. 

Since  swelling  may  not  occur  for  months 
or  years  after  an  episode  of  phlebitis,  the 
patient  should  be  warned  that  this  is  a dan- 
ger signal  whenever  it  occurs.  It  is  first 
noted  at  the  end  of  the  day,  particularly  if 
the  person  has  been  on  his  feet  for  pro- 
longed periods.  Although  it  disappears  after 
a night’s  rest,  it  will  recur  earlier  and  with 
less  provocation  until  finally  it  does  not  dis- 
appear entirely. 

The  simplest  and  most  painless  way  to 
control  swelling  is  to  avoid  prolonged 
periods  in  the  vertical  position.  The  pa- 
tient should  break  his  usual  daily  activi- 
ties by  observing  a period  of  rest  during 
which  the  legs  are  elevated  above  the  level 
of  the  heart.  Usually  a half-hour  in  the  mid- 
morning, at  noon,  and  mid-afternoon  will 
control  mild  cases.  Each  patient  soon  learns 
just  how  long  he  can  be  up  before  edema  ap- 
pears and  he  can  work  out  a satisfactory 
schedule.  This  program  should  be  followed 
by  all  patients  whether  or  not  further  mea- 
ures  are  used.  It  is  admittedly  very  diffi- 
cult to  secure  the  patient’s  cooperation. 
Most  people  either  feel  that  their  own  work 
is  too  valuable  or  too  essential  to  cater  to 
their  legs,  or  else  they  work  for  someone 
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else  who  will  not  allow  them  to  do  so. 
These  patients  should  be  given  to  understand 
that  they  must  learn  to  live  with  their  legs 
and  their  disablity  and  loss  of  time  is  likely 
to  be  much  greater  if  these  rules  are  not 
followed. 

By  the  same  token,  patients  should  be 
instructed  to  avoid  standing  quietly  for  pro- 
longed periods.  The  contracting  action  of 
the  leg  muscles  facilitates  venous  drainage 
against  gravity  and  acts  as  a peripheral 
heart.  Therefore,  while  in  the  erect  posi- 
tion the  patient  should  walk  as  much  as 
possible  or  at  least  “mark  time”  or  contract 
the  leg  muscles  at  frequent  intervals. 

All  ambulatory  patients  who  have  more 
than  a mild  form  of  swelling  will  require 
other  measures  in  addition  to  the  above. 
External  compression  to  the  leg  is  the  sim- 
plest, most  efficient,  and  satisfactory  supple- 
ment. This  compression  should  be  applied 
from  the  base  of  the  toes  to  the  knee  but 
need  not  extend  to  the  thigh.  Though  some 
swelling  may  be  noted  here,  induration  and 
ulceration  do  not  occur. 

An  elastic  stocking  is  the  most  commonly 
used  agent  because  it  is  easy  to  apply  and 
it  is  more  acceptable  to  the  patient  cos- 
metically. However,  the  stocking  must  be 
strong  and  well  fitted,  put  on  preferably 
before  arising  in  the  morning  and  certainly 
before  any  swelling  occurs  in  the  leg.  The 
stocking  must  be  replaced  after  stretching 
occurs. 

A strong  elastic  bandage  carefully  applied 
enjoys  certain  advantages  over  the  elastic 
stocking.  It  is  cheaper  and  may  be  used 
even  after  some  stretching  since  it  can  be 
applied  with  the  same  tension  each  day.  If 
a stocking  or  elastic  bandage  does  not  con- 
trol edema,  another  bandage  may  be  applied 
over  the  first  and  will  frequently  suffice. 

The  most  effective  form  of  applying  ex- 
ternal compression  is  the  para-gum  rubber 
bandage.  This  is  much  stronger  than  other 
materials  and  occasionally  edema  can  be 
controlled  in  no  other  way.  However,  these 
bandages  are  expensive,  rather  difficult  to 
apply,  hot,  and  require  an  underlying  cotton 
stocking  to  protect  the  skin.  They  are  used 
only  in  the  most  severe  cases  that  are  not 
otherwise  controlled. 

The  elastic  adhesive  bandage  applied  over 


a treated  gauze  bandage  is  also  an  effective 
means  of  applying  compression.  It  is  more 
expensive  than  other  forms,  but  may  be  left 
in  place  for  one  or  two  weeks.  Its  chief 
advantage  is  that  while  effective  pressure  is 
applied,  the  patient  is  denied  access  to  the 
skin  of  his  leg  and  is  prevented  from  scratch- 
ing or  applying  various  medications.  This 
is  a worthwhile  measure  in  patients  with 
certain  types  of  dermatitis  or  ulceration. 

The  time  honored  Unna  paste  boot  prob- 
ably derives  its  reputation  for  the  same  rea- 
son,— that  is  prevention  or  self  medication. 
The  boot  is  not  elastic  and  does  not  offer  the 
same  compression  as  a material  with  a 
stretch.  It  does,  however,  cover  an  ulcer- 
ated leg  with  a soothing  ointment  and  the 
patient  cannot  scratch  his  leg,  rub  it,  or  ap- 
ply turpentine,  liniment,  mud,  or  other 
“sure  cures.”  The  boot  also  effectively  re- 
mains on  the  obese  leg  which  is  difficult  to 
confine  by  other  measures.  However,  it  is 
messy,  time  consuming,  and  tedious  to 
apply  and  should  be  reserved  for  the  obese, 
ulcerated  legs  whose  owners  will  not  or 
cannot  care  for  them  otherwise.  These  are 
usually,  though  not  always,  patients  in  the 
lower  economic  and  mental  strata. 

External  compression  can  be  increased  in 
localized  areas  which  are  most  damaged. 
A pad  of  sponge  rubber  is  patterned  to  fit 
the  area,  its  edges  bevelled  and  applied  be- 
neath whatever  form  of  external  compres- 
sion is  used.  Thus  an  even  additional  pres- 
sure is  supplied  where  it  is  needed  especial- 
ly. This  has  been  found  to  be  a valuable 
supplement  over  areas  of  induration  and 
ulceration.  It  is  cheap,  easy  to  apply,  and 
quite  effective. 

Surgical  Treatment 

Ligation  of  the  deep  veins  of  the  lower 
extremity,  superficial  femoral  or  popliteal, 
has  been  advocated  for  correction  of  the 
damaged  circulation.  The  rationale  for  this 
is  that  occlusion  of  the  damaged  vein  with 
incompetent  valves  will  prevent  a retro- 
grade flow  of  blood  and  that  normal  collater- 
als are  adequate  to  maintain  a normal  circu- 
latory balance.  Although  there  are  a few 
staunch  supporters  of  this  approach,  the 
majority  of  workers  in  this  field  do  not  ad- 
vocate it.  Deep  ligation  obviously  cannot 
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benefit  the  patient  whose  vein  is  already 
thrombosed.  When  applied  to  the  recanal- 
ized vein,  in  many  cases  the  results  have 
been  disastrous  and  the  patient  made  worse 
rather  than  better.  Admittedly,  personal 
experience  with  this  form  of  treatment  has 
been  lacking,  but  admonition  from  col- 
leaguesand  associates  who  have  used  it,  plus 
literary  warning  have  created  a fear  of  deep 
ligation. 

Incompetent  veins  of  the  superficial  sys- 
tem, however,  present  a different  problem. 
These  veins  are  not  essential  to  return  blood 
from  the  leg,  they  are  poorly  supported,  and 
reflux  returns  venous  blood  to  the  leg  and 
ankle,  from  which  it  must  be  returned  once 
more.  Frequently,  a large  or  moderate  sized 
incompetent  superfiicial  vein  can  be  demon- 
strated to  feed  directly  into  an  ulcerated 
area.  Therefore,  correction  of  this  will 
benefit  rather  than  impede  the  circulation 
to  the  leg.  These  superficial  varicosities  are 
best  eliminated  by  stripping  since  this  will 
avidse  automatically  all  perforating  vessels, 
some  of  which  cannot  be  demonstrated  clini- 
cally. It  is  important  that  the  patient  with 
the  post-phlebitic  syndrome  and  varicose 
veins  not  expect  to  be  completely  cured 
after  elimination  of  the  varicosities.  Al- 
though prompt  healing  of  an  ulcer  may  oc- 
cur, and  symptoms  improve,  the  patient  still 
has  a damaged  venous  system  and  must  be 
prepared  to  care  for  his  leg  at  any  time  in 
the  future. 

A few  patients  exhibit  a veritable  venous 
lake  in  the  lower  leg  which  consists  of  multi- 
ple incompetent  perforating  vessels  con- 
necting the  deep  and  superficial  venous  sys- 
tem. This  group  has  been  treated  by  the 
sub-fascial  ligation  operation  described  by 
Linton.  This  is  a fairly  formidable  pro- 
cedure in  which  an  incision  is  made  on  the 
postero-medical  aspect  of  the  leg,  usually 
from  the  ankle  to  the  upper  third,  developed 
through  the  deep  fascia,  and  this  entire  su- 
perficial layer  of  tissue  dissected  forward, 
ligating  and  severing  the  communicating 
veins.  In  carefully  selected  cases,  this  has 
been  of  great  value. 

Return  venous  and  lymphatic  flow  is 
greatly  enhanced  not  only  by  the  contracting 
action  of  the  leg  muscles,  but  also  by  the  pul- 
sations of  the  arterioles.  This  observation  is 


the  basis  for  advocating  lumbar  sympathec- 
tomy for  treatment  of  the  chronically  swoll- 
en leg.  Undoubtedly  this  operation  was 
greeted  too  enthusiastically  at  first,  and  as 
a result  fell  into  disrepute.  However,  lum- 
bar sympathectomy  definitely  has  a place  in 
treating  the  post-phlebitic  syndrome  and  if 
used  wisely  and  with  caution  can  be  of  great 
benefit.  Some  of  these  patients  have  a defi- 
nite vasospasm  manifested  by  a cool  ex- 
tremity and  decreased  pedal  pulses.  In  ad- 
dition, excessive  sweating  may  be  present, 
indicating  an  increased  sympathetic  tone. 
Under  these  conditions  interruption  of  the 
sympathetic  pathways  generally  provides 
improvement.  A sympathetic  block  with 
novocain  may  bring  marked  improvement 
that  may  last  for  days  or  weeks  or  rarely 
months,  certainly  much  longer  than  can  be 
explained  on  the  basis  of  action  of  the  novo- 
cain. If  blocks  provide  relief  for  a relative- 
ly long  time,  repeated  blocks  may  be  all  that 
is  necessary.  If  the  blocks  produce  definite 
improvement  for  a short  time,  then  lumbar 
sympathectomy  should  be  considered. 

In  addition  to  the  increased  arterial  blood 
flow  which  results,  sympathectomy  is  of 
great  value  in  those  whose  feet  are  constant- 
ly bathed  in  sweat.  These  people,  especially 
in  our  Southern  climate,  are  frequently 
afflicted  with  epidermophytosis  which  is  al- 
most impossible  to  eradicate.  Repeated 
bouts  of  erysipeloid  infection  occur,  strepto- 
cocci secondarily  invading  the  devitalized 
tissue  after  gaining  entry  through  areas  of 
fungus  infection.  The  anhidrosis  of  the  foot 
which  follows  lumbar  sympathectomy 
makes  eradication  of  the  fungus  possible  and 
controls  the  infections  secondary  to  this. 

One  more  word  concerning  sympathec- 
tomy though  it  is  said  with  some  hesitancy. 
It  is  a distinct  clinical  impression  (a  dan- 
gerous and  often  abused  criterion)  that  the 
wounds,  ulcers,  and  grafts  on  the  post-phle- 
bitic leg  heal  more  readily  after  sympathec- 
tomy. This  opinion  is  shared  by  many 
others  and  while  it  by  no  means  is  an  indi- 
cation for  sympathectomy  in  all  such  in- 
stances, it  is  a factor  to  be  weighed  in  mak- 
ing a decision  for  or  against  sympathectomy. 

Sympathectomy  has  been  abused  in  the 
past  but  in  well  selected  cases  it  may  be  of 
great  value. 


November,  1953 


MANAGEMENT  OF  PATIENT  WITH  POST-PHLEBITIC  LEG— Landry 


415 


Dermatitis  and  Ulceration 

Eczematoid  dermatitis  is  seen  frequently 
in  the  post-phlebitic  leg  and  may  be  the  fore- 
runner of  ulceration.  The  skin  becomes 
quite  mflammed,  may  weep  profusely,  and 
frequently  itches  intolerably.  The  pruritis  in 
particular  provokes  scratching  which  in  turn 
leads  to  secondary  infection  and  ulceration. 
Occasionally  a sentitivity  reaction  occurs 
and  a generalized  exzema  may  appear  and 
reach  alarming  proportions. 

Dermatitis  and  eczema  have  been  treated 
bv  bland  ointments  such  as  zinc  oxide,  or 
soaks  of  saline,  boric  acid,  or  aluminum  sub- 
acetate. Patients  must  be  protected  from 
scratching  themselves  as  the  most  concien- 
tious  will  frequently  succumb  to  the  violent 
itching.  But  regardless  of  the  local  medica- 
tion, the  fundamental  disorder  must  be  cor- 
rected before  healing  will  occur.  This  often 
necessitates  bed  rest  with  constant  elevation 
of  the  legs.  Chemotheraphy  and  antibiotics 
given  systematically  are  valuable  in  pre- 
venting or  overcoming  secondary  infection. 
Of  course  any  contemplated  surgical  pro- 
cedure must  be  deferred  until  this  acute 
reaction  has  subsided. 

Patients  with  the  post-phlebitic  leg  may 
undergo  repeated  bouts  of  painful  indurated 
red  areas  on  the  leg  sometimes  associated 
with  fever.  This  erysipeloid  infection  may 
be  controlled  by  combating  edema  and  ad- 
ministering antibiotics  or  sulfa  drugs  syste- 
matically. Giving  a course  of  this  treat- 
ment for  a week  out  of  every  month  has 
been  an  effective  prophylactic  measure. 

In  addition  to  combating  infection  direct- 
ly, it  is  important  to  eliminate  any  epiderm- 
ophytosis which  may  be  present,  as  the 
streptococci  are  thought  to  gain  entrance 
through  these  areas.  General  foot  hygiene 
plus  the  use  of  fungicidal  agents  usually 
keeps  the  fungi  under  control,  but  occa- 
sionally, as  has  been  mentioned,  sympathec- 
tomy with  the  resultant  anhidrosis  is  neces- 
sary. 

Most  chronic  leg  ulcers  occurring  above 
the  medial  malleolus  are  due  to  the  post- 
phlebitic  syndrome.  Most  of  them  originate 
from  some  trivial  injury,  such  as  an  insect 
bite  or  bumping  into  a piece  of  furniture. 
Usually  the  original  one  will  heal  slowly 
but  recur  after  another  injury.  Each  recur- 


rence heals  more  slowly  and  finally,  after 
months  of  self  treatment,  the  patient  pre- 
sents himself  and  more  or  less  demands  that 
the  ulcers  be  healed  promptly. 

The  number  of  local  remedies,  patented 
or  otherwise,  advocated  strongly  and  ad- 
vertised widely  is  sufficient  testimony  that 
it  makes  little  difference  which  specific  oint- 
ment, paste,  or  salve  is  applied.  The  ulcer 
will  remain  a problem  as  long  as  the  funda- 
mental pathology  is  present,  and  until  this 
is  corrected,  at  best  only  fleeting  periods  of 
remission  may  be  obtained. 

In  general,  most  post-phlebitic  ulcers  are 
relatively  painless  unless  secondary  infec- 
tion occurs.  This  may  be  present  directly 
in  the  ulcer  and  in  the  surrounding  indu- 
rated tissue  which  has  such  a low  resistance 
to  infection.  The  infection  must  first  be 
brought  under  control  by  the  use  of  moist 
compresses  and  the  parenteral  administra- 
tion of  antibiotics  or  chemotherapeutic- 
agents.  Fungus  infection  of  the  feet  must 
also  be  eliminated.  Chemical  debridement 
is  of  aid  in  ulcers  with  a great  deal  of  ne- 
crotic tissue.  Above  all,  adequate  support 
and  compression  must  be  maintained  if  the 
patient  is  up  and  about.  Ideally  he  should 
be  kept  in  bed  with  the  extremity  elevated; 
in  severe  cases  this  is  a necessity. 

After  infection  is  controlled,  healing  may 
be  hastened  by  skin  grafting.  If  there  is  a 
healthy  granulating  bed  with  good  sur- 
rounding tissue,  pinch  grafts  or  split  thick- 
ness grafts  may  be  applied  directly.  How- 
ever, as  is  more  often  the  case,  the  ulcer  and 
surrounding  indurated  and  scarred  tissue, 
including  the  thickened  muscle  fascia  must 
be  excised  and  a split  thickness  graft  applied 
to  a bed  of  healthy  tissue.  These  grafts  are 
doomed  to  failure  if  the  underlying  circula- 
tory disorder  is  not  controlled,  but  under 
proper  conditions  will  be  of  great  benefit 
in  quickly  covering  a large  and  indurated 
area  with  healthy  skin. 

Obesity 

Obesity  is  undoubtedly  an  important  fac- 
tor in  many  patients  "With  the  post-phlebitic 
syndrome.  Frequently  a great  deal  of  bene- 
fit results  from  weight  reduction  alone  and, 
likewise,  frequently  little  benefit  results 
from  any  treatment  until  weight  reduction 
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is  accomplished.  The  increased  deposition 
of  fat  not  only  requires  the  legs  to  support 
a much  heavier  load  than  that  for  which 
they  were  built,  but  also  the  fat  in  the  leg 
adds  to  the  burden  of  the  already  damaged 
local  circulation.  The  edematous  fatty  tis- 
sue provides  a nutrient  soil  for  infection, 
and  scarring  produces  further  devitalized 
and  indurated  tissue. 

The  difficulties  of  weight  reduction  are  all 
too  familiar  to  physicians  and  the  laity  alike, 
but  the  suppression  of  a Gargantuan  appe- 
tite frequently  is  necessary  before  any 
permanent  improvement  in  the  leg  can  be 
achieved. 

Summary 

1.  Satisfactory  treatment  of  the  post- 
phlebitic  leg  is  dependent  upon  the  conscien- 
tious cooperation  of  the  patient.  He  must 
learn  to  live  with  his  legs  by  observing 
periods  of  rest  and  elevation  at  the  earliest 
sign  of  edema,  and  he  must  avoid  prolonged 
periods  of  standing  quietly.  Obesity  should 
be  avoided  or  corrected. 

2.  External  compression  is  usually  neces- 
sary to  control  edema  in  the  ambulant  pa- 
tient. One  or  a combination  of  several 
methods  may  be  used,  to  supplement  but  not 
replace  the  above. 

3.  Incompetent  superficial  veins  should  be 
corrected  surgically,  preferably  by  stripping. 
Ligation  of  the  deep  veins  is  believed  to  be 
a dangerous  practice. 


4.  Other  surgical  procedures  are  of  value 
in  selected  cases  but  should  not  be  used  un- 
less specifically  indicated.  Lumbar  sympa- 
thectomy is  a valuable  aid  in  those  showing 
increased  sympathetic  tone.  Subfascial  li- 
gation is  of  value  in  those  with  multiple  in- 
competent perforating  veins  of  the  leg.  Skin 
grafting  of  ulcers  and  surrounding  indurated 
tissue  provide  quick  healing  and  less  scar- 
ring. All  of  these  surgical  measures  are  of 
great  benefit  when  used  wisely  but  cannot 
eliminate  the  precautions  and  limitations 
which  the  patient  must  observe. 
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Penicillin  Administered  Vaginally  and  Orally: 
C omparison  of  Plasma  Concentrations  and  Uri- 
nary Recoveries.  Rubin,  A.,  and  Boger,  W.  P. 
Am.  .1.  Obst.  & Gynec..  65:1057,  1953. 

The  administration  of  100,000  or  more  units  of 
penicillin  by  the  vaginal  route  can  produce  an 
assayable  penicillemia.  Similarly,  therapeutically 
effective  plasma  concentrations  can  be  obtained 
consistently  following  oral  administration  of  peni- 
cillin in  a dose  of  at  least  100,000  units,  and  there 
is  ample  justification  for  employing  this  route  of 
administration  for  systemic  therapy.  It  seemed 
purposeful  to  compare  in  the  same  subjects  and 
under  strict  experimental  conditions  the  plasma 
concentrations  and  urinary  recoveries  of  penicil- 
lin obtained  after  the  intravaginal  and  oral  ad- 
ministration of  the  antibiotic  agent.  Penicillin 
plasma  concentrations  following  vaginal  and  oral 


administration  of  200,000  units  of  penicillin  have 
been  compared  under  standardized  conditions. 
The  intravaginal  route  resulted  in  statistically 
significantly  higher  plasma  concentrations.  The 
average  urinary  recovery  of  penicillin  in  a 3 hour 
period  was  18.6''  7 of  the  oral  dose  and  31.4%  of 
the  vaginally  administered  dose.  Penicillin  ad- 
ministered vaginally  is  rapidly  absorbed  and  can 
produce  a penicillemia  that  is  adequate  for  the 
treatment  of  many  systemic  infections.  Vaginally 
administered  penicillin  should  be  regarded  as  both 
“local”  and  “systemic”  therapy  and  should  not  be 
employed  indiscriminately.  Failure  to  recognize 
the  significant  absorption  of  penicillin  from  the 
vagina  may  contribute  to  the  development  of 
penicillin  sensitivity  and  thus  deny  patients  the 
benefit  of  systemic  therapy  with  this  agent  at 
some  subsequent  time.  (Abstracted  by  Hamilton 
V.  Gayden,  M.D.,  Nashville.) 
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The  author  lays  down  some  simple  rules  on  the  sub/ect  of  the  evalua- 
tion of  the  patient  as  a surgical  risk. 

PREOPERATIVE  EVALUATION  FROM  THE  MEDICAL  VIEWPOINT 

WALTER  RUTLEDGE  MILLER,  M.D.,  Johnson  City,  Tenn. 


More  and  more,  especially  in  larger  medi- 
cal centers,  the  internist  is  being  called  upon 
by  the  surgeon  to  give  advice  in  the  pre- 
operative evaluation  of  patients  selected  for 
emergency  or  elective  procedures.  Such 
evaluation  is  not  always  simple.  It  is  the 
purpose  of  this  paper  to  point  out  conditions 
always  to  be  considered  in  a preoperative 
evaluation  and  to  discuss  some  problems  and 
misconceptions  in  such  studies. 

The  surgical  risk  is  estimated  by  adding 
the  operative  hazard  to  the  individual’s  per- 
sonal risk.  It  is  this  personal  risk  that  is 
the  primary  concern  of  the  medical  consult- 
ant. Statistics  in  the  literature,  while  inter- 
esting and  generally  significant,  are  not  al- 
ways pertinent.  It  must  be  remembered 
that  the  individual  patient  faces  his  own 
personal  risk  with  his  own  surgeon  and  not 
with  a collective  table  of  figures. 

The  age  of  the  patient  claims  less  consid- 
eration in  preoperative  evaluation  now  than 
it  did  twenty  years  ago.  This  is  due  largely 
to  better  anesthesia  and  postoperative  care. 
Surgical  risk  is  known  to  be  greatest  at  the 
extremes  of  life,  and  only  emergency  pro- 
cedures are  advisable  in  the  very  young  in- 
fant and  in  the  elderly,  feeble  individual. 
While  it  is  true  that  more  and  more  surgery 
is  being  performed  successfully  in  these  age 
groups  conservatism  is  a good  rule.  Certain 
congenital  abnormalities  in  the  infant  may 
require  life-saving  surgery,  but  if  possible 
action  should  be  delayed  until  nutrition  is 
adequate  and  bodily  functions  begin  to  stabi- 
lize. Again,  in  the  aged  emergency  surgery 
is  sometimes  essential,  but  the  simplest  pro- 
cedure possible  should  be  performed.  For 
example,  a simple  mastectomy  with  radia- 
tion therapy  might  be  preferable  to  radical 
removal,  or  a cystotomy  instead  of  a prosta- 
tectomy. The  old  adage,  “If  the  procedure 
proposed  offers  greater  hazard  than  the  dis- 
ease, operation  is  illogical,”  still  applies. 

Rather  than  discuss  the  problem  of  preop- 
erative evaluation  in  a general  way,  this 
subject  will  be  approached  by  considering 


the  various  conditions  with  which  the  pa- 
tient might  be  affected. 

Diabetes  Mellitus:  Speaking  in  a rather 
general  way,  surgical  treatment  on  a dia- 
betic patient  offers  no  more  hazard  than  the 
same  treatment  on  a non-diabetic,  provided 
that  reasonable  care  is  taken  in  the  supervi- 
sion of  such  patients  in  regard  to  their 
diabetes. 

The  primary  aim  of  diabetic  therapy  in 
such  patients  is  the  prevention  of  hypogly- 
cemia or  ketosis.  No  attempt  is  made  to 
keep  the  blood  sugar  within  strictly  normal 
limits.  Most  endocrinologists  favor  keeping 
blood  sugar  levels  somewhat  above  normal 
and  will  accept  150  to  200  milligrams  per 
cent  as  very  satisfactory  just  before  and  for 
a few  days  following  surgery.  Again,  gen- 
erally speaking,  the  internist  is  less  con- 
cerned about  a diabetic  surgical  patient 
when  the  urine  shows  small  amounts  of 
sugar,  since  in  such  cases  he  can  be  reason- 
ably certain  that  the  patient  is  in  no  immedi- 
ate danger  of  insulin  reaction  or  acidosis. 

The  diabetic  patient  receiving  moderate 
or  large  amounts  of  insulin  should  receive 
one  half  his  total  dose  in  the  form  of  a long- 
acting  insulin  in  the  morning  on  the  day  of 
operation.  He  should  further  receive  from 
ten  to  twenty-five  units  of  regular  insulin 
with  each  fifty  grams  of  carbohydrate  given, 
either  intravenously  or  by  mouth.  Such  a 
program  should  be  continued  until  the  pa- 
tient is  able  to  take  and  retain  his  usual 
nourishment  orally.  A mild  diabetic  may 
do  very  well  during  surgery  with  no  special 
preparations  and  no  insulin.  However,  even 
in  the  mild  cases  it  is  wise  to  use  small  doses 
of  a long-acting  insulin  before  surgery. 
Juvenile  diabetics,  or  the  “brittle”  type,  de- 
mand individualized  consideration  and  cer- 
tainly no  set  rules  can  be  proposed  for  these 
unfortunate  individuals. 

Heart  Disease:  Usually  the  patient’s  cardi- 
ac status  is  of  prime  concern  to  the  surgeon 
and  the  internist  is  asked  more  often  for 
cardiac  evaluation  than  for  any  other.  At 
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present  there  are  very  few,  if  any,  reliable 
clinical  tests  which  are  useful  in  quanitative- 
lv  evaluating  the  degree  of  cardiac  reserve 
or  disability  in  a particular  patient.  The 
most  accurate  method  still  remains  a careful 
and  intelligent  evaluation  of  the  patient’s 
history  combined  with  a thorough  physical 
examination. 

There  are  only  a few  situations  in  which 
cardiac  patients  are  really  poor  surgical 
risks.  These  are,  of  course,  the  patient  with 
frank  congestive  failure,  the  patient  with 
a recent  myocardial  infarction  and  the  pa- 
tient with  angina  pectoris  of  increasing 
severity  in  the  past.  Patients  with  aortic 
stenosis  notoriously  die  suddenly,  sometimes 
as  a result  of  a relatively  minor  surgical  pro- 
cedure, and  this  should  always  be  recalled  in 
patients  with  such  disease. 

The  habit  of  taking  electrocardiograms 
routinely  in  preoperative  patients  may 
create  more  problems  than  it  solves.  This  is 
especially  true  in  older  people,  where  the 
electrocardiograms  may  show  non-specific 
T-wave  changes  or  bundle  branch  block. 
When  asked  if  changes  of  this  sort  contrain- 
dicate surgery,  Johnston1  says  “no,”  provid- 
ed the  history,  physical  findings  and  routine 
studies  suggest  no  serious  cardiac  condition, 
particularly  that  of  recent  progressive  diffi- 
culty. Electrocardiograms  may  occasional- 
ly help  when  there  are  clinical  doubts  about 
the  existence  or  nature  of  some  cardiac  ar- 
rhythmia. They  are  particularly  helpful  if 
clinical  findings  suggest  a serious  cardiac 
situation,  particularly  a recent  progressive 
difficulty  such  as  a recent  myocardial  infarc- 
tion. 

It  has  not  been  proven  that  patients  with 
either  hypertension  or  rheumatic  heart  dis- 
ease are  exceptionally  poor  risks  unless  such 
patients  are  showing  signs  of  failure  or  one 
of  the  other  conditions  mentioned  previous- 
ly. 

Kidney  Disease.  Contrary  to  popular  be- 
lief. patients  with  renal  dysfunction  are  not 
necessarily  poor  risks.  Papper-  has  made 
an  excellent  report  on  the  effects  of  anes- 
thesia on  renal  function  and  has  shown  that, 
while  various  kidney  changes  may  occur 
during  operation,  these  are  the  results  of 
anesthesia  and  not  the  surgical  procedures. 
This,  of  course,  is  true  provided  shock  and 


hemorrhage  are  not  present.  Prolonged  and 
very  deep  anesthesia  may  affect  the  renal 
tubules  so  that  they  are  unable  to  manage  in- 
creased water  and  salt  loads  in  postopera- 
tive parenteral  fluid  treatment. 

Obesity.  Marked  obesity  presents  a defi- 
nite problem  both  to  the  surgeon,  from  a 
technical  standpoint,  and  to  the  patient, 
usually  from  anesthetic  intolerance  and 
from  postoperative  complications.  Elective 
surgery  should  usually  be  postponed  until 
the  patient’s  weight  is  nearer  normal  limits. 
As  it  takes  more  and  greater  concentrations 
of  anethesia  to  induce  the  patient  overdose  is 
possible.  Postoperative  complications  in- 
clude such  conditions  as  thromboplebitis  and 
stasis  pneumonia. 

Pregnancy.  Only  emergency  surgery 
should  be  done  in  these  patients,  making  the 
procedure  as  brief  as  possible.  Elective 
surgery  is  well  avoided.  Although  the  grav- 
id uterus  has  been  shown  to  withstand  con- 
siderable trauma  from  handling  in  abdomi- 
nal operations  and  without  ill  effect  to  the 
fetus,  such  situations  are  best  avoided. 

Malnutrition.  Patients  with  malnutrition 
and  general  cachexia  should  be  considered 
as  rather  poor  risks  and  all  surgery  should 
be  delayed,  if  possible,  until  dehydration, 
anemia,  hypoproteinemia  and  avitaminosis 
are  corrected. 

Psychoses.  Psychotic  patients  very  often 
require  heavy  preoperative  sedation.  There 
is  little  doubt  that  undue  sedation  in  any  pa- 
tient makes  the  risk  of  anesthesia  greater. 
Such  patients  should  also  be  carefully  eval- 
uated in  regard  to  their  nutritional  status 
as  they  are  very  often  neglectful  of  a proper 
dietary  intake.  An  even  greater  danger  in 
such  patients  may  come  in  the  postoperative 
phase  when  they  are  prone  to  be  restless 
and  may  even  go  berserk,  tearing  at  band- 
ages, fighting,  etc.  Good  nursing  care  in 
such  patients  is  essential. 

Alcoholism.  The  careful  history  of  an 
alcoholic’s  intake  and  dietary  habits  is  ad- 
visable. Special  attention  to  liver  function, 
nutritional  and  mental  status  is  also  advised. 
Alcoholics  frequently  take  anesthesia  very 
poorly  and  are  prone  to  have  atypical  reac- 
tions to  many  drugs. 

The  internist  is  often  asked  about  preop- 
erative medication  and  the  choice  of  anes- 
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thetic  agents  and  this  is  a subject  which 
could  fill  volumes  and  still  not  be  satisfac- 
torily answered  for  any  individual  situation. 
No  attempt  will  be  made  here  to  answer  such 
questions.  It  might  be  well  to  report  that 
many  authorities  in  the  fields  of  surgery  and 
anesthesiology  are  being  more  and  more 
cautious  and  sparing  in  their  use  of  preop- 
erative medications.  While  such  commonly 
used  medications  as  atropine  and  the  vari- 
ous sedatives  and  hypnotics  are  ordinarly 
safe  when  used  alone,  there  is  no  assurance 
as  to  their  reaction  when  used  in  combina- 
tion with  other  drugs  plus  various  anesthetic 
agents.  In  fact,  it  is  highly  possible  that 
some  of  our  operative  deaths  and  so  called 
“cardiac  arrests”  are  due  to  over  medication. 
Again,  speaking  generally,  it  is  advisable  to 


use  as  few  and  as  little  preoperative  medica- 
tion as  possible. 

Summary 

A brief  general  discussion  of  the  evalua- 
tion of  preoperative  patients  is  presented. 
Two  major  points  are  made:  (1)  A careful 
history  and  physical  examination  with  rou- 
tine blood  and  urine  studies  are  more  reli- 
able than  any  complicated  laboratory  studies 
in  evaluating  the  surgical  risk  and,  (2)  each 
patient  presents  an  individual  problem  and 
the  risk  cannot  be  calculated  by  referring 
to  an  accumulation  of  tables  and  figures. 
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Thoracico-abdominal  Ectopia  Cordis.  Major.  J.  W. 

J.  Thoracic  Surg.,  26:309,  1953. 

Ectopia  cordis  is  a rare  congenital  anomaly  in 
which  the  heart  lies  partially  or  completely  out- 
side the  mediastinum.  Ectopia  cordis  may  be 
classified  into  four  groups  cervical,  thoracic,  ab- 
dominal, and  thoracico-abdominal.  None  of  the 
first  three  groups  have  been  successfully  treated 
surgically.  Five  patients  have  been  operated  upon 
for  correction  of  the  thoracico-abdominal  type, 
two  with  apparent  success.  One  of  the  surviving 
patients  was  treated  by  the  author  and  is  reported 
in  detail. 

In  thoracico-abdominal  ectopia  cordis  three  de- 
velopmental defects  are  present  in  almost  all  cases, 
— (1)  partial  absence  of,  or  cleft  of  the  sternum, 
(2)  diaphragmatic  defect,  (3)  midline  abdominal 
defect  of  diastasis  recti  or  omphalocele  type.  The 
heart  is  partially  displaced  into  the  defect  together 
with  varying  amounts  of  abdominal  viscera.  Other 
congenital  anomalies  may  be  present  and  may  in- 
fluence the  survival  of  the  infant.  The  problem 
is  to  correct  any  deformity  which  is  incompatible 
with  life.  A suitable  covering  must  be  obtained 


for  the  heart  and  abdominal  viscera  and  these 
viscera,  particularly  the  heart,  must  be  placed  so 
that  their  function  will  maintain  life. 

The  author’s  case  had  a thoi'acico-abdominal 
defect  covered  with  pericardium  about  one-third 
of  the  heart  protruded  above  the  level  of  the  tho- 
racic cage.  A circular  incision  was  made  about 
the  defect  and  carried  down  to  the  abdominal  and 
sternal  fascia;  after  the  heart  was  freed  up  it 
could  be  displaced  into  a V-shaped  defect  in  the 
anterior  portion  of  the  diaphragm  just  behind  the 
sternum.  This  change  in  the  position  of  the  heart 
did  not  interfere  with  its  function.  The  lower 
portion  of  the  thoracico-abdominal  defect  was 
closed  by  fascia  but  only  a skin  covering  for  the 
upper,  or  sternal,  portion  of  the  defect  could  be 
obtained. 

The  infant’s  postoperative  course  was  uncom- 
plicated and  subsequent  development  has  been 
entirely  normal.  The  cardiac  pulsations  are  visible 
and  palpable  in  the  region  of  the  small  sternal 
defect.  Electrocardiograms  and  chest  X-rays  made 
at  one  year  of  age  were  within  normal  limits. 
(Abstracted  for  the  Middle  Tennessee  Heart  Asso- 
ciation by  Walter  Dively,  M.D.,  Nashville,  Tenn.) 
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From  the  authors'  experience  it  seems  highly  probable  that  Milkers' 

Nodules  have  been  seen  on  numerous  occasions  by  Tennessee  physi- 
cians, but  may  not  have  been  recognized  for  what  they  are. 

MILKERS'  NODULES* 

S.  C.  GARRISON,  JR.,  M.D.,  and  CARL  E.  ADAMS,  M.D.,  Murfreesboro,  Tenn. 


This  is  a self-limiting  disease  character- 
ized by  a raised  nodular  skin  lesion  or  le- 
sions on  exposed  surfaces  occurring  in 
workers  milking  cows  infected  with  natural 
cowpox.  In  man  these  skin  lesions  and  the 
disease  syndrome  have  both  been  referred 
to  as  Milkers'  Nodules. 

The  object  of  this  report  is  to  record  the 
occurrence  of  milkers’  nodules  in  Middle 
Tennessee  and  to  emphasize  its  relationship 
to  an  endemic  focus  of  natural  cowpox  in 
milk  cows  in  this  area.  We  will  briefly  re- 
view fourteen  cases  of  milkers’  nodules 
which  we  have  seen  during  the  past  four 
years  and  also  note  the  occurrence  of  skin 
lesions  in  three  of  these  patients  at  the  site 
of  a calf  bite. 

Natural  Cowpox 

The  disease  referred  to  as  cowpox  con- 
sists of  at  least  two  different  entities.  Udell1 
refers  to  the  first  of  these  as  natural  cow- 
pox.  He  describes  natural  cowpox  in  this 
country  as  a common  endemic  disease  of 
cattle  seen  in  milk  cows  and  of  unknown 
etiology.  In  distinction  to  this  he  describes 
genuine  cowpox  or  vaccinia  as  a sporadic 
disease  in  cattle.  The  latter  occurs  rarely 
and  is  due  to  the  vaccinia  virus  contracted 
by  the  cow  from  vaccinated  attendants. 
Udell  does  not  believe  that  vaccinia  occurs 
naturally  in  cattle  in  this  country.  He 
states  that  the  differential  diagnosis  of  these 
two  diseases  in  cattle  bv  symptoms  alone  is 
difficult.  Nomland  and  McKee-  review  the 
epidemological  and  etiological  distinction 
between  these  two  diseases  in  more  detail. 

The  disease  milkers’  nodules  is  related 
to  natural  cowpox  and  has  no  relation  to 
vaccinia  or  genuine  cowpox. 

A disease  corresponding  to  Udell’s  de- 
scription of  natural  cowpox  occurs  common- 
ly in  cattle  in  this  region.  The  local  vet- 
erinarians see  it  frequently  and  describe  it 

From  The  Murfreesboro  Medical  Clinic,  Mur- 
freesboro, Tenn. 


as  a poorly  defined  disease  with  nodular, 
crusting  and  weeping  lesions  on  the  udders 
and  teats  of  milk  cows.  It  is  thought  to  be 
transmitted  from  cow  to  cow  by  the  hands 
of  the  milkers  and  by  the  milking  equip- 
ment. Its  course  runs  from  two  to  six 
weeks  in  the  cow.  The  lesions  heal  with 
little  scarring.  In  infected  herds  it  is  diffi- 
cult to  eradicate  the  disease,  especially  if 
sanitary  conditions  are  poor.  Relapses  or 
reinfections  seem  to  be  common. 

To  our  knowledge  this  disease  has  not 
been  described  in  this  locality  in  calves, 
bulls  or  in  beef  cattle. 

Occurrence  in  Man 

Nodular  lesions  on  the  skin  of  milkers 
who  were  handling  cows  with  eruptions  on 
their  udders  have  been  extensively  reported 
in  the  older  Europeon  literature.  These  le- 
sions were  referred  to  as  milkers’  nodules. 
They  were  first  reported  in  this  country  in 
1940  by  Becker1  who  described  four  cases 
and  reviewed  the  European  literature  in  de- 
tail. A total  of  twenty  patients  with  milk- 
ers’ nodules  are  found  reported  in  the  Amer- 
ican literature  from  Minnesota,  Wisconsin, 
Delaware,  Louisiana,  Illinois  and  in  other 
sections  of  New  England,  the  Mid-West  and 
the  South.  It  is  believed  that  this  disease 
in  man  is  much  more  widespread  and  more 
common  than  these  twenty  cases  would  in- 
dicate. 

Mode  and  Site  of  Infection.  The  disease 
is  apparently  spread  from  cow  to  man  by 
direct  contact.  The  lesion  may  appear  on 
any  exposed  surface.  It  usually  occurs  at 
the  site  of  a previous  break  in  the  skin. 
Lesions  occur  most  frequently  on  the  hand, 
though  they  have  also  been  described  on  the 
forearms,  face,  leg  and  neck.  In  our  expe- 
rience they  usually  occur  as  a single  lesion 
but  as  many  as  forty  have  been  reported. 
One  of  our  patients  had  two  lesions  and 
another  had  six. 

The  association  of  the  lesions  with  calf 
bites  in  three  patients  is  of  interest.  A 
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bieak  in  the  skin  due  to  any  form  of  trauma 
may  serve  as  a portal  of  entry  for  the  infec- 
tion. However,  as  the  calves  in  these  three 
herds  had  diarrhea  the  idea  is  suggested 
that  there  may  be  a systemic  infection  in 
the  calf  with  this  disease  and  the  infectious 
agent  may  be  transmitted  at  times  by  the 
saliva  of  the  calf. 

Clinical  Course.  All  the  patients  included 
in  this  report  had  been  milking  cows.  Some 
of  the  cows  in  the  herd  of  each  patient  had 
lesions  of  various  descriptions  on  their  ud- 
ders. In  many  of  our  cases  the  lesions  on 
the  udders  of  cows  were  healed  by  the  time 
the  patients  came  to  us.  The  incubation 
period  is  apparently  about  four  to  seven 
days.  One  of  our  patients  stated  that  ten 
days  elapsed  between  a calf  bite  and  the 
appearance  of  the  lesion.  Another  patient 
reported  a four  day  interval  between  a bite 
and  the  onset  of  the  lesion. 

The  lesion  usually  appears  first  as  a red 
macule.  A firm  papule  then  develops.  Its 
red  color  is  so  intense  that  the  patients  of- 
ten describe  it  as  resembling  a “blood  blis- 
ter” in  appearance.  The  nodule  develops 
over  a period  of  days  increasing  in  size  up 
to  1 or  1.5  cm.  in  diameter,  usually  with  a 
red  erythermatous  area  surrounding  it.  Tiny 
vesicles  are  seen  in  the  superficial  layers. 
The  center  may  be  slightly  depressed  giving 
an  umbilicated  appearance.  The  epidermis 
characteristically  remains  intact.  The  le- 
sion remains  three  to  six  weeks  then  heals 
without  scarring.  If  the  lesion  is  abraded 
it  exhibits  a red  raw  granulating  surface 
oozing  blood  and  serum.  It  may  then  be- 
come infected  and  ulcerated.  Lymphade- 
nopathy  is  uncommon  except  with  second- 
ary infection. 

Secondary  eruptions  have  been  reported. 
We  have  not  seen  these  in  our  cases.  These 
are  described  by  Sonck4  as  papular,  papulo- 
urticarial  and  papulo-vesicular  lesions  which 
appear  five  to  ten  days  following  onset  of  the 
initial  lesion.  He  believed  them  to  be  aller- 
gic in  nature.  He  described  few  generalized 
symptoms  with  these  secondary  eruptions. 

Only  a few  patients  we  have  seen  had  as- 
sociated their  skin  lesion  with  the  eruption 
on  their  cows.  Most  of  the  patients  com- 
plained of  a moderate  amount  of  tenderness, 
pain,  itching  and  burning  at  the  site  of  the 


lesion.  In  only  one  of  our  patients  have  these 
symptoms  been  severe.  Most  of  the  patients 
presented  themselves  to  us  because  they 
were  concerned  about  the  nature  of  the  le- 
sion rather  than  the  symptoms. 

Pathology 

The  micro-pathology  of  the  lesion  is  dis- 
tinctive. Sonck' describes  four  stages.  First, 
there  is  an  exudative  inflammatory  lesion  in 
the  papillary  layer.  Second,  considerable 
acanthosis  develops  with  elongated  delicate 
rete  pegs  and  with  numerous  mitotic  figures 
in  the  basal  layers.  Eosinophilic  inclusion 
bodies  have  been  reported  in  the  epidermal 
cells  during  the  early  stages.  Third,  a 
marked  parakeratosis  develops  with  inter- 
cellular and  intracellular  edema  in  the  mal- 
pighian  layer  and  with  multilocular  vesicles 
and  marked  reticular  degeneration.  In  the 
dermis  there  is  first  marked  hyperemia  and 
dilitation  of  vessels  and  later  there  develops 
a marked  perivascular  infiltration  with 
lymphocytes,  histiocytes  and  polymorpho- 
nuclear cells.  Marked  proliferation  of  the 
capillaries  occurs.  The  fourth  stage  is  one 
of  regression.  Biopsy  in  three  of  our  cases 
showed  typical  histological  changes.  We 
have  been  impressed  by  the  marked  capil- 
lary proliferation  which  accounts  for  the 
blood  red  color  of  the  lesion  and  with  the 
poor  staining  quality  of  the  epithelial  cells 
in  the  lesions  which  we  have  biopsied.  We 
have  not  seen  the  eosinophilic  inclusion 
bodies  in  the  sections  we  have  studied.  (See 
Fig.  3.) 

Etiology 

The  disease  is  apparently  caused  by  a 
virus.  Attempts  to  isolate  a bacterial  agent 
have  been  reported  as  unsuccessful.  That 
eosinophilic  inclusion  bodies  have  been 
found  in  the  epithelial  cells  has  been  men- 
tioned. Puntigum  and  Orth'1  using  the  elec- 
tron microscope  reported  the  finding  of 
virus-like  corpuscles  in  the  skin  lesions. 
These  differed  in  size  and  shape  from  those 
of  vaccinia  virus.  Nomland  and  McKee- 
reported  unsuccessful  attempts  to  isolate  a 
virus  by  chick  embryo  culture  from  two  of 
their  cases.  Attempts  to  isolate  a virus 
from  the  lesions  of  two  of  our  patients  are 
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now  underway  at  the  National  Institute  of 
Health.! 

Relation  to  the  Pox  Diseases 

Patients  who  have  been  successfully  vac- 
cinated may  later  develop  milkers’  nodules. 
Becker  and  others  have  reported  successful 
vaccinations  in  patients  who  have  recovered 
from  this  infection.  This  indicates  a lack  of 
cross  immunity.  Becker  also  noted  that  a 
negative  Paul’s  test  is  obtained  with  mate- 
rial from  the  lesion  of  milkers’  nodule  in 
contrast  to  the  result  with  material  from  a 
lesion  of  vaccinia.  Most  of  the  pox  diseases 
including  smallpox,  sheep-pox,  fowl-pox  and 
swine-pox  are  apparently  species  specific. 
In  contrast  to  this  vaccinia  can  be  transmit- 
ted to  a number  of  animals.  Natural  cow- 
pox  seems  to  be  species  specific  for  cattle 
with  the  exception  only  of  man.  We  are 
unable  to  find  reference  of  transfer  of  this 
disease  to  other  animals. 

Differential  Diagnosis 

Milkers’  nodules  in  appearance  may  be 
confused  with  a pyogenic  granuloma,  in- 
fected wart,  basal  cell  carcinoma,  beryllium 
granuloma  or  non-pigmented  malignant 
melanoma.  However  the  occupational  na- 
ture of  the  disease,  the  typical  appearance 
of  the  lesion  when  one  is  acquainted  with  it, 
the  duration  of  the  lesion,  and  the  histo- 
pathological  features  make  the  diagnosis 
easy.  The  solid  papular  and  nodular  nature 
of  milkers’  nodules  aid  in  differentiating  it 
from  vaccinia  which  is  a vesicular  or  pustu- 
lar lesion. 

% 


Fig.  1.  Patient  No.  11.  Lesion  developed  at  site 
of  abrasion  by  a calf  bite. 

tHabel,  Carl,  M.D.,  Chief,  Laboratory  of  Infec- 
tious Diseases,  National  Microbiological  Institute, 
National  Institutes  of  Health,  Bethesda,  Md. 


Treatment 

There  is  no  specific  treatment.  We  have 
attempted  only  to  minimize  secondary  in- 
fection and  relieve  pain. 

Case  Reports 

Case  No.  11.  B.S.  was  first  seen  July  9,  1953. 
He  had  a typical  red  nodule  1.3  cm.  in  diameter 
on  the  right  fourth  finger  with  a narrow  zone  of 
erythema  surrounding  it.  (Fig.  1.)  There  was 
no  lymphadenopathy.  He  stated  that  the  lesion 
had  been  present  6 weeks  and  had  developed  at 
the  site  of  an  abrasion  by  a calf’s  tooth.  He  was 
not  certain  as  to  the  interval  between  the  abrasion 
and  the  onset  of  the  lesion.  He  had  noted  no 
unusual  lesions  on  the  cows  while  he  was  milking, 
stating  that  only  briar  scratches  were  present  and 
that  there  was  some  dry  scaling  “like  dandruff.” 
The  calf  which  abraded  his  fingers  had  had  no 
apparent  illness  but  other  calves  which  he  tended 
had  diarrhea.  He  had  been  successfully  vacci- 
nated for  smallpox  22  years  previously.  Biopsy 
studies  showed  the  typical  histological  appearance 
as  already  described.  The  lesion  was  almost 
healed  when  he  was  last  seen  July  21. 

Case  No.  12.  R.S.  was  a 48  year  old  man  seen 
on  July  10,  1953.  He  was  milking  cows,  one  of 
which  had  several  nodular  lesions  on  the  udder. 
He  had  been  bitten  on  the  right  hand  at  the  base 
of  the  fifth  finger  by  a sucking  calf  about  two 
weeks  previously.  This  calf  was  ill  with  a di- 
arrheal disease.  The  calf  bite  healed  and  then 
about  one  week  before  coming  to  us  a typical 
nodular  lesion  appeared  at  the  site  of  the  bite. 
There  was  little  pain  or  tenderness  and  no  lym- 
phadenopathy. The  patient  presented  himself  re- 
questing an  injection  of  tetanus  antitoxin.  When 
last  seen  two  days  later  the  nodule  had  the  same 
appearance  and  no  new  symptoms  had  developed. 

Case  No.  13.  D.  M.  This  40  year  old  white 
woman  was  first  seen  July  13,  1953.  Ten  days 
previously  while  milking  she  was  bitten  on  the 
right  fourth  finger  by  a sucking  calf.  Four  days 
later  she  noted  a red  spot  at  the  laceration  which 
became  tender.  A red  nodule  then  developed  in 
the  area  and  increased  in  size  up  to  about  1 cm.  in 
diameter.  Three  days  later  a second  red  area 


Fig.  2.  Patient  No.  13.  Larger  lesion  developed 
at  site  of  calf  bite  four  days  before  onset. 
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developed  about  2 cm.  distal  to  the  first  and  a 
second  nodule  developed  increasing  in  size  up  to 

0.75  cm.  in  diameter.  When  seen  by  us  both 
lesions  were  bright  reddish  pink  in  color  and  tiny 
intra-epidermal  vesicles  were  visible.  (Fig.  2.) 
There  was  no  lymphadenopathy.  One  cow  which 
she  had  milked  had  a few  scaling  crusted  lesions 


on  two  teats.  No  nodules  were  present  on  any  of 
her  cows.  All  three  calves  which  she  tended  were 
ill  with  a diarrhea.  A biopsy  was  taken  from  the 
lai'ger  lesion  on  her  finger.  The  wound  was 
dressed  with  aureomycin  ointment.  She  com- 
plained of  considerable  pain.  She  was  last  seen 
July  21,  and  the  lesion  had  not  completely  healed. 


Table  I 

Summary  of  Cases 


Case 

Date 

Prior 

Number 

Lymphad- 

Remarks 

Injury 

Site  of 
Lesion 

enopathy 

1.  H.  W. 

1-25-50 

None 

1 

Finger 

None 

Appearance,  typical 

2.  B.  P. 

7-24-50 

Scratch 

6 

Hand  and 
Finger 

None 

Appearance,  typical 

3.  E.  S. 

4-1-51 

None 

1 

Finger 

None 

Appearance,  typical 

4.  F.  G. 

3-7-52 

None 

1 

Finger 

None 

Appearance,  typical3’ 

5.  J.  H. 

3-29-52 

None 

1 

Hand 

None 

Appearance,  typical 

6.  L.  R. 

4-9-52 

None 

1 

Finger 

None 

Appearance,  typical 

7.  P.  E. 

4-7-53 

Cut  (barb-wire) 

1 

Palm 

Axillary 

Appearance,  typical 

8.  W.  O. 

4-20-53 

None 

1 

Wrist 

Epitrochlear 

Appearance,  typical 

9.  R.  T. 

5-30-53 

Cut 

1 

Hand 

None 

See  Figure  4 

10.  E.  S. 

6-1-53 

Cut 

1 

Hand 

None 

Appearance,  typical 

11.  B.  S. 

7-9-53 

Calf-bite 

1 

Finger 

None 

See  Figure  1 
(Biopsy,  typical) 

12.  R.  S. 

7-10-53 

Calf-bite 

1 

Hand 

None 

Appearance,  typical 

13.  D.  M. 

7-13-53 

Calf-bite 

2 

Finger 

None 

See  Figure  2 
(Biopsy,  typical) 

14.  B.  B. 

8-1-53 

Cut  (saw) 

1 

Finger 

None 

Appearance,  typical 

"Figure  3. 

Fig.  3.  Patient  No.  4.  Biopsy  X220.  Note  the 
thick  layer  of  keratin,  the  hyperkeratosis  and  the 
hydropic  degeneration,  the  vascular  channels  in 
the  dermis  and  the  poor  delineation  between  the 
epidermis  and  the  dermis. 


Fig.  4.  Patient  No.  9. 
site  of  a cut. 


Typical  early  lesion  at  the 


Summary  and  Conclusion 

1.  Milkers’  nodules,  cutaneous  manifesta- 
tions in  man  of  the  infectious  disease  nat- 
ural cowpox  of  cattle,  are  reported  from 
Middle  Tennessee.  This  is  apparently  a 
widespread  disease  in  this  area. 

2.  Fourteen  cases  have  been  encountered. 
Three  of  these  were  related  to  the  bite  of  a 
calf. 

3.  Recognition  of  the  disease  depends  only 
on  familiarity  with  its  natural  history. 

4.  Much  work  remains  to  be  done  regard- 
ing isolation  and  study  of  the  probable  viral 
agent.  The  possibility  of  the  disease  occur- 
ring in  calves,  with  diarrhea  as  a symptom, 
seems  worthy  of  investigation. 
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Nashville  General  Hospital* 

This  45  year  old  colored  woman  was  admitted  to 
the  hospital  on  December  12,  1947,  complaining 
of  a mass  in  the  upper  left  abdomen.  She  died 
four  days  after  her  discharge  on  February  22,  1948. 

The  patient  was  first  admitted  in  July,  1941,  with 
a diagnosis  of  myomata  uteri  and  treated  with 
panhvstero-  salpingo  - ooporectomy.  Pathological 

diagnosis  was  multiple  leiomyomata  of  uterus, 
endometrial  polyp,  chronic  bilateral  salpingitis, 
chronic  endocervicitis,  and  lutean  cysts  of  the 
ovaries. 

She  was  next  seen  6 years  later,  on  September 
1,  1947,  with  complaints  of  anorexia,  malaise,  and 
intermittent  aching  pain  in  the  left  upper  abdomen 
of  about  4 weeks  duration.  There  were  also  com- 
plaints of  epigastric  distention,  eructations,  and  a 
loss  of  20  pounds.  Examination  was  not  remark- 
able except  for  a mass  in  the  left  upper  abdominal 
thought  by  the  examiner  to  be  the  spleen.  After 
some  diagnostic  studies  (see  below)  she  was 
treated  with  supportives  and  blood  transfusions 
and  discharged  on  September  16  symptomatically 
improved. 

Interval  and  Final  Admission:  Following  her 
discharge  she  did  fairly  well  for  a couple  of  weeks 
but  soon  had  a recurrence  of  her  original  com- 
plaints, though  the  pain  in  the  left  upper  quadrant 
was  not  as  severe.  About  1 month  later  she  began 
having  severe  night  sweats  necessitating  changing 
the  bed  at  times  twice  nightly.  She  had  no  re- 
spiratory complaints.  About  3 weeks  before  her 
final  admission  on  December  12  she  began  to  have 
severe  aching  pain  in  the  area  of  the  mass  in  the 
abdomen.  Past  history  was  not  remarkable.  Sys- 
tem review  was  negative  except  for  intolerance  to 
“greasy”  foods.  There  was  no  known  contact  with 
illnesses,  and  no  family  history  of  tuberculosis, 
cancer,  blood  dyscrasias,  or  other  so-called  fa- 
milial illnesses. 

Physical  Examination:  T.  101;  P.  108;  BP  134/ 
86.  R.  24.  The  patient  was  emaciated  and  ap- 
peared chronically  ill.  Mucous  membranes  ap- 
peared pale.  Chest  was  symmetrical  without  re- 
spiratory lag;  over  the  right  scapular  area  there 
were  reduced  breath  sounds  but  no  rales.  The 
abdomen  was  somewhat  distended;  in  the  left  up- 
per quadrant  was  a firm  slightly  tender  mass  with 
indistinct  boundaries  but  extending  across  the 
midline  and  to  below  the  umbilicus.  The  exam- 
iner felt  that  the  mass  was  spleen.  The  remainder 
of  the  examination  was  not  remarkable  except  for 
moderately  enlarged,  non-tender  adenopathy  of 
the  anterior  cervical  chain  on  the  right  and  the 
axillary  group  on  the  left. 


From  the  Departments  of  Medicine  and  Pathol- 
ogy, Nashville  General  Hospital,  Nashville,  Tenn. 


Laboratory  Studies.  First  admission,  September 

I,  1947. 

Blood:  RBC  4,000,000;  Hgb.  11.5  Gm.;  WBC 

II, 600;  Differential — 65%  polys.,  34%  lymph,  2%, 
smudges;  PCV  (after  500  cc.  whole  blood)  44%. 

Urine:  Sp.  gr.  1.020,  Alb.  neg.,  Sug.  neg.,  micro, 
neg. 

Stool:  No  ova  or  parasites  seen. 

Serology:  Kahn  neg.,  Widal  neg.,  agglutination 
for  para.  A.  neg.,  para  B.  neg.,  OX-19  neg.,  bru- 
cella, neg.,  tuleremia  neg.,  heterophile  neg. 

Other:  Erythrocyte  fragility  normal;  sed.  rate 
46  mm/hr. 

X-ray:  August  31,  1947.  Chest — “Little  haziness 
in  the  left  lower  and  considerable  increased  bron- 
ehovascular  shadows  suggestive  of  virus  pneumo- 
nia. Plain  Film  of  Abdomen:  The  spleen  appears 
enlarged,  otherwise  not  remarkable.  Barium  en- 
ema: Not  remarkable  except  for  some  “smooth- 
ness.” 

Laboratory  Studies  of  Last  Admission: 

Blood:  RBC  3,370,000;  Hgb.  9 Gm.;  WBC  13,150; 
differential — 88%  polys.,  12%  lymphs.;  PCV  32%; 
sed.  rate  (corrected)  6 mm. 

Urine:  Sp.  gr.  1.026,  Alb.  and  Sug.  neg.,  micro, 
neg. 

Stool:  No  ova  and  parasites  seen;  neg.  for  occult 
blood. 

Serology:  Kahn  neg.;  agglutinations  negative  as 
before. 

Other:  Total  serum  protein — 5.5  Gm.  with  alb. 
3.8  and  glob.  1.7.  Malaria  smears  (two  speci- 
mens)— neg.  Blood  culture— -neg.  O.  T.  Skin  test 
(1:10,000) — neg.  Second  strength  was  not  done. 

Sputum— Negative  for  acid  fast  organism  (two 
specimens). 

X-Ray:  December  15.  Chest — “Increased  infil- 
tration in  the  right  lower  lobe.  No  evidence  of 
active  T.  B.”  January  17,  1948 — Chest — as  before. 
GI  series — negative. 

The  patient  had  a gradual  downhill  course 
throughout  her  hospital  stay.  The  picture  was 
characterized  by  low  grade  fever  (100  to  101°) 
with  a tendency  to  a daily  spike  up  to  101  ; there 
was  progressive  wasting  and  malaise. 

She  received  numerous  transfusions  (14  units), 
with  some  symptomatic  improvement  following 
transfusion.  On  one  occasion  it  was  noted  that 
“the  patient  would  not  cross  match  with  the  blood 
in  the  blood  bank  at  the  time  and  also  clumped 
her  own  cells  when  set  up  with  her  own  serum.” 
Subsequently  she  was  satisfactorily  cross-matched 
and  transfused.  She  was  tried  on  quinine  without 
response  and  sulfonamides  without  response.  Fol- 
lowing this  she  was  treated  with  supportives  and 
symptomatic  care.  The  course  continued  down- 
hill. It  was  noted  that  she  had  developed  some 
peritoneal  fluid  during  the  last  weeks,  and  the 
mass  which  all  observers  felt  to  be  spleen  re- 
mained about  the  same.  Five  days  before  her 
death  the  patient  requested  to  be  dismissed  home 
and  such  was  granted  by  her  private  physician. 
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She  apparently  died  suddenly  at  home.  A partial 
post-mortem  examination  was  granted. 

DR.  ORRIE  COUCH:  The  patient  was  a 
45  year  old  colored  woman  who  6 years  be- 
fore this  admission  had  had  chronic  salpin- 
gitis. Her  presenting  symptoms  of  the  pres- 
ent illness  were  eruction,  anorexia,  malaise, 
distension,  weight  loss  and  abdominal  pains. 
On  her  first  admission  the  chief  finding  was 
an  enlarged  spleen.  Significant  laboratory 
findings  at  the  time  of  the  first  admission 
were  a hemoglobin  of  11  Gm.,  a white  count 
of  11,600  with  a differential  showing  pre- 
dominantly polymorphonuclear  cells.  The 
urine,  stools,  and  agglutinations  for  the  fe- 
brile diseases  were  negative. 

(Unfortunately  the  films  were  not  avail- 
able for  presentation.  Dr.  John  Beveridge 
stated  that  the  finding  of  an  enlarged  spleen 
on  a plain  film  of  the  abdomen  was  probably 
very  accurate.  Usually  masses  in  the  left 
upper  quadrant  do  not  have  the  configura- 
tion of  the  spleen  and  thus  this  finding  is  of 
significance.  He  thought  that  the  smooth- 
ness reported  on  the  barium  enema  was  not 
significant.) 

The  patient  was  admitted  for  the  last 
time  with  essentially  the  same  complaints 
as  her  previous  admission  three  months 
earlier  but  with  the  additional  ones  of  night 
sweats  and  intolerance  to  greasy  foods. 

The  physical  examination  had  changed 
considerably.  There  was  now  a fever  and 
the  patient  appeared  emaciated.  Examina- 
tion of  the  lungs  showed  reduced  breath 
sounds  in  the  right  scapular  area.  The  spleen 
was  described  as  a firm,  slightly  tender  mass 
with  indistinct  boundaries  but  extending 
across  the  mid-line  and  interiorly  to  below 
the  umbilicus.  A new  finding  was  present, 
the  adenopathy  of  the  anterior  cervical 
chain  on  the  right  and  the  axillary  group  on 
the  left.  These  nodes  were  moderately  en- 
larged and  not  tender.  The  laboratory  tells 
us  that  the  anemia  had  become  more 
marked.  The  white  count  remained  elevat- 
ed with  polymorphonuclear  cells  still  pre- 
dominating. The  sedimentation  rate  at  this 
time  was  reported  as  being  6.  The  total 
serum  proteins  were  5.5  grams  with  an 
albumin  of  3.8  and  globulin  of  1.7.  Malaria 
smears  were  negative.  A blood  culture  was 
negative.  The  first  strength  tuberculin  test 


was  negative;  a second  strength  test  was  not 
done.  Two  sputum  specimens  were  negative 
on  direct  smear  for  acid  fast  organisms. 

(Dr.  John  Beveridge  commented  on  the 
new  chest  X-rays  and  on  the  G.I.  series.  He 
stated  it  would  be  injudicious  to  rule  out 
tuberculosis  on  basis  of  the  film  in  that  the 
findings  suggested  a chronic  process  though 
little  change  within  a month  was  seen.) 

During  her  hospital  stay  the  patient  had 
fever  up  to  101  degrees.  On  one  occasion 
the  patient  could  not  be  cross  matched  with 
blood  in  the  bank  and  at  the  same  time  she 
also  clumped  her  own  cells.  It  is  stated 
that  during  the  last  week  she  developed 
some  peritoneal  fluid.  She  died  suddenly  at 
home. 

(The  following  diseases  were  suggested 
by  the  audience  as  possibilities  for  inclusion 
in  the  differential  diagnosis:  Histoplasmosis, 
Hodgkins  disease,  tuberculosis,  subacute 
bacterial  endocarditis,  leukemia,  collagen 
disease,  cirrhosis,  syphilis,  sarcoid,  malaria, 
abdominal  actinomycosis,  lymphosarcoma, 
typhoid,  sickle  cell  anemia,  undulant  fever 
and  primary  tumor  of  the  spleen. 

DR.  COUCH:  Before  starting  the  differ- 
ential diagnosis  some  generalization  can  be 
made.  One  has  to  assume  that  the  mass  in 
the  left  upper  quadrant  as  spleen  is  actually 
spleen.  If  this  were  not  the  case  it  would  be 
impossible  to  arrive  at  any  diagnosis.  Many 
upper  abdominal  masses  can  be  confused 
with  the  spleen, — -such  as  tumors  of  the  pan- 
creas, colon,  stomach,  suprarenal  glands,  or 
of  the  left  kidney,  inflammatory  masses  as 
matted  intestines  in  tuberculous  peritonitis 
or  as  in  abdominal  actinomycosis.  Hydro- 
nephrosis and  perirenal  inflammatory 
masses  might  be  confused  with  an  enlarged 
spleen.  Although  the  wording  of  the  pro- 
tocol would  make  one  question  whether  this 
mass  was  spleen,  one  has  to  accept  the  opin- 
ion of  those  who  actually  felt  the  patient’s 
abdomen,  especially  since  this  opinion  is 
supported  by  X-ray  evidence. 

The  cause  of  this  patient’s  anemia  war- 
rants speculation.  On  one  occasion  there 
was  auto-agglutination;  at  this  time  it  was 
impossible  to  cross  match  the  patient  with 
any  blood  in  the  blood  bank.  These  phenom- 
ena in  association  with  an  enlarged  spleen 
makes  one  wonder  if  the  patient’s  anemia 
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was  of  a hemolytic  type,  secondary  to  hyper- 
splenism.  Against  this  is  a normal  erythro- 
cyte fragility.  This  is  certainly  not  enough 
evidence  to  exclude  hemolysis  as  a cause  of 
the  anemia.  To  do  this  one  would  have  to 
have  determinations  of  the  serum  bilirubin, 
reticulocyte  counts  and  quantitative  deter- 
minations of  the  fecal  urobilinogen.  Since 
these  laboratory  data  are  not  available  to 
us,  hemolysis  cannot  be  excluded  and  I am 
inclined  to  believe  that  the  anemia  is  sec- 
ondary to  hvpersplenism  rather  than  being 
of  myelophthisic  variety.  In  this  connection 
another  finding  is  of  interest.  The  sedi- 
mentation rate  was  elevated  early  in  this 
illness.  Later  it  was  normal.  One  wonders 
if  some  mechanisms  associated  with  the 
hvpersplenism  could  interfere  with  rou- 
leaux formation  and  cause  falsely  normal 
sedimentation  rate. 

The  question  of  the  etiology  of  the  abnor- 
mal fluid  deserves  mention.  Although  this 
patient  was  emaciated,  the  serum  protein 
and  the  albumin  globulin  levels  were  such 
that  the  abdominal  fluid  probably  was  not 
on  a nutritional  basis  especially  without  evi- 
dence of  edema  elsewhere.  The  abdominal 
fluid  therefore  was  due  to  some  process 
within  the  abdominal  cavity. 

Another  question  is  whether  the  salpin- 
gitis 6 years  before  her  present  illness  was 
due  to  a specific  organism  such  as  the  tu- 
bercle bacillus.  No  information  is  given  in 
the  protocol  regarding  this  point. 

The  general  problem  in  this  patient  in- 
volves the  differential  diagnosis  in  a disease 
characterized  by  splenomegaly,  fever, 
lymph  node  enlargement  and  abdominal 
fluid. 

Sickle  cell  anemia  although  it  might  ex- 
plain the  anemia,  seems  unlikely  in  the  ab- 
sence of  a family  history,  the  absence  of  the 
abdominal  and  joint  pains,  ulcers  which  so 
frequently  occur  in  the  pre-tibial  region, 
and  because  the  spleen  in  sickle  cell  anemia 
is  usually  only  slightly  enlarged  if  at  all. 

Abdominal  actinomycosis  usually  in- 
volves the  right  side  of  the  colon  but  can  be 
located  anywhere.  It  might  well  produce 
the  clinical  picture  but  would  not  explain 
the  nodes  and  assuming  the  mass  in  the  left 
upper  quadrant  is  spleen,  would  not  explain 
this. 


Malaria  is  unlikely  for  several  reasons. 
Although  spleens  of  this  size  are  seen  in 
malaria,  they  are  present  in  natives  of  high- 
ly endemic  areas  who  have  repeated  infec- 
tions. To  be  this  ill  the  patient  would  have 
to  have  aestero-autumnal  malaria  which  is 
not  present  in  this  area.  The  negative  ma- 
laria smears  offer  some  evidence  against  this 
disease  but  do  not  exclude  it.  An  unsuccess- 
ful ti'ial  of  quinine  therapy  is  definitely 
against  this  diagnosis. 

Sarcoidosis  usually  does  not  have  a spleen 
so  large,  and  one  of  the  outstanding  clinical 
characteristics  is  that  the  patients  appear 
well  despite  rather  extensive  involvement 
by  the  disease.  The  clinical  course  of  sar- 
coid :ses  is  usually  quite  benign  unless  some 
vital  organ,  such  as  the  heart,  is  involved. 

Cirrhosis  may  sometimes  be  accompanied 
by  a low  grade  fever.  This  disease  would 
not  explain  the  lymphadenopathy.  The 
abdominal  fluid  could  be  explained  on  the 
basis  of  cirrhosis  but  it  would  be  unusual 
not  to  have  edema  in  the  lower  extremities 
if  the  fluid  were  on  the  basis  of  this  disease. 
Also  abnormal  serum  protein  studies  would 
probably  be  present.  Also  there  would  be 
jaundice;  no  “spiders”  were  noticed.  No 
alcoholic  history  was  obtained  and  no  ab- 
normal bleeding  had  occurred. 

The  acute  infectious  fevers  are  excluded 
on  the  basis  of  negative  agglutinations  for 
these  diseases  and  by  the  chronic  course  of 
this  illness.  Undulant  fever  might  run  such 
a course  but  in  almost  all  cases  of  undulant 
fever  the  agglutinations  would  be  positive. 
The  spleen  is  larger  than  one  would  except 
with  undulant  fever. 

Against  leukemia  we  have  the  normal 
differential  count.  In  a patient  with  the 
disease  this  far  advanced  one  would  antici- 
pate some  abnormal  young  cells.  So  leuke- 
mia can  be  excluded  on  this  basis  even 
though  one  would  like  to  have  information 
regarding  the  status  of  the  bone  marrow. 

Against  sub-acute  bacterial  endocarditis  is 
one  negative  blood  culture  which  does  not 
exclude  the  disease.  The  spleen  is  too  large 
for  this  disease  and  there  are  no  other  mani- 
festations such  as  petechiae  or  joint  pains. 
Also  no  heart  murmur  was  heard  which 
might  indicate  the  valvular  defect  associated 
with  sub-acute  bacteria  endocarditis. 
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In  lymphosarcoma  the  spleen  is  usually 
not  very  enlarged  if  at  all.  Secondary  hy- 
persplenism  is  not  common  but  is  possible. 
Usually  in  lymphosarcoma  the  systemic 
symptoms  are  absent  until  the  late  general- 
ized stage  in  contrast  to  Hodgkins  disease 
which  frequently  has  early  systemic  symp- 
toms. 

In  follicular  lymphoblastoma  the  course 
is  usually  more  benign  than  that  of  Hodg- 
kins disease  and  is  usually  associated  with 
tonsillar  involvement  giving  early  cervical 
l}-mph-node  enlargement. 

I know  very  little  about  primary  tumor 
of  the  spleen  but  I do  not  believe  that  the 
diagnosis  alone  could  explain  a febrile 
course,  lymphadenopathy  and  abdominal 
fluid. 

One  of  the  collagen  diseases  seems  un- 
likely. The  patient  is  a female,  and  the 
fever  and  node  enlargement  might  be  ex- 
plained on  the  basis  of  lupus  erythematosus. 
However,  against  this  is  the  marked  enlarge- 
ment of  the  spleen,  the  absence  of  arthritis, 
the  absence  of  skin  lesions  and  the  leukocy- 
tosis. Also  no  abnormal  urinary  findings 
were  present.  These  same  points  favor  and 
are  against  the  diagnosis  of  periarteritis, 
except  the  fact  that  leukocytosis  would  be 
more  common  in  periarteritis  than  in  lupus. 

The  three  most  likely  diseases  remain. 
These  are  Hodgkins  disease,  histoplasmosis 
and  tuberculosis.  Clinically  any  one  of  the 
three  could  explain  the  picture.  There  are 
points  for  and  against  each  of  them.  The 
leukocytosis  is  against  the  diagnosis  of  his- 
toplasmosis. Most  cases  of  disseminated  his- 
toplasmosis will  have  a leukopenia.  How- 
ever, in  some  cases  especially  when  in  asso- 
ciation with  other  diseases  such  as  Hodgkins 
disease  or  tuberculosis,  a leukocytosis  may 
be  present.  The  presence  of  the  leukocytosis 
does  not  definitely  exclude  histoplasmosis. 
Parsons  reviewed  78  cases  of  histoplasmosis 
in  the  Archives  of  Internal  Medicine  for 
January,  1945.  I was  unable  to  find  any  ref- 
erence to  the  presence  of  peritoneal  fluid  in 
these  patients.  I feel  that  the  presence  of  the 
abdominal  fluid  is  strongly  against  histoplas- 
mosis. 

There  are  several  points  against  Hodgkins 
disease.  The  fact  that  this  woman  was  a 
Negro  is  against  it  although  it  is  known  that 


the  disease  may  occur  in  this  race.  The  fact 
that  the  lymph  nodes  were  not  a prominent 
feature  of  this  patient’s  illness  is  somewhat 
against  the  diagnosis.  The  absence  of  the 
Pel-Ebstein  fever  and  eosinophilia  in  a pa- 
tient with  abdominal  involvement  is  against 
the  diagnosis.  However,  none  of  this  evi- 
dence would  definitely  exclude  the  diagno- 
sis. The  strongest  point  against  Hodgkins 
disease  is  the  presence  of  the  peritoneal 
fluid  which  occurs  in  Hodgkins  disease  only 
as  the  result  of  pressure.  This  patient  was 
quite  emaciated.  Had  the  liver  been  en- 
larged, or  had  there  been  masses  of  nodes 
giving  enough  pressure  to  cause  fluid  in  an 
emaciated  person,  they  should  have  been 
palpable.  Therefore,  peritoneal  fluid  with- 
out an  obvious  explanation  is  strongly 
against  the  diagnosis  of  Hodgkins  disease. 

Against  tuberculosis  is  the  evidence  of  a 
negative  first  strength  tuberculin  test  and 
two  negative  sputum  examinations.  It  is 
assumed  that  these  negative  sputa  were  on 
direct  smear.  There  is  no  report  of  culture 
for  these  organisms  nor  of  guinea  pig  injec- 
tion. Certainly  two  negative  sputums  would 
not  exclude  the  diagnosis.  The  negative  first 
strength  tuberculin  test  is  not  much  evi- 
dence against  it;  in  a person  with  far  ad- 
vanced tuberculosis  even  a second  strength 
tuberculin  test  could  have  been  negative. 

Fitzpatrick  and  Schwartz  in  the  Novem- 
ber, 1949,  issue  of  the  American  Review  of 
Tuberculosis  reviewed  the  literature  regard- 
ing tuberculosis  of  the  spleen.  Secondary 
splenic  involvement  in  tuberculosis  is  not 
rai’e.  Klotz  found  tuberculosis  in  172  of  404 
post-mortem  examinations,  and  of  these  69 
had  tuberculosis  of  the  spleen.  Interestingly 
enough  some  patients  with  tuberculosis  ~f 
the  spleen  will  have  a polycythemia  and  the 
clinical  picture  may  well  simulate  polycy- 
themia vera.  However,  the  blood  picture 
is  inconstant  and  anemia  may  be  present  in 
other  cases.  In  this  patient  the  anemia  is 
thought  to  be  due  to  hypersplenism.  I do 
not  feel  that  the  evidence  against  the  diag- 
nosis of  tuberculosis  is  as  strong  as  that 
against  the  diagnosis  of  Hodgkins  disease 
and  histoplasmosis.  Tuberculosis  could  well 
explain  all  of  the  clinical  findings. 

Because  of  the  symptoms  of  eruction,  an- 
orexia, and  distention  one  would  wonder  if 
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the  pathological  process  had  not  also  in- 
volved the  liver  as  well  as  the  spleen  and 
peritoneum.  The  fact  that  the  patient  died 
unexpectedly  would  bring  up  the  question 
as  to  whether  or  not  rupture  of  the  spleen 
was  the  final  cause  of  death. 

My  final  impression  is  tuberculosis  of  the 
spleen,  tuberculous  peritonitis  and  probably 
tuberculosis  of  the  liver.  The  final  cause  of 
death  may  have  been  a ruptured  spleen. 

(After  the  presentation  of  the  post- 
mortem findings.  Dr.  Demombreun  re- 
marked that  although  he  could  recall  no 
cases  of  abdominal  fluid  due  to  histoplasmo- 
sis in  humans  this  is  a common  finding  in 
dogs.) 

DR.  CHARLES  JUDD:  Permission  was  granted 
for  post-mortem  examination  of  the  spleen  only. 
This  organ  was  symmetrically  enlarged,  but  slight- 
ly nodular.  It  weighed  870  grams.  In  the  region  of 
the  hilus,  the  capsule  was  covered  by  a soft  yellow 
membranous  mass  in  which  there  were  soft  yellow 


nodules  up  to  0.5  cm.  in  diameter.  Near  one  pole 
ol  the  spleen,  and  projecting  somewhat  from  the 
external  surface,  were  three  fairly  well  circum- 
scribed nodules,  the  largest  of  which  was  about 
4.75  cm.  in  diameter.  Section  through  these  nod- 
ules revealed  homogeneous  soft  yellowish  rubbery 
tissue.  Several  similar  but  smaller  nodules  were 
embedded  in  the  splenic  pulp.  In  addition,  scat- 
tered throughout  the  pulp  were  numerous  irregular 
soft  yellow  areas  ranging  from  0.5  mm.  to  5 mm. 
in  diameter. 

Microscopic  examination  of  sections  from  the 
membranous  mass  in  the  region  of  the  hilus 
showed  a membrane  consisting  of  caseous  granu- 
lation tissue.  Sections  of  the  larger  yellow  nod- 
ules also  showed  caseous  tissue  with  some  epi- 
thelioid cells  at  the  periphery.  There  was  little 
fibrous  tissue.  Sections  of  the  splenic  pulp  showed 
miliary  and  conglomerate  tubercles  of  the  exuda- 
tive type.  There  was  caseation  necrosis  with  a 
few  epithelioid  cells  and  an  occasional  Langhans 
giant  cell.  Sections  from  the  caseous  lesions 
stained  by  the  method  of  Ziehl-Neilsen  showed 
acid-fast  bacilli. 

Final  anatomical  diagnosis:  Tuberculosis 
of  the  spleen. 
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The  President's  Page 

OUR  TENNESSEE  MEDICAL  FOUNDATION 


The  Tennessee  Med- 
ical Foundation,  as 
most  of  us  remem- 
ber, was  incorporated 
July  10,  1952.  This 
was  in  accordance 
with  an  action  by  our 
House  of  Delegates. 
The  Board  of  Direc- 
tors of  the  Founda- 
tion organized  and 
adopted  a constitu- 
tion and  by-laws  according  to  the  require- 
ments of  the  charter.  The  Foundation, 
therefore,  is  a non-profit  corporate  body  and 
can  receive  donations,  tax  exempt  within 
the  usual  limits,  to  carry  on  its  work. 

It  was  decided  at  a meeting  of  the  Board 
last  April  to  undertake  one  plan  at  a time. 
This  was  in  order  to  gain  momentum  in  its 
important  work  before  attempting  another 
activity.  This  has  been  done  with  much 
success  so  far.  There  have  been  reports 
elsewhere  in  our  Journal  about  this  work, 
but  we  feel  that  this  review  will  be  in  order 
even  at  the  expense  of  repetition. 

It  was  decided  first  to  investigate  the 
problems  of  providing  medical  care  for 
communities  in  certain  so-called  marginal 
areas  of  our  State.  The  Committee  on 
Health  and  Medical  Care  of  the  Tennessee 
Medical  Foundation  was  appointed.  This 
Committee  at  once  got  busy  and  “sold”  its 
program  to  one  of  our  nationally  known 
Foundations  which  made  a grant  to  finance 
this  work.  Mr.  Clifford  Seeber  was  selected 
as  field  secretary  to  this  Committee,  and  the 
reader  is  referred  to  the  August  issue  of  our 
Journal  for  his  biographical  sketch.  So 
far  this  work  has  gone  ahead  with  amazing 
success,  and  Mr.  Seeber’s  accomplishments 
have  more  than  justified  what  Mr.  Foster 
said  about  him. 

We  feel  that  we  can  be  assured  that  the 
Foundation  has  attained  its  first  objective, 
namely,  to  gain  momentum.  It  is  now  not 
only  a going  concern;  it  is  a dynamic  force. 
Its  first  plan  is  well  under  way  and  we  ask 
that  our  readers  keep  themselves  informed 


of  its  progress  by  reading  the  Journal. 

We  feel  that  now  is  the  time  to  start  work 
on  the  next  project.  That  is  the  establish- 
ment of  a revolving  loan  fund  for  our  medi- 
cal students  who  may  have  their  education 
jeopardized  or  rendered  impossible  by  finan- 
cial difficulties.  Much  is  being  written 
now-a-days  about  medical  education  and  the 
schools.  The  House  of  Delegates  of  the 
A.  M.  A.  has  sponsored  the  American  Medi- 
cal Education  Foundation  to  solicit  funds 
from  the  membership  to  be  allocated  to  our 
Medical  Schools.  This  Foundation  hopes  to 
raise  two  million  dollars  in  1953.  The  Na- 
tional Fund  for  Medical  Education  was 
chartered  by  Congress  this  summer.  Its 
function  will  be  to  seek  contributions  from 
business,  industry,  labor  and  other  segments 
of  our  society.  These  Foundations  are  im- 
portant and  desperately  needed,  but  what 
about  the  deserving  student  who  may  need 
help? 

The  Tennessee  Medical  Foundation  hopes 
to  help  solve  this  problem.  Most  of  our 
states  already  are  working  in  one  way  or 
another  along  this  line.  In  some  of  the 
states,  the  loan  funds  are  set  up  by  the  state 
legislatures.  In  others,  the  state  medical 
associations  alone  or  in  collaboration  with 
other  organizations,  provide  such  funds.  In 
still  others  certain  scholarships  are  set  up 
for  outstanding  students. 

We  feel  that  the  time  is  now  ripe  for  us 
to  consider  the  urgency  of  this  project  in 
our  own  state.  At  this  time  our  Foundation 
is  preparing  a brochure  to  be  sent  to  the 
members  of  our  Association.  This  will  give 
the  background,  purpose  and  needs  for  such 
a loan  fund,  also  the  methods  of  operation, 
who  will  be  eligible,  etc.  Let  us  urge  our 
members  to  be  on  the  lookout  for  this  bro- 
chure and  to  give  it  careful  consideration. 
We  shall  be  asked  to  contribute  generously 
to  this  fund.  It  may  be  that  other  organiza- 
tions may  be  invited  to  join  us  in  this  wor- 
thy undertaking,  but  for  the  present  we 
must  consider  our  own  problem. 

After  all,  we  are  under  obligation  to  teach 
the  coming  generation  of  physicians  all  that 
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vve  can  about  our  profession.  In  the  days  of 
the  preceptor  that  was  done  by  the  doctor 
individually.  Now,  in  our  complex  society, 
this  is  no  longer  possible  except  through  the 
channels  of  our  accredited  medical  schools. 

To  give  this  opportunity  to  our  coming  gen- 
erations of  physicians  we  must  meet  the 
challenge  with  our  substance  as  well  as  with 
our  interest,  loyalty  and  understanding. 


PUBLIC  SERVICE 

(Continued  from  Center  Spread) 

informed  by  telephone  when  the  death  certificate  is  signed  and  the  body,' 
is  ready  for  release.  Any  information  in  regard  to  the  deceased,  par- 
ticularly before  a funeral  director  is  known  to  have  been  engaged, 
should  be  given  only  by  an  executive  officer  of  the  hospital.  When  the. 1 2 3 4 5 6 7 8 
funeral  director  is  contacted  directly  by  the  family  of  the  deceased,  h 
should  telephone  the  hospital  to  learn  whether  an  autopsy  is  to  be  per- 
formed, rather  than  go  to  the  hospital  unannounced  to  remove  the  body. 

The  funeral  director  shall  in  no  way  interfere  with  the  legitimate 
efforts  of  the  hospital  to  obtain  permission  for  autopsy. 

PATHOLOGY  TECHNICS: 

The  Surgeon  1.  The  Y-shaped  incision  or  a modification  thereof  should  be  used 

Will  Agree  to  open  the  body.  All  incisions  should  be  kept  within  areas  normally 

covered  by  clothing. 

2.  The  upper  rim  of  the  aortic  arch,  with  the  great  vessels  at- 
tached, will  be  left  intact.  If  it  is  necessary  to  remove  the  entire 
aortic  arch,  the  great  vessels  will  be  dissected  and  separately  tied 
with  long  ties  for  the  convenience  of  the  embalmer. 

3.  The  bifurcation  of  the  aorta  will  be  left  intact  or,  if  it  is 
removed,  the  common  iliac  arteries  should  be  tied  with  long  ties. 

4.  In  those  cases  in  which  it  is  necessary  to  perform  unusual  ana- 
tomical dissections,  every  effort  shall  be  made  to  preserve  the  vessels 
for  the  purpose  of  the  embalmer. 

5.  When  the  head  is  opened,  the  line  of  incision  should  be  within 
the  hair,  extending  from  behind  the  ear  up  over  the  top  of  the  scalp  as 
far  behind  the  vertex  as  practicable  in  order  that  the  line  of  incision 
may  be  properly  concealed  when  the  body  is  placed  in  the  casket.  The 
skull  incision  should  have  a slight  V type  indentation  to  prevent  the 
skull  from  slipping. 

6.  The  internal  carotid  arteries  should  be  ligated  when  the  brain 
is  removed. 

7.  The  body  cavities  should  be  wiped  clean  of  excess  fluid.  All 
incisions  should  be  closed  using  the  common  "baseball"  stitch.  The  sur 
face  should  be  properly  cleaned  and  identification  tags  attached  to  the 
body  before  release  to  the  embalmer. 

8.  Any  restriction  or  stipulation  on  the  autopsy  stated  by  the  per 
son  granting  permission  shall  be  rigidly  observed  by  the  pathologist. 

SECTION  3:  Any  instances  of  infringement  of  this  code  of  ethics 
should  be  brought  to  the  attention  of  the  Chairman  of  one  of  the  socie- 
ties concerned  for  appropriate  action. 


Your  president  has  had  the  honor  and 
pleasure  of  visiting  the  meeting  of  the  Ken- 
tucky Medical  Association  in  Louisville. 
They  had  a fine  program,  the  attendance 
was  good,  and  the  whole  proceedings  went 
off  smoothly.  We  congratulate  them! 

/yl.,  W. 
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"THE  ABUSE  OF  INJECTABLES" 

In  this  issue  appears  a paper  entitled, 
"The  Use  and  Abuse  of  Injectables  in  Office 
Practice”  and  with  it  a notable  discussion  by 
another  of  our  members.  There  is  a second 
paper  on  “Abuses  in  the  Use  of  Antibiotics.” 
Both  essays  and  discussion  deserve  careful 
reading  and  then  some  sober  thought. 

It  is  likely  that  no  medication  has  been 
more  abused  than  the  substance  which  has 
probably  saved  more  lives  and  prevented 
more  serious  disease  than  any  other  form  of 
therapy  ever  placed  in  the  hands  of  the  doc- 
tor,— penicillin.  It  was  thought  at  first  to 
be  so  innocuous  that  it  has  been  “tried”  for 
every  known  infection,  and  even  for  non- 
infectious  lesions  with  the  excuse  that  it 
might  prevent  the  bare  possibility  of  second- 
ary infection.  It  is  known  to  be  absolutely 
useless  in  the  viral  infection  of  the  common 
cold,  yet  “shots  of  penicillin”  for  the  com- 
mon cold  probably  constitute  a greater  num- 
ber, of  hundreds  of  thousands  or  millions, 
than  all  the  injections  for  legitimate  indica- 
tions put  together.  Other  than  the  financial 
loss  entailed  by  these  “shots,”  the  serious 
aspect  of  the  matter  is  the  needless  sensiti- 


zation which  has  occurred,  often  leading  to 
a handicap  in  therapy  when  a real  indica- 
tion for  its  use  appears. 

The  author  well  points  out  the  dangers  of 
prolonged  and  often  senseless  use  of  inject- 
able hormones.  Not  only  may  the  meno- 
pause be  prolonged,  but  malignancy  of  the 
uterus  may  be  masked,  a carcinoma  of  the 
breast  if  present  may  be  made  to  grow  with 
greater  rapidity. 

We  have  commented  on  these  pages  in  the 
past  on  the  use  of  vitamin  Brj  and  liver  ex- 
tract in  the  anemias.  Though  these  sub- 
stances do  not  have  the  serious  side  effects 
of  penicillin  or  estrogens,  they  often  repre- 
sent useless  and  expensive  therapy.  A few 
simple  laboratory  tests  may  be  all  that  is 
necessary  to  show  that  simple  and  cheap 
ferrous  sulphate  by  mouth  is  all,  and  the 
best,  that  is  necessary,  and  that  the  liver- 
extract  and  vitamin  B,  . may  be  squirted 
down  the  drain  insofar  as  the  patient’s 
health  is  concerned. 

The  discussor  raises  ethical  and  moral  is- 
sues about  the  indiscriminate  use  of  “shots.” 
He  is  well  aware,  as  we  all  are,  of  the  pres- 
sure on  the  doctor  when  the  patient  either 
frankly  says,  or  plainly  implies  that  if  the 
“shot”  for  penicillin  is  not  forthcoming,  an- 
other physician  will  be  found  who  will  meet 
his  desires.  This  raises  the  basic  question 
of  whether  the  doctor  or  the  patient  him- 
self should  direct  treatment.  The  doctor 
must  choose  whether  his  role  is  that  of  phy- 
sician or  technician!  The  medical  profession 
cannot  place  all  the  blame  on  the  patient. 
It,  all  too  often,  joins  the  non-M.D.  “scien- 
tific” writers  of  the  pocket  size  magazines  in 
going  overboard  in  its  enthusiasm  for  a new 
‘wonder-drug’  which  the  scientist  still  has 
tagged  with  a “not  proven.”  Later,  the 
damage  having  been  done,  the  medical  pro- 
fession avoids  its  responsibility  in  the  re- 
education of  the  public  about  the  drug’s 
proper  place  in  therapy. 

The  discussor  implies  that  most  of  the 
abuse  of  injectables  represents  poor  judg- 
ment and  mental  laziness  x’ather  than  ac- 
tual downright  dishonesty.  It  is  very  im- 
probable that  any  but  a very  few  physicians 
use  the  “shot”  for  income  purposes  only, — 
times  are  too  good  for  this,  and  the  percent- 
age left  after  Uncle  Sam’s  take  is  not  worth 
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the  moral  compromise.  But  the  medical 
profession  is  being  placed  more  and  more  in 
the  goldfish  bowl.  The  public  is  becoming 
suspicious  of  the  profession  when  it  is  being 
greeted  by  lurid  titles  like  “Why  Some  Doc- 
tors Should  Be  in  Jail”  (Colliers,  October  10, 
1953),  an  expose  of  fee-splitting  and  ‘ghost 
surgery.’  One  hears  the  term  ‘penicillin 
buggies’  applied  to  the  more  expensive 
makes  of  cars.  One  day  we  may  see  a title 
in  a popular  magazine,  “The  Shot  Racket.” 
This  will  be  most  unfortunate  for  again  the 
profession  will  be  tarred  by  the  few. 

To  avoid  this  the  doctor  must  re-assume 
his  role  of  adviser  rather  than  technician, 
and  be  selective  in  the  use  of  valuable  drugs. 
It  is  his  duty  to  point  out  that  this  throat 
clinically  has  the  appearance  of  a strepto- 
coccal infection  rather  than  of  the  common 
cold,  and  that  penicillin  must  be  used,  or  to 
indicate  its  place  as  a prophylactic  in  the 
patient  with  rheumatic  heart  disease,  or 
bronchiectasis.  He  must  avoid  the  occasional 
practice  of  having  the  patient  prescribe  to 
the  extent  that  the  antibiotic,  hormone  or 
vitamin  is  given  by  the  doctor’s  nurse  at  the 
request  of  the  patient,  because  he  or  she 
thinks  it  is  needed  without  the  doctor  even 
being  in  the  office. 

A little  sign  on  the  desk  constantly  facing 
the  doctor  saying,  “Is  This  Shot  Needed?” 
would  avoid  a lot  of  trouble,  lead  to  better 
medicine,  and  allay  some  popular  suspicions. 

R.  H.  K. 

* 

MANAGEMENT'S  STAKE  IN  MEDICAL  CARE 

Tennessee’s  Medical  Profession  is  well 
aware  of  the  moves  of  one  C.I.O.  union, 
the  United  Mine  Workers  of  America,  in 
its  attempt  at  getting  adequate  care  for 
its  members,  because  these  are  taking  place 
in  our  community.  Do  we  know  what  con- 
cepts on  the  subject  are  brewing  elsewhere? 
It  is  a safe  assumption  that  thoughts  on  ade- 
quate medical  care  for  the  people  of  this 
country  have  not  remained  static  merely 
because  some  form  of  federalized  medicine 
has  been  warded  off  for  the  moment. 

Management  of  big  business  is  now  get- 
ting onto  the  stage  and  is  beginning  to  make 
itself  heard.  The  first  reaction  of  the  doctor 
may  be, — “of  what  business  is  it  of  theirs?” 


Industrialists  think  of  medical  care  as  a 
commodity  which  must  be  pi'ovided  or  be 
made  available  for  all,  much  as  mass  pro- 
duction and  merchandising  in  the  United 
States  has  distributed  the  products  of  indus- 
try so  widely. 

Their  thinking  was  shown  at  a meeting  of 
the  Economic  Club  of  Detroit  in  May,  1953, 
upon  the  occasion  of  an  address  by  Dr.  Rob- 
ert Collier  Page. 

The  big  business  man  does  not  want  com- 
pulsory federal  insurance  any  more  than  he 
wishes  nationalization  of  steel  or  the  auto- 
mobile industry.  He  believes  as  does  the 
U.M.W.A.  that,  based  on  the  experience  of 
Great  Britain,  compulsory  health  plans  end 
up  only  in  a shabby  quality  of  medical  care. 

Illness  costs  workers  some  400  to  500  mil- 
lion work  days  yearly,  or  takes  out  of  cir- 
culation two  million  workers  each  day.  It 
was  indicated  that  only  some  five  per  cent 
of  these  illnesses  or  accidents  are  strictly 
occupational. 

Medical  care  is  taking  an  increasingly 
larger  place  in  the  fringe  benefits  of  labor- 
management  contracts.  (This  is  the  strong- 
est indication  of  the  public’s  demand  for  bet- 
ter medical  care.)  Certain  labor  leaders 
apparently  have  declared  that  their  future 
demands  will  “be  more  in  the  realm  of  in- 
creased medical  benefits  for  their  workers 
and  their  families.”  It  is  said  to  be  the  ex- 
pressed idea  of  a powerful  C.I.O.  leader  like 
Walter  Reuther  “that  equality  of  medical 
service  must  be  available  to  rank  and  file 
alike.” 

Management  is  even  more  worried  than 
the  practicing  physician  by  the  combined 
annual  ten  million  dollar  deficit  of  the  medi- 
cal schools  of  the  Country.  It  fears  federal 
subsidies  to  schools  for  the  results  would  be 
inevitably  that  of  governmental  domination. 
Therefore  industry  has  contributed  the  most 
to  the  5 million  already  raised  since  1949  by 
the  National  Fund  for  Medical  Education. 

For  these  reasons  management  believes  it 
has  a stake  in  the  provision  of  adequate 
medical  care.  Some  of  this  thinking  is 
found  in  the  opening  statement  by  an  indus- 
trialist at  the  meeting  referred  to. 

“The  benefits  of  modern  medical  care  are  far 
too  expensive  for  the  average  person  and  much 
too  unevenly  divided  and  distributed  among  the 
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people  of  the  United  States.  This  prevailing  situ- 
ation has  been  eagerly  grasped  by  certain  elements 
to  try  to  force  an  arbitrary  scheme  of  compulsory 
health  insurance  by  government.  Necessarily,  the 
medical  profession  has  been  preoccupied  with  the 
development  of  its  expanding  science  and  elabo- 
rate technology,  and  medicine  now  functioning  in 
an  increasingly  industrialized  society  is  the  only 
major  field  in  which  the  basic  principles  of  man- 
agement have  not  been  effectively  applied.  That 
is  why  I,  as  a businessman,  am  intensely  interested 
in  the  program  of  the  American  Federation  of 
Medical  Centers,*  which  to  my  mind  offers  a 
detailed  and  documented  answer  to  a long-fester- 
ing, perplexing  social  and  economic  dilemma.” 

Dr.  Page  dicussecl  the  changes  which  are 
occurring  in  the  practice  of  medicine.  The 
growth  of  preventive  medicine,  mental  as 
well  as  physical,  is  replacing  the  older  con- 
cept of  “episodic”  medicine  where  the  doc- 
tor treated  the  anatomic  part  which  was  ill 
for  the  moment.  People  nowadays,  and  in- 
dustry especially,  desire  to  prevent  illness 
rather  than  to  cure  it.  The  past  emphasis 
has  been  on  the  curative  which  has  led  to 
hospitalization  insurance  plans,  “the  most 
luxurious,  the  most  costly,  . . . the  most 
poorly  organized  of  all  branches  of  the 
health  service.”  He  asks  for  teamwork  be- 
tween the  medical  profession,  industry  and 
labor,  and  even  government.  Doctors  he 
visualizes  as  the  captains  of  the  teams  to 
interpret  medical  service  in  terms  of  quality 
and  quantity;  businessmen  to  give  adminis- 
trative know-how  to  the  problems  of  health 
organization  and  hospital  management;  la- 
bor to  take  on  the  job  of  public  education. 

Big  business  here  and  there  has  wet  its 
feet  in  the  field  of  medical  practice  in  the 
past  and  has  had  its  toes  stepped  on  as  a 
result. 

The  interesting  fact  is  that  the  medical 
profession  has  uninvited  allies  in  its  fight 
against  compulsory  health  insurance, — cer- 
tain segments  of  labor  and  management. 
There  is  no  doubt  that  the  U.M.W.A.  pro- 
gram has  been  the  proving  ground  for  labor 
in  its  search  for  adequate  medical  care,  and 
labor’s  demands  for  something  of  this  type  is 

*This  is  an  organization  in  Detroit  backed  by 
‘big-name’  industrialists  for  the  purpose  of  stimu- 
lating the  growth  of  many  medical  centers  in 
which  group  practice  will  permit  good  medical 
care  on  a broad  scope  and  with  an  overhead  so 
spread  as  to  reduce  costs  to  patients. 


going  to  put  the  pressure  on  big  industry  in 
future  labor  contracts.  Management  is  being 
forced  into  the  picture  whether  we  like  it  or 
not.  It  can  certainly  be  assumed  that  once 
convinced  that  something  must  and  can  be 
done  about  “marketing”  medical  care,  and 
that  it  touches  industry  vitally,  big  business 
will  attack  the  problem  in  a big  way.  An 
industrialist  like  Benson  Ford,  as  well  as 
one  or  two  others,  have  already  sounded  off 
publicly.  Money  and  big-business  names 
have  underwritten  the  American  Federation 
of  Medical  Centers.  It  appears  that,  just 
because  compulsory  health  insurance  seems 
dead  for  the  moment,  we  cannot  expect  to 
go  back  to  the  ‘horse-and-buggy’  era  of  med- 
icine,— socio-economically  speaking!  It 

looks  as  if  labor  and  management  are  going 
to  put  the  pressure  on  us  for  the  develop- 
ment of  some  sort  of  planning  which  will 
assure  the  wage-earner,  the  major  segment 
of  the  solvent  population,  that  he  can  get 
the  best  modern  medicine  offers. 

R.  H.  K. 

* 

Special  Item 

Some  years  ago  we  editorialized  on  the  subject  of 
" Cookbook"  Laboratory  Work.  (August,  1951)  and 
the  adequacy  of  the  laboratory  work  on  which  the 
doctor  places  so  much  reliance.  There  is  the  con- 
stant search  for  objective  evidence  in  diagnosis. 
This  has  brought  the  laboratory  to  prominence  in 
clinical  diagnosis.  But  to  avoid  mere  slide-rule 
medicine"  the  doctor  must  always  dilute  even  good 
laboratory  findings  with  that  intangi  ble, — clinical 
experience  and  judgment.  If  the  laboratory  work 
is  known  to  be  bad,  all  lab.  reports  should  be 
thrown  into  the  wastebasket  and  experience  only 
be  used.  It  is  the  poor  laboratory  work  which  is 
unrecognized  as  such  that  can  mislead  the  doctor 
to  the  detriment  of  the  patient. — Editor. 

The  Need  for  Properly  Trained  Medical 
Technologists  in  the  Office  Laboratory. 

With  Emphasis  on  Proper  Training* 

Sara  G.  Richmond,  B.S.,  M.T.,  and  Douglas  H. 
Sprunt,  M.D.,  Memphis,  Tenn. 

The  unprecedented  scientific  advancement 
in  medicine  during  the  past  decade  has  in- 
tensified the  need  for  adequately  trained 

*From  the  Division  of  Pathology  and  Bacteriol- 
ogy, the  University  of  Tennessee,  Memphis. 
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medical  technologists  in  the  office  labora- 
tory. In  the  early  days  of  the  laboratory 
the  pathologist  performed  his  own  tests,  but 
as  the  field  expanded  it  became  necessary 
for  him  to  train  assistants  to  carry  out  the 
simpler  tests.  This  was  the  birth  of  medical 
technology,  and  in  other  branches  of  medi- 
cine this  profession  has  advanced  rapidly. 
With  laboratory  medicine  playing  the  im- 
portant role  that  it  does  today,  it  has  created 
a demand  for  some  standard  criterion  of  ac- 
creditation for  those  who  label  themselves 
medical  technologists.  There  are  at  the 
present  time  two  organizations  primarily 
concerned  with  the  certification  of  technol- 
ogists. They  are  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  and  the  Board  of  Reg- 
istry of  the  American  Society  of  Clinical 
Pathologists.  It  is  the  function  of  the  Coun- 
cil to  inspect  and  approve  schools  of  medical 
technology.  The  Board  of  Registry,  which 
is  a standing  committee  of  six  members  of 
the  American  Siciety  of  Clinical  Patholo- 
gists and  three  members  of  the  American 
Society  of  Medical  Technologists,  certifies 
the  competency  of  the  individual  technolo- 
gist. Since  its  establishment  in  1928,  the 
primary  aims  of  the  Registry  have  been  to 
standardize  the  training  of  medical  technol- 
ogists, improve  training  and  elevate  the 
professional  status.  So  noteworthy  have 
been  its  endeavors  that  it  is  recognized  by 
the  American  Medical  Association,  the 
American  College  of  Surgeons,  the  Ameri- 
can Hospital  Association,  and  the  Catholic 
Hospital  Association  as  being  the  only  au- 
thoritative, qualifying  board  for  medical 
technologists. 

An  approved  school  of  medical  technology 
is  not  a trade  school.  It  is  a professional 
school  directed  by  a pathologist  for  the  pur- 
pose of  training  individuals  for  the  profes- 
sion. It  is  a school  in  which  exorbitant 
fees  are  not  tolerated,  nor  is  a student  ever 
graduated  before  completing  the  minimum 
time  requirement  of  one  year’s  training. 
The  American  Medical  Association  has  ruled 
that  all  approved  schools  of  medical  tech- 
nology must  be  a part  of  a medical  school, 
hospital  or  state  board  of  health.  This  affil- 
iation assures  a sufficient  amount  of  the 
proper  material  with  which  the  student  may 


work.  Medical  technology  is  not  a “cook 
book”  science.  It  is  one  in  which  the  stu- 
dent learns  by  doing  and  not  by  reading 
how  to  do  or  merely  being  told  how  to  do. 
Approved  schools  require  two  years  of  prior 
college  work  with  definitely  prescribed 
courses  for  entrance,  and  no  student  is  ac- 
cepted unless  he  is  able  to  meet  these  mini- 
mum requirements.  A considerable  num- 
ber of  the  schools  have  college  affiliations 
whereby  the  student  is  able  to  complete  the 
requirements  for  a Bachelor’s  degree. 

Upon  completion  of  the  stipulated  course 
of  training  in  an  approved  school  of  medi- 
cal technology,  the  student  is  eligible  for 
examination  by  the  Board  of  Registry.  If 
he  successfully  passes  this  examination,  he 
is  “registered”  and  is  entitled  to  designate 
his  accreditation  by  affixing  to  his  name  the 
letters  M.T.  (ASCP).  This  indicates  that 
he  holds  a certificate  of  competency  from 
the  Registry  of  Medical  Technologists  of  the 
American  Society  of  Clinical  Pathologists. 

During  the  period  of  training  in  an  ap- 
proved school  of  Medical  Technology,  the 
student  is  taught  many  things  in  addition  to 
the  regular  courses  which  are  invaluable  to 
the  practicing  physician  who  maintains  a 
laboratory.  He  is  given  a clear  understand- 
ing of  the  many  sources  of  error  in  labora- 
tory procedures,  and  how  to  recognize  and 
eliminate  these  errors.  The  busy  physician 
has  little  or  no  time  to  devote  to  these  im- 
portant details,  and  it  is  imperative  that,  the 
technologist  be  prepared  to  do  so. 

The  use  and  proper  care  of  special  labor- 
atory equipment  is  emphasized  in  the  course 
of  training.  The  original  financial  invest- 
ment in  equipment  and  instruments,  such  as 
the  microscope,  photoelectric  colorimeter, 
and  electrocardiograph  is  so  large  that  great 
care  should  be  employed  in  their  use.  The 
student  is  given  instruction  in  the  use  and 
care  of  these  instruments  and  from  an  eco- 
nomic standpoint  alone,  this  is  a highly  im- 
portant phase  of  the  training. 

The  physician  today,  as  never  before,  re- 
lies on  laboratory  studies  for  assistance  in 
making  diagnoses  and  for  subsequent  treat- 
ment of  his  patients.  Hence  it  is  mandatory 
that  his  laboratory  reports  be  thoroughly 
reliable.  Of  what  value  is  a blood  sugar  re- 
port that  is  100  mg.  per  cent  in  error?  This 
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figure  may  sound  exaggerated,  but  is  one 
that  is  entirely  possible  and  such  errors 
have  occurred.  There  are  many  inadequate- 
ly trained  persons  who  feel  that  the  photo- 
electric colorimeter  has  solved  all  our  labo- 
ratory problems — that  its  operation  consists 
merely  of  mixing  a few  solutions  together, 
placing  them  in  the  instrument,  and  that  the 
electricity  does  the  rest.  This  is  a gross 
misconception,  and  certainly  proves  that  the 
operator  is  uninformed.  To  place  the  in- 
strument in  the  hands  of  such  a person  cre- 
ates a dangerous  situation.  The  use  of  the 
photoelectric  colorimeter  by  improperly 
trained  personnel  has  led  to  grave  errors  in 
diagnosis  and  treatment. 

The  need  for  qualified  personnel  in  the 
office  laboratory  cannot  be  too  strongly  em- 
phasized because  in  most  instances  these 
persons  work  without  supervision  and  every 
problem  is  their  individual  responsibility. 
Problems  which  are  far  beyond  the  ability 
of  inadequately  trained  persons  are  sure  to 
arise,  and  errors  will  inevitably  follow. 
Persons  thoroughly  familiar  with  our  mod- 
ern laboratory  methods  know  that  proper 
education  and  training  is  necessary  for  one 
to  be  able  to  understand  and  execute  some 
of  these  complicated  procedures.  There  is 
a certain  amount  of  inherent  error  in  many 
of  the  procedures;  to  be  of  any  value  this 
error  should  not  be  appreciably  increased 
by  the  human  element. 

There  is  today,  unfortunately,  an  acute 
shortage  of  qualified  medical  technologists, 


there  being  only  17,255  registered  medical 
technologists  (ASCP)  in  the  United  States. 
An  estimate  by  the  Bureau  of  Labor  places 
the  need  at  45,000  by  1960.  Because  of  what 
may  well  be  a critical  situation  in  seven 
more  years,  the  American  Society  of  Medi- 
cal Technologists  has  assumed  the  responsi- 
bility of  trying  to  alleviate  this  shortage, 
and  to  make  available  enough  competent 
medical  technologists  to  supply  our  physi- 
cians. 

It  has  been  found  that  a vocational  guid- 
ance program  is  one  of  the  most  effective 
means  of  recruiting  prospective  technolo- 
gists, so  each  year  the  American  Society  of 
Medical  Technologists  sponsors  a nation- 
wide program  to  acquaint  students  with  the 
profession  and  to  advise  them  as  to  the 
proper  college  courses  that  are  necessary  if 
they  wish  to  enter  an  approved  school  of 
medical  technology.  Often  a student  will 
discover  too  late  that  he  does  not  have  the 
proper  college  requirements  to  enter  the 
profession. 

This  vocational  guidance  program  is  car- 
ried out  on  a state  basis.  In  executing  its 
part  of  the  program  the  Tennessee  Society 
of  Medical  Technologists  has  endeavored  to 
reach  students  in  every  college  and  high 
school  in  the  state  to  present  them  with  the 
facts.  This  is  followed  with  a laboratory 
open  house  where  interested  students  are 
invited  into  the  laboratories  of  the  various 
hospitals  in  the  state  to  see  for  themselves 
what  the  work  is  like. 

I 


Table 

Approved  Schools  of  Medical  Technology  in  Tennessee 


Chattanooga 

Baroness  Erlanger  Hospital' 
Knoxville 

Knoxville  General  Hospital 
East  Tennessee  Baptist  Hospital 
St.  Mary’s  Memorial  Hospital 
Memphis 

Baptist  Memorial  Hospital 
John  Gaston  Hospital2 
Methodist  Hospital 
St.  Joseph  Hospital 
Nash  vide 

George  W.  Hubbard  Hospital" 
Nashville  General  Hospital 
St.  Thomas  Hospital 
Veterans  Administration  Ho^nital 


Pathologist  in  Charge 
J.  W.  Adams,  Jr.,  M.D. 

R.  H.  Monger,  M.D. 

J.  B.  Roberts,  M.D. 

G.  S.  Mahon,  M.D. 

M.  L.  Trumbull,  M.D. 

D.  H.  Sprunt,  M.D. 

W.  M.  Tribby,  M.D. 

W.  Hurteau,  M.D. 

G.  D.  Holloway,  M.D. 

W.  A.  DeMonbreun,  M.D. 
D.  K.  Gotwald,  M.D. 

S.  H.  Auerbach.  M.D. 


College  affiliations: 

'University  of  Chattanooga. 

TJniversity  of  Tennessee  Medical  Units. 
Tennessee  A.  and  I.  State  College. 
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Throughout  all  of  the  states  of  the  Union, 
the  District  of  Columbia,  Hawaii,  Puerto 
Rico,  and  the  Canal  Zone  there  are  496  ap- 
proved schools  of  medical  technology;  it  is 
of  interest  to  note  that  12  of  the  schools  are 
located  in  Tennessee. 

Every  physician  who  employs  a technolo- 
gist to  work  in  his  laboratory  should  ac- 
quaint himself  with  the  facts  pertaining  to 
these  approved  schools  and  the  Registry  of 
Medical  Technologists.  He  should  insist 
that  his  employee  be  a properly  trained  per- 
son on  whom  he  can  rely  for  accurate  labo- 
ratory data,  and  not  an  inadequately  trained 
person  who  gives  him  a misleading  figure  on 
his  patient’s  record.  Inaccurate  laboratory 
results  are  unfair  to  both  the  physician  and 
the  patient.  This  problem  of  so  much  sub- 
standard laboratory  work  is  a serious  one. 
There  are  some  groups  in  the  medical  pro- 
fession who  are  vitally  concerned  and  are 
striving  to  correct  it.  However,  it  is  a prob- 
lem of  such  magnitude  that  it  will  require 
the  interest,  cooperation  and  assistance  of 
the  entire  medical  profession  for  its  solu- 
tion. Do  you  have  a first  rate  medical  tech- 
nologist in  your  laboratory  ...  or  do  you 
know? 


DEATHS 


Dr.  Thomas  J.  Stockard,  Sr.,  Lawrence- 
burg,  died  Sunday,  October  4,  in  a Decatur, 
Ala.,  hospital  after  a two  months’  illness. 
Aged  72. 

★ 

Dr.  Will  iam  D.  Stinson,  Memphis,  died  of 
a heart  attack  at  Vanderbilt  Hospital  on 
Sunday,  October  18.  Dr.  Stinson  was  in 
Nashville  for  a committee  meeting  of  the 
Tennessee  State  Medical  Association.  A.ged 
59. 

★ 

Dr.  Donald  T.  Chamberlin,  Knoxville,  as- 
sociated with  the  Acuff  Clinic,  died  from  a 
liver  condition  October  1 in  a Boston  hospi- 
tal while  on  vacation.  Aged  48. 

★ 

Dr.  Stella  C.  Martinson,  Graysville,  a co- 
founder of  the  Graysville  Sanatorium,  died 
September  24.  Aged  84. 


Dr.  , Jere  L.  Crook,  Jackson,  died  at  Van- 
derbilt Hospital  on  Saturday,  October  31, 
from  broncho-pneumonia.  Dr.  Crook  was  a 
past-president  of  this  Association  and  the 
Southern  Medical  Association.  He  was  also 
the  Councilor  of  the  Eighth  District  of  this 
Association.  Aged  79. 

★ 

Dr.  William  Bart  Dalton,  Gordonsville, 
died  November  1 in  a Nashville  hospital 
after  an  illness  of  one  year.  Aged  83. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane  County  Medical  Society 

The  Society  held  a dinner  meeting  at  the 
Oak  Ridge  Hospital  on  Thursday,  October 
22.  The  guest  speaker  was  Dr.  Lyndon  E. 
Lee,  Jr.,  whose  subject  was  “Cancer  Control 
Program  of  Puerto  Rico.” 

Dr.  Lee  will  be  remembered  as  the  In- 
structor who  conducted  the  Postgraduate 
Course  two  years  ago  in  Tennessee  on  Can- 
cer. 

Knoxville  Academy  of  Medicine 

The  Academy  held  its  regular  meeting  in 
the  auditorium  on  October  13. 

The  Scientific  Program  consisted  of  a pa- 
per on  “Pellagra”  by  Dr.  Richter  H.  Wiggall. 
Dr.  Wiggall’s  paper  was  discussed  by  Dr. 
Joe  Acker,  Jr. 

Robertson  County  Medical  Society 

The  Society  sponsored  a “Dr.  W.  B.  Dye 
Day”  which  was  held  in  Springfield  on  Sun- 
day, October  4.  The  occasion  was  held  in 
honor  of  Dr.  Dye  who  had  practiced  medi- 
cine for  50  years  in  Robertson  County. 
Among  the  many  tributes  to  Dr.  Dye’s  life 
of  service  was  an  address  by  Dr.  Daugh  W. 
Smith  of  Nashville,  a former  president  of 
the  Tennessee  State  Medical  Association. 
Among  the  awards  was  the  50-year  pin  pre- 
sented on  behalf  of  the  Tennessee  State 
Medical  Association  by  the  Executive  Secre- 
tary, V.  O.  Foster. 

* 

The  Society  held  its  regular  monthly 
meeting  on  October  19  at  the  Robertson 
County  Hospital.  The  program  consisted  of 
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a review  of  the  activities  of  the  Tennessee 
State  Medical  Association  by  its  Executive 
Secretary. 

Plans  were  made  for  the  Scientific  Pro- 
grams for  the  remainder  of  the  Society  year. 

Consolidated  Medical  Assembly  of  West 
Tennessee 

More  than  fifty  physicians  attended  the 
dinner  session  of  the  Assembly  at  the  New 
Southern  Hotel  in  Jackson  on  Tuesday,  Oc- 
tober 6. 

The  Scientific  Program  consisted  of  a sym- 
posium on  arthritis.  Dr.  P.  Thurmond 
Crawford  discussed  “Treatment  of  Rheuma- 
toid Arthritis”;  Dr.  I.  Frank  Tullis,  “Rheu- 
matic Polyarthritis”;  Dr.  Alvin  J.  Ingram, 
“The  Management  of  Osteoporosis”;  and 
Dr.  John  Davis  Hughes  discussed  “The  Prob- 
lems of  Gout.”  Dr.  Hughes  served  as  mod- 
erator of  the  symposium. 

* 

Memphis-Shelby  County  Medical  Society 

The  Society  held  a special  meeting  on 
October  6 at  the  Memphis  Country  Club. 
The  dinner  meeting  was  held  to  honor  four 
members  of  the  Society  who  had  practiced 
medicine  for  more  than  50  years.  The  hon- 
orees  of  the  occasion  were  Dr.  George  R. 
Livermore,  Dr.  William  H.  Lovejoy,  Dr.  Lo- 
gan C.  McVay  and  Dr.  Wallace  P.  Moore. 
Each  of  these  physicians  was  awarded  a cer- 
tificate of  recognition  for  their  long  service 
by  the  Society  and  were  also  presented  a 
50-year  gold  pin  from  the  Tennessee  State 
Medical  Association.  Dr.  Wilson  Searight 
was  master  of  ceremonies. 

At  its  meeting  on  August  4 the  following 
scientific  program  was  presented:  “Sympo- 
sium on  Alcoholism.”  “Nutrition,  Endocri- 
nology and  Alcoholism,”  Dr.  Howard  A. 
Boone;  “Psychiatric  Aspects  of  Alcoholism,” 
Dr.  M.  W.  Lathram,  Jr.;  “Management  of  the 
Acute  Phases,”  Dr.  Frank  A.  Latham;  “Anta- 
buse in  Treatment  of  Alcoholism,”  Dr.  James 
A.  Wallace.  Papers  were  discussed  by  Dr. 
William  F.  Andrews,  Dr.  Samuel  Paster,  Dr. 
Basil  W.  Bland,  Dr.  J.  E.  Holmes  and  Dr. 
John  Conway. 

* 

The  program  at  the  September  1 meeting 
was  a Symposium  on  “Recent  Advances.” 


“Ophthalmology,”  by  Dr.  Richard  A.  Mil- 
ler; “Otolaryngology,”  Dr.  Charles  E.  Long; 
“Urology,”  Dr.  A.  Lynn  Herring;  “Thoracic 
Surgery,”  Dr.  Edward  F.  Skinner.  These 
papers  were  discussed  by  Dr.  Roland  Myers, 
Dr.  James  Hardy,  Dr.  Charles  H.  Heacock, 
Dr.  Robert  McBurney  and  Dr.  Duane  Carr. 

Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society 

A dinner  meeting  was  held  on  October  29 
for  physicians  attending  the  Sixth  'Annual 
Session  of  the  Nashville  Medical  Assembly. 
The  guest  speaker  was  Dr.  Thomas  P.  Almy, 
Associate  Professor  of  Medicine,  Cornell 
University  Medical  College.  The  title  of  his 
paper  was  “Recent  Studies  on  Ulcerative 
Colitis  and  Their  Implications  for  Treat- 
ment.” 


Tennessee  Valley  Medical  Assembly 

1,050  persons  attended  the  first  sessions 
of  the  Tennessee  Valley  Medical  Assembly 
in  Chattanooga  on  September  28-29,  1953. 
The  Assembly,  sponsored  by  the  Chatta- 
nooga-Hamilton  County  Medical  Society, 
was  held  at  the  Read  House.  Of  the  total 
registration,  618  were  physicians.  The  meet- 
ing was  pronounced  a big  success  by  Dr. 
William  G.  Stephenson,  society  president, 
and  plans  are  already  underway  for  its  con- 
tinuance. 

Essayists  and  their  subjects  were  as  fol- 
lows: 

Monday  Morning,  September  28 

Philip  Thorek,  M.D.,  Chicago,  111.,  “Acute 
Abdomen.” 

Richard  W.  TeLinde,  M.D.,  Baltimore, 
Md.,  Baltimore,  Md.,  “Carcinoma  of  the  Cer- 
vix.” 

Paul  D.  White,  M.D.,  Boston,  Mass.,  “Hy- 
pertensive Heart  Disease — A Generation 
Ago  and  Now.” 

Charles  W.  Mayo,  M.D.,  Rochester,  Minn., 
Alex  Stewart  Memorial  Lecture,  “Colon 
Surgery.” 

Monday  Afternoon,  September  28 

Paul  D.  White,  M.D.,  Boston,  Mass.,  “Notes 
on  Coronary  Heart  Diseases.” 
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Robert  B.  Lawson,  M.D.,  Winston-Salem, 
N.  C.,  “To  Treat,  or  Not  to  Treat.” 

Richard  W.  TeLinde,  M.D.,  Baltimore, 
Md.,  “Pelvic  Endometriosis.” 

John  R.  Heller,  M.D.,  Bethesda,  Md., 
“Pathogenesis  of  Carcinoma.” 

Banquet,  Monday  night,  Mr.  Leo  Brown, 
Chicago,  111.,  “Medicine’s  Golden  Opportu- 
nity.” 

Tuesday  Morning,  September  29 

John  B.  Youmans,  M.D.,  Nashville,  Tenn., 
"Anemia  and  Nutrition.” 

Richard  B.  Cattell,  M.D.,  Boston,  Mass., 
“Advances  in  Pancreatic  Surgery.” 

H.  Earle  Conwell,  M.D.,  Birmingham,  Ala., 
"Some  Do’s  and  Don'ts  in  Fracture  Treat- 
ment.” 

George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio, 
“Diseases  of  the  Thyroid  Gland.” 

Tuesday  Afternoon,  September  29 

Richard  B.  Cattell,  M.D.,  Boston,  Mass., 
“Surgical  Treatment  of  Gastric  and  Duode- 
nal Ulcers.” 

V.  P.  Sydenstricker,  M.D.,  Augusta,  Ga., 
Subject  to  be  announced. 

Paul  Holbrook,  M.D.,  Tucson,  Ariz., 
"Treatment  of  Rheumatoid  Arthritis.” 
George  Crile,  Jr.,  Cleveland,  Ohio,  “Bleed- 
ing Esophageal  Varices.” 

Nashville  Medical  Assembly  Sixth 
Annual  Session 

The  Assembly,  co-sponsored  by  the  Nash- 
ville Academy  of  Medicine  and  the  Tennes- 
see Academy  of  General  Practice,  was  held 
in  Nashville  on  October  28-29-30.  The  total 
attendance  was  533,  of  which  406  were 
physicians.  The  essayists  and  their  subjects 
were: 

Dr.  F.  J.  L.  Blasingame,  Wharton,  Tex- 
as, “Pain  Arising  from  the  Serous  Sacs.” 

Dr.  Harold  G.  Wolff,  New  York  City,  “The 
Management  of  the  Patient  with  Multiple 
Complaints  Without  Physical  Findings.” 
Dr.  Arild  E.  Hansen,  Galveston,  “Infant 
Nutrition”  and  “Management  of  the  Prophy- 
laxis Against  Rheumatic  Fever.” 

Dr.  Leo  G.  Rigler,  Minneapolis,  “X-Ray 
Pathological  Conference.” 

Dr.  Alfred  Uihlein,  Rochester,  Minn.,  “The 
Treatment  of  Intractable  Pain  of  Face  and 
Head.” 


Dr.  Robert  H.  Williams,  Seattle,  “Physio- 
logical Relationships  Between  Endocrine 
Glands”  and  “Clinical  Aspects  of  Adrenal 
Cortical  Disorders.” 

Dr.  Samuel  P.  Asper,  Baltimore,  “Selec- 
tion of  Method  of  Treatment  and  Manage- 
ment of  Hypothyroidism.” 

Dr.  Garfield  G.  Duncan,  Philadelphia, 
“The  Management  of  Uncomplicated  Dia- 
betes Mellitus.” 

Dr.  John  Eager  Howard,  Baltimore,  “Clin- 
ical Aspects  of  Calcium  Metabolism.” 

Dr.  Eric  M.  Nanson,  Baltimore,  “Manage- 
ment and  Preparation  of  Patients  for  Oper- 
ation” and  “The  Care  of  Patients  and  Pre- 
vention of  Complications  Postoperatively.” 

Dr.  Ivan  W.  Brown,  Jr.,  Durham,  “The  Use 
and  Abuse  of  Blood  Transfusion  Therapy.” 

Dr.  John  Adriani,  New  Orleans,  “Present- 
Day  Anesthesia.” 

Dr.  S.  Leon  Israel,  Philadelphia,  “Indica- 
tions and  Contra-Indications  for  Caesarean 
Section”  and  “Post-Partum  Hemorrhage.” 

* 

Jackson  Clinic’s  Annual  Seminar  Set 
For  January  I 7 

The  Jackson  Clinic,  Jackson,  Tennessee, 
announces  the  first  program  of  an  Annual 
Seminar  to  be  held  at  The  Clinic,  on  Janu- 
ary 17,  1954. 

Physicians  from  all  the  surrounding  area 
are  invited  to  attend  the  meetings  and 
luncheon.  The  first  of  the  two  sessions  will 
be  Sunday  Morning,  10:00  A.M.  The  second 
is  at  2:00  P.M. 

Speakers  are: 

Dr.  Howard  K.  Gray,  Head  of  Section  of 
General  Surgery  at  the  Mayo  Clinic. 

Dr.  James  C.  Cain,  Gastroenterologist, 
Dept,  of  Internal  Medicine  Mayo  Clinic. 

Program  for  the  morning  session: 

“Diseases  of  the  Liver  and  Biliary 
Tract” 

Program  for  afternoon  session: 

“Diseases  of  Upper  Intestinal  Tract” 

+ 

University  of  Tennessee  College  of 
Medicine 

Dr.  Conley  Hall  Sanford  is  retiring  as 
chief-of-staff  of  the  John  Gaston  Hospital 
and  chief  of  the  Division  of  Medicine  of  the 
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University  of  Tennessee  College  of  Medicine. 
He  has  held  these  posts  since  1939. 

* 

Margaret  W.  Cavanough,  Ph.D.,  has  joined 
the  Division  of  Medicine  at  the  University 
of  Tennessee  Medical  Units  as  a research 
associate. 

* 

A three-day  course  in  Cardiovascular  Dis- 
ease at  the  John  Gaston  Hospital  is  sched- 
uled for  November  18  to  20.  The  course  is 
given  by  members  of  the  faculty  of  the 
College  of  Medicine  under  the  direction  of 
Dr.  Conley  Sanford. 

* 

Elmer  E.  Paulter,  Jr.,  M.D.,  has  joined  the 
staff  as  assistant  professor  of  pathology  and 
bacteriology. 

* 

Dr.  Phil  C.  Schreier  has  been  appointed 
acting  chief  of  the  Division  of  Obstetrics 
and  Gynecology.  He  replaces  Dr.  Frank 
Whitacre,  who  recently  resigned  to  join 
the  staff  of  Vanderbilt  University  School  of 
Medicine. 

* 

Vanderbilt  University  School  of 
Medicine 

A post-graduate  course  was  given  under 
the  auspices  of  the  American  College  of 
Physicians,  November  16  to  20.  Dr.  Hugh  J. 
Morgan  was  chief  director.  The  Middle 
Tennessee  Heart  Association  joined  in  the 
program  a portion  of  the  time  to  permit 
physicians  from  Middle  Tennessee  to  hear 
the  discussions  having  to  do  with  heart  dis- 
ease. The  program  was  presented  by  mem- 
bers of  the  faculty  at  Vanderbilt,  and  guest 
speakers  who  were: 

George  E.  Burch,  Jr.,  M.D.,  Professor  of 
Medicine,  Tulane  University 

William  H.  Daughaday,  M.D.,  Assistant 
Professor  of  Medicine,  Washington  Uni- 
versity 

Ancel  B.  Keys,  Ph.D.,  Professor  of  Physiol- 
ogy and  Hygiene,  University  of  Minne- 
sota 

Eugene  A.  Stead,  Jr.,  M.D.,  Professor  of 
Medicine,  Duke  University  School  of 
Medicine 


William  S.  Stone,  Colonel,  MC  UAA,  Com- 
mandant Army  Medical  Service  Gradu- 
ate School,  Walter  Reed  Army  Medical 
Center,  Washington 

D.  L.  Tabern,  Ph.D.,  Head  of  Department 
of  Radioactive  Pharmaceuticals,  Field 
of  Organic  Chemistry,  Abbott  Labora- 
tories, Chicago. 
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Dr.  S.  J.  Schaeffer,  recently  completing  his  mili- 
tary service,  will  become  a partner  of  Dr.  Paul  W. 
Wilson  in  Dresden  for  the  practice  of  medicine  and 
surgery. 

Dr.  Charles  W.  Moorefield,  formerly  of  Berwin, 
W.  Va.,  has  opened  his  offices  in  Kingston. 

Dr.  John  H.  Kinser,  recently  discharged  from  the 
AFMC,  and  who  formerly  practiced  in  Etowah,  will 
become  associated  with  Dr.  E.  Gene  Lynch  in  Mor- 
ristown. 

Dr.  John  C.  Burch,  Nashville,  was  elected  sec- 
ond vice-president  of  the  American  College  of 
Surgeons  during  its  session  in  Chicago  last  month. 

Dr.  Clarence  Douglas  Hawkes,  Memphis,  was 
elected  president  of  the  Neurosurgical  Society  of 
America  at  the  annual  meeting  in  Colorado  Springs 
last  month.  He  succeeds  Dr.  William  F.  Meacham 
of  Nashville. 

Dr.  Phil  C.  Schreier,  Memphis,  was  named  act- 
ing chief  of  the  division  of  obstetrics  and  gyne- 
cology of  the  University  of  Tennessee  College  of 
Medicine,  succeeding  Dr.  Frank  E.  Whitacre  who 
recently  resigned  to  join  the  Vanderbilt  School  of 
Medicine. 

Dr.  John  C.  Pryse,  son  of  Dr.  Roscoe  C.  Pryse 

of  LaFollette,  has  opened  his  offices  in  his  home 
town  for  the  practice  of  medicine. 

Dr.  Charles  H.  Webb,  Jr„  formerly  of  Thomp- 
son, Ga.,  has  opened  his  offices  in  Trenton. 

Dr.  Paul  F.  Dishner  has  opened  his  office  for  the 
general  practice  of  medicine  in  Kingsport. 

Dr.  Robert  B.  Gaston  has  opened  his  office  in 
Donelson  for  the  general  practice  of  medicine. 

Dr.  John  H.  Lillard,  has  resigned  as  director  of 
the  area  Department  of  Public  Health  and  has  re- 
opened his  office  in  Benton  for  private  practice. 

Dr.  Coulter  S.  Young  has  located  in  Manchester 
and  has  offices  in  the  Healing  Arts  Clinic. 

Dr.  R.  L.  Sanders,  Memphis,  was  the  recipient 
of  the  Mississippi  Valley  Medical  Society’s  1953 
Honor  Award  “for  distinguished  service  in  the 
practice  and  teaching  of  clinical  surgery.”  The 
award  was  conferred  during  the  eighteenth  annual 
meeting  in  Springfield,  111. 

Dr.  Hugh  J.  Morgan,  Nashville,  received  an  hon- 
orary degree  of  Doctor  of  Science  from  the  Uni- 
versity of  Southern  California  during  the  Univer- 
sity’s 25th  anniversary  celebration  in  September. 
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A citation,  accompanying  the  degree,  set  out  his 
contributions  to  medicine. 

Dr.  Enoch  VV.  Tipton,  Kingsport’s  oldest  practic- 
ing physician,  was  cited  in  the  Kingsport  Times 
as  “Kingsports  first  builder  and  one  of  the  real 
founding  fathers.”  He  is  80  and  has  not  missed 
a day  from  work  in  the  past  five  years. 

Dr.  Edward  T.  Newell,  Sr.,  Chattanooga,  presid- 
ed at  a luncheon  honoring  physicians  who  have 
trained  since  1908  at  the  Newell  Hospital  recently. 
Dr.  Newell  is  a co-founder  of  the  hospital.  More 
than  60  former  internes  and  residents  attended. 


BOOK  REVIEW 


Renal  Function — Transactions  of  the  Third 
Conference,  1951,  1952  and  1952.  Renal 
Function — Transactions  of  the  Fourth 
Conference,  1952.  Edited  by  Stanley  E. 
Bradley,  M.D.  New  York:  Josiah  Macy, 
Jr.  Foundation.  Price  $3.50  each. 

Each  of  these  small  books  is  a record, 
presented  informally  and  almost  verbatim, 
of  the  transactions  of  a conference  of  leading 
renal  physiologists.  The  1951  conference 
deals  with  physical  factors  in  urine  forma- 
tion and  the  one  for  1952  with  water  and 
electrolyte  exchange  across  epithelial  mem- 
branes. 

The  introduction  to  each  volume  states 
that  it  is  the  purpose  of  these  conferences  to 
“elicit  provocative  discussion  of  the  difficul- 
ties which  are  being  encountered  in  research 
and  practice”  rather  than  to  present  “neat 
solutions  to  tidy  problems.”  The  discussions 
are  concerned  with  such  subjects  as  the 
passage  of  substances  across  capillary  walls, 
the  physicochemical  principles  and  problems 
met  in  the  use  of  various  types  of  “artificial 
kidney,”  and  ion  transport  across  living 
membranes.  The  nature  of  the  subjects  dis- 
cussed and  the  highly  specialized  interests 
of  the  participants  in  the  symposia  preclude 
any  attempt  at  summarizing  the  discussions. 
By  the  same  token,  no  definitive  conclusions 
are  reached. 

The  purpose  of  the  conferences  has  been 
fulfilled  in  that  “provocative  discussions” 
have  been  elicited,  but  only  those  few  physi- 
ologists and  chemists  who  are  able  to  follow 
them  are  likely  to  benefit  directly.  The 
practicing  physician  will  find  little  if  any- 


thing in  them  that  will  be  of  immediate 
clinical  applicability. 

Thomas  M.  Blake,  M.D. 

* 


PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Department,  322  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Locations  Wanted 

Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

* 

A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 
tified in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 


A 26  year  old,  married,  physician,  M.D.  Tennes- 
see, 1949,  draft  exempt,  desires  associate  relation- 
ship for  general  practice  and  general  surgery. 

LW-46 


* 


A 31  year  old,  married  physician.  Catholic,  pri- 
ority 4,  degree  from  University  of  Tennessee,  1949, 
desires  an  associate  relationship  for  general  sur- 
gery. Available  February  20,  1954.  LW-47 

+ 

A 28  year  old,  married  physician,  Roman  Cath- 
olic, priority  4,  University  of  Tennessee  graduate, 
1948,  specialty  internal  medicine,  desires  clinic, 
assistant  relationship  for  internal  medicine.  Avail- 
able January,  1954.  LW-48 

* 

A 28  year  old,  married  physician,  Protestant, 
graduate,  Bowman  Gray  School  of  Medicine,  1946. 
Now  completing  two  years  of  service  in  Air  Force, 
in  which  all  time  was  spent  in  obstetrics-gyne- 
cology specialty.  Available  January,  1954. 


Physician  Wanted 

A well  established  physician  in  a Southwest 
town  in  Tennessee  has  12  bed  new  hospital  doing 
general  practice  and  general  surgery.  Desires 
associate.  Prefers  a Protestant  and  needs  assist- 
ance immediately.  Various  financial  arrangements 
possible.  PW-23 

* 

Upper  Cumberland  County,  13,000  population 
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with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 

* 

South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 

* 

Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

* 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  centter.  PW-33 

* 

Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 

PW-34 

* 

North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 
Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area.  PW-38 

* 

Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 
sociate, various  financial  arrangements  possible. 

PW-40 

* 

General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 

PW-41 

¥ 

Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 
projects  to  determine  effects  of  ionizing  irradiation 
and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 


Small  town  of  2,000  population,  located  in 
Northwest  Tennessee,  desires  a replacement  for 
doctor  leaving  for  Military  Service,  approximately 
January  1,  1954.  Practice  is  of  general  practice 
type,  with  numerous  home  calls  made,  busy  office 
practice  and  long  office  hours  due  to  the  type  of 
population  surrounding  Greenfield.  Any  one  inter- 
ested please  contact  Nathan  F.  Porter,  M.D.,  at 
Porter  Clinic,  Greenfield,  Tennessee. 

PW-43 

¥ 

Rapidly  expanding  industrial  community  in 
Southern  East  Tennessee  desires  general  practi- 
tioner. Population  of  town,  1,000,  population  of 
trade  area,  6,000.  Community  cooperation  prom- 


ised in  securing  housing  and  office  space.  Medical 
Society  cooperation  also  assured.  PW-44 

¥ 

23-bed,  privately  owned  hospital  needs  General 
Practitioner  with  surgical  training  immediately. 

PW-46 


¥ 


Physician  to  take  over  general  practice  in  the 
Nashville  suburbs.  Present  physician  desires  to 
enter  residency  training.  Practice  is  young  and 
growing  rapidly.  Local  hospital  facilities  available. 
Various  financial  arrangements  possib’e. 


General  Practitioner  to  replace  doctor  who  will 
be  called  into  Military  Service  in  the  near  future. 
Well  established  practice  in  suburban  district, 
Nashville.  PW-48 

★ 


Wanted:  An  associate,  in  general  practice.  Var- 
ious arrangements  possible.  Nine  room  clinic, 
moderately  equipped.  Some  operating  facilities. 
EKG,  BMR,  and  100  MA  X-ray  machine.  Two 
three-room  apartments  or  one  five-room  apart- 
ment above  office.  PW-49 

★ 

General  Practitioner  needed  for  work  in  the 
Paraplegia  Section  of  the  Surgical  Service  of  a 
Tennessee  Veterans  Administration  Hospital. 


Town  of  5,000  population,  located  in  West  Ten- 
nessee, desires  general  practitioner.  Population 
of  trade  area  10,000.  Community  cooperation 
promised  in  securing  housing  and  office  space. 
Wonderful  opportunity  for  a young  doctor. 


Ophthalmology  and  Otolaryngology 
Seminar 

The  eighth  annual  University  of  Florida  Semi- 
nar on  Ophthalmology  and  Otolaryngology  will  be 
held  at  the  Sans  Souci  Hotel  in  Miami  Beach  the 
week  of  January  18,  1954.  The  lectures  on  Oph- 
thalmology will  be  given  on  January  18,  19  and 
20,  and  those  on  Otolaryngology  on  January  21,  22 
and  23.  Further  information  can  be  secured  from 
Dr.  Shaler  Richardson,  Graduate  School  of  Medi- 
cine, University  of  Florida. 

Cancer  Seminar 

A special  cancer  seminar  will  be  held  at  the 
Tutwiler  Hotel,  Birmingham,  on  January  27-28 
under  the  joint  sponsorship  of  the  Alabama  Divi- 
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sion,  American  Cancer  Society,  the  Medical  Asso- 
ciation of  Alabama,  the  Medical  College  of  Ala- 
bama, the  Jefferson  County  Dental  Association  and 
the  Jefferson  County  Medical  Society.  There  will 
be  a registration  fee  of  $5.00.  Further  information 
can  be  secured  from  the  Alabama  Division,  Amer- 
ican Cancer  Society,  907  Ramsey-McCormick 
Building,  Birmingham  8,  Ala. 


Southeastern  District — International 
College  of  Surgeons 

The  District  meeting  will  be  held  at  West  Palm 
Beach,  Fla.,  in  the  Pennsylvania  Hotel  on  January 
29  and  30,  1954.  Registration  fee,  $10.00.  Further 
information  can  be  secured  from  Dr.  Lloyd  J. 
Netto,  West  Palm  Beach,  Fla. 


GleGAttiew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism. and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — -Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman,  Nashville 
Lamb  Myhr,  Jackson 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
R.  H.  Haralson,  Maryville  (1956) 

W.  O.  Baird,  Henderson  (1954) 

Edward  T.  Brading,  Johnson  City  (1956) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1956) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1956) 

R.  H.  Kampmeier,  ex  officio,  Nashville 

A.  M.  Patterson,  ex  officio,  Chattanooga 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1956) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Ralph  G.  Nichols,  Knoxville  (1955) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville  (1954) 
Edward  D.  Mitchell,  Jr.,  Memphis  (1956) 
George  L.  Inge,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1956) 
J.  D.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

Frank  Whitacre,  Chairman,  Memphis 
W.  O.  Colbert,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
W.  O.  Tirrill,  Nashville 
Edward  Buchner,  Jr.,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  Youmans,  Nashville 
Harry  Jenkins,  Knoxville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1956) 
Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1956) 

Estill  L.  Caudill,  Jr.,  Elizabethton  (1954) 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Bedford  T.  Otey,  Chairman,  Memphis  (1956) 
George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 

Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 


D.  W.  Smith,  M.D.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
John  R.  Glover,  Sr.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1956) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1956) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1956) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1956) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1956) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1956) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1956) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
David  Hickey,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
J.  B.  Naive,  Knoxville 
W.  C.  Chaney,  Memphis 

(Six  additional  to  be  appointed) 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1956) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville  (1954) 

T.  G.  Cranwell,  Pikeville  (1956) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1956) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Jr.,  Germantown  (1954) 

Grievance  Committee 

Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Daugh  W.  Smith,  Nashville  (1956) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 

Physical  Therapy 

George  W.  Shelton,  Chairman,  Chattanooga 

S.  Ben  Fowler,  Nashville 
Marcus  Stewart,  Memphis 

Mental  Health 

Myrtle  Smith,  Chairman,  Livingston 
Robert  Foote,  Nashville 
O.  S.  Hauk,  Nashville 
Carrol  Turner,  Memphis 
Frank  Luton,  Nashville 
Autopsy  Committee 

Leland  Johnston,  Chairman,  Jackson 
W.  W.  Hurteau,  Memphis 
George  S.  Mahon,  Knoxville 
David  Gotwald,  Nashville 

C.  B.  Roberts,  Sparta 
Health  Project  Contest 

Mrs.  S.  J.  Sullivan,  Chairman,  Cleveland 
C.  B.  Roberts,  Sparta 
Daugh  W.  Smith,  Nashville 
Labor  Liaison 

Daugh  W.  Smith,  Chairman,  Nashville 

John  Winebrenner,  Knoxville 

H.  D.  Hickey,  Chattanooga 

William  D.  Stinson,  Memphis  (deceased) 

H.  L.  Monroe,  Erwin 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — A.  M.  Patterson,  M.D.,  910  Medical  Arts 
Building,  Chattanooga 

President-Elect— John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President — S.  J.  Sullivan,  M.D.,  Cleveland 

Vice-President  — Henry  T.  Kirby-Smith,  M.D.,  Se- 
wanee 

Vice-President— Malcolm  Aste,  M.D.,  Memphis 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  319-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

William  J.  Sheridan,  Jr.,  M.D.,  Medical  Arts  Build- 
ing, Chattanooga  (1956) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

Daugh  W.  Smith,  M.D.,  Doctors  Building,  Nashville 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 


COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 
Second  District— Joe  L.  Raulston,  M.D.,  Knoxville 
(1955) 

Third  District — Franklin  B.  Bogart,  M.D.,  Chatta- 
nooga (1954) 

Fourth  District— John  T.  Moore,  Jr.,  M.D.,  Algood 
( 1955) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville, 
Chairman  (1955) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 

( 1 'i  f ri  PPP3 ‘sPfi  ^ 

Ninth  District— J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1955) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1955) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1955) 
Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1955) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1955) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1953 


Anderson- Campbell 

J.  W.  Riggs,  LaFollette,  Pres. 

R.  C.  Pryse,  LaFollette,  Sec. 

Bedford 

B.  S.  Swindoll,  Tullahoma,  Pres. 
Taylor  Farrar,  Shelbyville,  Sec. 

Blount 

Frank  S.  Lovingood,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec. 
Bradley 

Joseph  McCoin,  Cleveland,  Pres. 
William  R.  Smith,  Cleveland,  Sec 
Cocke 

W.  C.  Ruble,  Jr.,  Newport,  Pres. 

W.  E.  McGaha,  Newport,  Sec. 
Consolidated  Medical  Assembly 
T.  N.  Humphrey,  Selmer,  Pres. 

S.  M.  Herron,  Jackson,  Sec. 
Cumberland 

H.  F.  Lawson.  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec. 
Davidson  County 

W.  O.  Tirrill,  104  Twentieth  Ave., 
N.,  Nashville,  Pres. 

Oscar  Noel,  2118  West  End  Ave., 
Nashville,  Sec. 

Jack  Ballentine,  647  Doctors  Bldg., 
Nashville,  Exec.  Sec. 

Dickson 

J.  T.  Jackson,  Dickson,  Pres. 

Mary  B.  Cook,  Dickson,  Sec. 
Dyer-Lake- Crockett 

W.  E.  Anderson,  Dyersburg,  Pres. 
W.  I.  Thornton,  Jr.,  Dyersburg,  Sec. 
Fentress 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec. 

Franklin 

Ruth  Cameron,  Sewanee,  Pres. 
George  L.  Smith,  Winchester.  Sec. 
Giles 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec. 

Greene 

N.  P.  Horner,  Greeneville,  Pres. 

W.  L.  McGuffin,  Greeneville,  Sec. 

Hamblen 

John  E.  Pierce,  Morristown,  Pres. 
Y.  A.  Jackson,  Morristown,  Sec. 

Hamilton 

Wm.  G.  Stephenson,  612  Medical 
Arts  Bldg.,  Chattanooga,  Pres. 
Arch  Bullard,  Medical  Arts  Bldg., 
Chattanooga,  Sec. 


Henry 

John  E.  Newman,  Paris,  Pres. 

W.  G.  Rhea,  Paris,  Sec. 

Humphreys 

J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec. 

Jackson 

L.  R.  Anderson,  Gainesboro,  Pres. 
L.  R.  Dudney,  Gainesboro,  Sec. 

K nox 

S.  J.  Platt,  603  W.  Main,  Knoxville, 
Pres. 

Ralph  H.  Monger,  Medical  Arts 
Bldg.,  Knoxville,  Sec. 

Lauderdale 

O.  F.  Moore,  Jr..  Ripley.  Pres. 

C.  R.  Webb.  Ripley,  Sec. 

Lawrence 

V.  H.  Crowder,  Lawrenceburg,  Pres. 
L.  B.  Molloy,  Lawrenceburg,  Sec. 

Lincoln 

W.  S.  Joplin,  Petersburg,  Pres. 

W.  D.  Jones,  Fayetteville,  Sec. 

Macon 

E.  M.  Froedge,  LaFayette,  Pres. 

C.  C.  Chitwood,  LaFayette,  Sec. 
Maury 

C.  D.  Walton,  Mt.  Pleasant,  Pres. 
Carl  C.  Gardner,  Jr.,  Columbia,  Sec. 

McMin  n 

Charles  T.  Carroll,  Athens,  Pres. 
Jess  A.  Powell,  Jr.,  Athens,  Sec. 
Monroe 

James  Barnes,  Sweetwater,  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec. 
Montgomery 

V.  H.  Griffin,  Clarksville,  Pres. 
Charles  A.  Trahern,  Clarksville,  Sec. 

Obion 

H.  W.  Calhoun,  Union  City.  Pres. 
R.  C.  Gilliam,  Union  City,  Sec. 
Overton 

A.  B.  Qualls,  Livingston,  Pres.  • 
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The  anxiety  reaction  bulks  large  in  the  practice  of  the  average  physi- 
cian. An  understanding  of  its  mechanism  will  help  the  doctor  greatly 
in  managing  the  patient.  Most  instances  of  this  psychoneurosis  must 
perforce  be  handled  by  the  family  physician  rather  than  psychiatrist. 


ANXIETY  STATES* 

FRANK  H.  LUTON,  Nashville,  Term. 

I appreciate  greatly  this  invitation  to 
speak  on  the  topic  of  “Anxiety  States.”  The 
terms  anxiety,  fear,  uneasiness,  apprehen- 
sion, panic  are  all  modalities  of  emotion  that 
are  common  to  all  of  us.  Anxiety  in  rela- 
tion to  physical  disease  is  something  that 
brings  the  patient  to  the  doctor  for  treat- 
ment and  is  normal  and  protective.  The 
anxiety  that  leads  the  patient  to  go  from 
doctor  to  doctor,  that  leads  to  the  discussion 
of  his  symptoms  with  many  people,  that  im- 
pels him  to  read  the  medical  columns  in  the 
newspaper  as  the  first  topic  of  the  day,  that 
brings  him  to  the  physician’s  office  for  many 
and  frequent  visits  for  minor  complaints, 
that  causes  him  to  be  upset  by  cancer  and 
heart  posters,  etc. — all  these  forms  of  anxi- 
ety point  to  more  than  average  levels  or 
manifestations  of  the  emotion.  When  it  ge‘,s 
to  this  degree,  we  deal  with  definite  illness 
in  the  direction  of  the  “anxiety  state,”  which 
is  the  subject  of  this  paper. 

It  is  perhaps  important  to  describe  the 
different  uses  of  the  term  anxiety  before 
subsequent  discussion  of  the  clinical  picture. 
When  anxiety  or  apprehension  exists  toward 
everything  it  is  “free  floating.”  When  it  is 
related  to  some  one  thing  like  tuberculosis 
or  cancer,  or  closed  places  or  high  bridges  or 
snakes,  it  is  topical  or  phobic  in  character. 
When  it  is  overwhelming  it  becomes  a panic. 
When  it  is  spoken  of  as  basic  anxiety  it  is 
the  underlying  emotional  reaction  to  stresses 

"Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  15,  1953,  Memphis, 
Tenn. 

fFrom  the  Department  of  Psychiatry,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


within  the  individual.  Anxiety  is  differenti- 
ated from  fear  in  that  the  one  represents  a 
threat  from  within  that  is  not  too  clearly 
discernible,  and  fear  is  an  emotional  reac- 
tion to  some  threat  from  without  that  is 
concrete  and  observable.  Both  are  reactions 
involving  the  whole  person  and  are  charac- 
terized by  physical  as  well  as  emotional 
characteristics. 

Clinical  Picture 

The  true  anxiety  state  is  a definite  illness 
with  specific  symptomatology  and  an  etiol- 
ogy that  is  not  always  clear.  It  may  be  pre- 
cipitated suddenly  by  some  incident  that  is 
not  too  disturbing  on  the  surface,  or  it  may 
come  on  after  some  catastrophic  experience. 
It  may  follow  a long  period  of  stress  such 
as  the  care  of  an  invalid  relative,  or  the 
pressure  incident  to  the  inauguration  of  a 
new  business. 

The  anxiety  state  is  an  extremely  fre- 
quent pattern  of  psychoneurosis  and  there 
is  no  physician  who  does  not  have  several 
patients  who  belong  in  this  category.  This 
is  the  simplest  type  of  the  large  group  of 
psychoneuroses.  Usually  it  does  not  become 
chronic  being  absorbed  by,  or  replaced  by 
other  neurotic  symptoms  which  then  place 
it  among  the  hysterias,  phobias,  obsessive 
compulsive,  ruminative  tension  states  and 
the  hypochrondriases.  The  anxiety  state 
may  occur  in  the  initial  stage  of  a depressive 
reaction  or  it  may  complicate  the  symptom- 
atology of  the  depression.  Any  of  the  chron- 
ic organic  reactions,  such  as  senile  and  cere- 
bral arteriosclerotic  states  and  general  pare- 
sis, may  show  anxiety-like  reactions  in  their 
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onset  and  during  the  course  of  the  psychosis. 
Other  phychoses  such  as  involutional  melan- 
cholia and  schizophrenia  may  show  the  pic- 
ture of  the  “anxiety  state”  in  the  early 
phases  of  the  illness.  It  is  therefore  not 
always  easy  to  determine  that  we  are  deal- 
ing with  the  simple  anxiety  state  at  first.  It 
is  wiser  to  listen  and  treat  and  wait. 

The  term  “anxiety  reaction”  has  recently 
been  adopted  by  the  Committee  on  Nomen- 
clature and  Statistics  of  the  American  Psy- 
chiatric Association  to  replace  the  term 
“anxiety  state”  and  is  now  included  in  the 
latest  (fourth)  edition  of  the  Standard  Clas- 
sified Nomenclature  of  Disease.  A brief  de- 
scription of  this  condition  is  given  by  the 
diagnostic  manual  published  by  the  Ameri- 
can Psychiatric  Association  as  follows:  “In 
this  kind  of  reaction  the  anxiety  is  diffuse 
and  7} ot  restricted  to  definite  situations  or 
objects , as  in  the  case  of  phobic  reactions. 
It  is  not  co7itrolled  by  any  specific  psycho- 
logical defense  mechanism  as  in  other  psy- 
ch o7ieurotic  reactions.  This  reactioix  is 
characterized  by  aiixious  expectatio7i  and 
frequently  associated  with  somatic  symp- 
tomatology. The  coi\dition  is  to  be  differ- 
entiated from  normal  apprehensiveness  or 
fear. 

In  presenting  the  symptomatology  of  the 
reaction,  a short  description  of  a patient’s 
present  illness  will  be  helpful. 

A thirty  year  old  manager  of  a radio  station  was 
unable  to  state  just  when  his  tension  began  but  in 
late  1949  he  had  an  “attack”  coming  on  just  after 
he  retired.  He  was  so  frightened  that  he  called 
his  family  physician  who  prescribed  a drink  and 
told  him  to  go  back  to  bed.  His  symptoms  have 
continued  with  varying  degrees  of  severity  until 
the  present  time  with  now  marked  limitation  of 
his  activities.  A description  of  a typical  experi- 
ence is  as  follows:  Feelings  that  he  will  fall  on  his 
face  are  with  him  constantly;  any  attempt  to  go 
into  any  kind  of  crowd  marked  by  great  discom- 
fort. On  one  visit  he  brought  his  wife  along  to 
shop  and  while  driving  he  did  not  think  much 
about  his  trouble,  but  when  he  stopped  his  hands 
were  moist,  his  neck  was  stiff,  he  felt  dizzy  and 
unsteady.  He  went  into  a department  store  and 
sat  while  his  wife  bought  some  shoes.  He  felt  him- 
self getting  tense,  was  disturbed  by  the  bustle  and 
the  noise  of  the  people — he  broke  out  in  a “cold 
sweat,”  wiped  his  brow,  began  to  smother — “ac- 
tually felt  that  I was  going  to  pass  out — I felt  so 
weak  that  I couldn’t  get  up — seems  to  me  that  I 
have  just  a crowd  phobia — I can  sit  outside  and  let 
my  wife  go  into  the  store  and  in  some  degree  get 


diverted — my  head  feels  like  it's  exploding — it 
seems  to  swell  and  throb — I can  feel  every  pulse 
beat  in  my  head — my  heart  beats  fast  and  I feel 
like  I'm  losing  my  equilibrium.” 

This  type  of  story  is  fairly  typical  of  the 
beginning  and  course  of  the  anxiety  reac- 
tion. In  this  condition  anxiety  is  the  central 
symptom  which  occurs  constantly  or  recurs 
frequently.  It  may  appear  as  a general  ap- 
prehensiveness without  any  special  object  or 
in  definite  attacks  of  fear  with  all  the  physi- 
cal and  feeling  characteristics  of  fear  with 
palpitation,  dizziness,  choking,  smothering, 
weakness,  profuse  perspiration,  loss  of  ap- 
petite, difficulty  in  going  to  sleep,  tremu- 
lousness of  both  upper  and  lower  extremi- 
ties and  head,  and  feelings  of  tension. 

On  physical  examination  the  following 
description  by  Rennie1  is  accurate:  “He  may 
be  observed  to  be  uneasy,  flushed  and  rest- 
less; he  may  perspire  freely  and  present  wet 
palms  and  moist  axillae.  His  pupils  may  be 
dilated,  his  hands  and  b )dy  tremulous,  his 
breathing  shallow,  his  pulse  accelerated, 
his  tongue  and  mouth  may  be  dry.  He  may 
suffer  polyuria  or  diarrhea,  may  be  nause- 
ated and  vomit  and  may  have  a total  loss  of 
appetite.  . . . Further  medical  study  may 
show  an  elevated  blood  pressure,  increased 
leucocyte  count,  raised  blood  sugar  level, 
sometimes  hypoglycemic  response,  hyper- 
ventilation tetany  and  other  metabolic  and 
chemical  imbalances.” 

These  symptoms  are  paralyzing  in  their 
effect  on  the  patient’s  behavior.  Rarely 
does  this  state  remain  at  the  level  where  the 
anxiety  is  “free  floating”  in  character.  The 
patient  soon  develops  the  fear  of  dying  or 
of  cancer,  heart  trouble  or  some  other  dis- 
ease, or  he  fears  that  he  is  losing  his  mind. 
He  has  been  told  that  he  has  no  physical 
disease  so  to  him  it  must  undoubtedly  be 
his  mind.  If  he  is  told  that  he  has  a mild 
mental  trouble  then  the  fear  becomes:  “Will 
it  go  into  insanity?”  He  may  be  unable  to 
go  to  town  or  to  church  or  to  the  movie,  or 
if  he  goes  into  any  group  he  must  be  close  to 
a door.  He  may  go  to  these  places  with  some- 
one but  not  alone.  One  patient  goes  walking 
with  her  four  year  old  daughter  without 
difficulty.  Another  finds  it  almost  impossi- 
ble to  stay  at  home  unless  her  husband  or 
mother  is  there,  in  spite  of  the  fact  that  a 
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practical  nurse  is  also  with  her  continuous- 
ly. This  same  patient  has  had  fear  of  storms 
since  childhood  and  until  two  years  ago 
would  go  to  the  safety  of  the  Union  Station 
as  soon  as  any  possibility  of  a storm  present- 
ed itself.  At  this  time  her  husband  built 
her  a concrete  storm  cellar  which  she  seeks 
when  a storm  is  imminent  still  in  the  com- 
pany of  a member  of  the  family.  Another 
patient  is  fearful  of  getting  too  far  from  the 
parking  lot  with  the  fear  that  she  will  faint 
in  the  time  it  takes  to  go  even  from  the  car 
to  the  doctor's  office.  Fears  such  as  of  faint- 
ing, “going  to  pieces,”  of  having  people  rec- 
ognize that  there  is  something  mental  in  the 
picture,  fear  of  having  an  attack  of  fear,  fear 
of  going  “berserk”  and  harming  someone, 
are  common  experiences  of  the  patient  who 
has  gone  beyond  the  simple  anxiety  reac- 
tion. From  the  psychcpathological  stand- 
point it  is  felt  that  these  patients  just  de- 
scribed have  at  first  reacted  to  their  minor 
personal  difficulties  with  anxiety,  then  with 
the  passage  of  time  and  the  marshalling  of 
such  resources  of  adjustment  as  are  avail- 
able to  them,  have  elaborated  other  psy- 
choneurotic symptoms  in  the  form  of  pho- 
bias, obsessive  compulsive  behavior,  and  the 
like. 

Etiology 

Anxiety  described  above  as  basic  is  de- 
fined by  Romano2  and  others  as:  “An  emo- 
tion generated  by  a conflict  of  forces  in  the 
economy  of  the  person  and  used  by  the  con- 
scious part  of  the  personality  as  a warning 
signal  that  in  some  way  the  personality  has 
been  threatened.”  The  threat  may  come 
from  outside  the  body,  from  some  noxious 
influence  in  the  external  environment,  or 
from  forces  that  seem  to  rise  from  within 
the  personality. 

It  is  considered  by  many  that  this  condi- 
tion of  threat  with  resulting  anxiety  repre- 
sents the  basic  psychopathology  of  all  ab- 
normal states.  The  factors  that  determine 
the  severity  of  the  condition  are: — the  inten- 
sity of  the  stress,  the  individual  suscepti- 
bility to  a particular  type  of  strain,  the  du- 
ration of  the  strain,  the  acuteness  of  it,  and 
the  peculiar  meaning  it  may  have  to  the 
person,  the  individual’s  capacity  for  adapta- 
bility, his  capacity  to  control  or  balance  the 


forces  from  within  and  from  without.  These 
forces  from  within  are  commonly  called  in- 
stinctive or  driving  forces, — the  needs  of  the 
person  for  love,  for  security,  for  prestige,  for 
support,  for  success  and  for  approval  from 
others  and  from  himself.  Strong  forces  from 
within  are  also  the  forces  of  conscience, 
which  constantly  view  and  supervise  these 
other  demands  and  needs.  It  is  from  this 
supervision  and  denial  that  conflict  comes, 
followed  by  threat  and  again  followed  by 
anxiety. 

The  person’s  capacity  for  management  of 
this  anxiety  determines  the  degree  of  his 
abnormality  of  reaction.  It  is  this  varying 
capacity  for  the  balancing  of  conflicting 
forces  that  determines  the  strength  of  the 
structure  of  the  personality.  When  the  per- 
sonality structure  is  good  it  meets  these  var- 
ious threats  with  certain  defenses  that  are 
available  to  all  of  us  and  the  reaction  is  a 
successful  one  and  the  patient  doesn’t  get 
sick.  If  the  person’s  capacity  is  not  so  good 
he  develops  an  anxiety  state  in  which  the 
underlying  or  basic  anxiety  is  expressed  as 
anxiety  and  fear  with  all  its  physical  com- 
ponents. This  is  the  anxiety  reaction  we 
were  talking  about.  As  I have  said  before, 
this  pattern  of  behavior  does  not  usually  re- 
main chronic  but  fairly  soon  takes  on  the 
characteristics  of  the  other  psychoneuroses, 
the  type  of  symptomatology  depending  prob- 
ably upon  the  type  of  psychological  defense 
which  he  is  able  to  use  in  his  struggle  to 
overcome  his  anxiety.  If  he  uses  the  defense 
of  conversion  and  evasion  his  reaction  is 
hysterical  in  character  as  in  the  patient  who 
is  paralyzed  in  the  extremity  which  nor- 
mally participates  in  the  activity  around 
which  the  conflict  exists.  If  his  defense  is 
that  of  symbolization  his  reaction  is  obses- 
sive-compulsive in  type  as  in  the  patient  who 
develops  the  compulsion  to  wash  his  hands 
many,  many  times  daily  as  if  to  wash  away 
the  contamination  presented  by  the  obses- 
sive feeling  of  being  in  contact  with  germs 
or  filth  or  sin.  If  his  defenses  are  many  and 
of  different  types  he  may  combine  them  all 
in  such  a reaction  as  the  phobic  reaction  in 
which  he  fears  storms  or  the  fear  of  crowds 
as  described  in  the  present  illness  of  the 
manager  of  the  radio  station. 

Again  other  patients,  because  of  their  own 
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particular  needs  or  problems,  find  a solution 
to  their  problems  in  the  development  of 
symptoms  related  to  the  body.  The  whole 
field  of  psychosomatic  illness  is  a study  of 
anxiety  and  its  causes  and  the  person’s  re- 
action to  it  in  such  a way  that  physical 
changes  result. 

I will  not  go  further  in  this  discussion 
into  the  application  of  the  formula  of  a 
threat  to  anxiety  and  individual  capacity  to 
adjust,  as  in  the  more  serious  mental  illness 
(the  psychoses).  It  should  be  repeated  that 
when  the  damage  is  great  enough  to  the 
personality  structure,  the  reaction  is  more 
severe.  Then  the  patient’s  adjustment  is 
psychotic  in  character  and  is  characterized 
by  excursions  into  the  world  of  unreality,  in 
the  form  of  delusions  and  hallucinations, 
and  his  capacity  for  living  in  society  and 
caring  for  himself  and  his  family  is  seriously 
impaired. 

It  is  also  important  to  mention  here  that 
the  personality  structure  is  a matter  of 
growth.  Man’s  preparedness  for  reaction, 
his  readiness  for  dealing  with  a current  sit- 
uation is  the  end  result  of  a lifelong  experi- 
ence. His  illness  cannot  be  explained  in 
terms  of  just  the  severity  of  the  precipitat- 
ing stimulus — it  must  consider  the  kind  of 
childhood  and  later  experiences  he  has  had, 
the  kind  of  responses  he  learned,  and  the 
opportunities  he  had  from  the  environment 
for  the  development  of  maturity  and  flexi- 
bility. One  finds  frequently  with  an  acute 
illness,  where  there  is  little  preparedness 
for  it,  that  the  patient  withdraws  his  inter- 
est from  the  outside  world  and  becomes 
more  interested  in  himself.  Because  of  his 
illness  he  becomes  unable  to  meet  the  de- 
mands of  his  environment,  becomes  more 
dependent,  needs  more  help  and  in  many 
ways  reacts  like  a child  in  his  desire  for 
attention,  sympathy,  and  reassurance.  It  is 
therefore  necessary  for  us  to  know  how 
much  dependency,  how  much  immaturity, 
how  much  anxiety  actually  prevails  in  his 
more  or  less  normal  personality  structure. 
In  treatment  it  is  necessary  to  break  up  in 
some  way  this  circle  that  the  patient  gets 
into. 

Management 

The  treatment  of  the  simple  anxiety  state 


begins  with  the  first  interview  with  the  pa- 
tient. Much  depends  on  the  development  of 
a good  relationship  with  the  physician,  a 
point  of  view  that  is  being  talked  about  now 
as  the  “doctor-patient  relationship,”  and  in 
the  past  as  one  of  the  important  aspects  of 
the  art  of  medicine,  which  means  that  in  all 
of  medicine  we  deal  with  the  whole  man  and 
not  just  a single  part  of  him.  In  this  illness 
we  deal  with  a person  whose  very  existence 
is  threatened  and  he  needs  the  security  that 
can  be  given  by  his  doctor.  The  principles 
of  interviewing  a psychiatric  patient  then 
are  probably  not  greatly  different  from 
those  used  in  the  interviewing  of  all  other 
patients. 

The  interviewing  situation  should  give  the 
patient  the  feeling  that  there  is  time  for  him 
to  present  his  complaints  and  probably  it  is 
best  for  the  physician  to  state  at  the  begin- 
ning that  he  wants  to  hear  all  about  it.  His 
questions  should  be  simple  and  designed  to 
stimulate  the  patient  to  talk  in  his  own 
way.  Interruptions  of  the  telephone,  buzzes 
from  the  secretary,  etc.,  are  not  helpful. 
The  very  process  of  talking  it  out  (ventila- 
tion) is  of  treatment  value.  If  one  has  only 
limited  time  it  may  be  well  to  say  so  and  to 
add  that  it  probably  will  not  be  possible  to 
get  through  today.  However,  it  must  be 
made  clear  there  will  be  other  opportunities 
for  examination  and  explanation.  The  pa- 
tient thus  is  impressed  by  an  attitude  of 
thoroughness.  The  first  interview  should 
include  a careful  physical  examination  with 
especial  attention  to  any  particular  physical 
responses  that  may  be  presented  in  the  com- 
plaint. The  physical  examination  is  an  im- 
portant part  of  the  treatment  and  should 
include  as  soon  as  possible  all  special  exam- 
inations that  probably  will  be  necessary. 
When  the  special  examinations  are  strung 
out  too  long  the  patients  may  feel  that  the 
doctor  is  not  too  sure  of  himself  concerning 
the  causes  of  the  problem  and  that  he  is 
still  looking  for  some  physical  cause.  Then 
if  he  treats  him  a while  and  sends  him  back 
for  another  somatic  procedure  any  previous 
reassurance  about  the  negativity  of  physical 
findings  is  lost. 

The  physician  should  control  the  tone  of 
his  voice  and  his  facial  expression  in  order 
to  avoid  any  suggestion  of  something  omi- 


December,  1953 


ANXIETY  STATES— Luton 


449 


nous.  Lifting  one’s  eyebrows  when  looking 
at  the  blood  pressure  reading  may  serve  to 
increase  anxiety.  Having  the  patient  wait 
too  long  to  get  a report  from  the  X-ray  ex- 
amination or  the  E.K.G.  is  often  agony  for 
him,  which  supports  the  value  of  getting  the 
examinations  done  and  reported  with  reas- 
surance and  explanation  as  soon  as  possible. 

When  a patient  presents  himself  with 
complaints  suggesting  an  anxiety  state  some 
such  plan  of  approach  as  this  comes  to  mind: 
1)  Is  this  a purely  emotional  problem?  2) 
How  much  is  physical  and  how  much  is 
emotional?  3)  Is  it  a simple  psychoneurosis 
of  anxiety  type  or  has  it  already  become 
crystallized  as  one  of  the  psychoneuroses? 
4)  Could  it  be  the  beginning  of  a more  se- 
rious mental  illness?  5)  What  are  the  pre- 
cipitating factors?  6)  What  is  there  in  the 
personality  development  of  the  patient  that 
allows  him  to  become  sick  at  the  present 
time?  This  patient  is  sick;  what  causes  it! 
In  a mental  illness  of  this  variety  under- 
standing is  healing.  The  doctor  must  under- 
stand it,  and  be  in  the  process  of  gaining 
insight  lays  the  ground  work  for  recovery. 

With  these  points  in  mind  one  takes  the 
history  pointing  toward  the  development  of 
a longitudinal  section  of  the  patient’s  life 
span.  Here  one  begins  with  facts  of  early 
development  with  elaboration  of  the  family 
atmosphere,  relationships  of  its  different 
members,  evidences  of  tension  in  the  home, 
rivalries  between  the  children,  attitudes  of 
the  family  toward  health,  discipline,  reli- 
gion, education,  and  a general  picture  of  the 
culture  in  which  the  patient  lived  as  a 
child.  A chronological  story  is  obtained 
from  childhood,  through  school,  marriage, 
business  or  career,  paying  attention  to  any 
disturbing  or  unsatisfying  experiences  in 
any  of  these  areas.  It  may  be  necessary  for 
one  to  explain  from  time  to  time  that  the 
causes  of  his  illness  are  to  be  found  among 
the  facts  of  his  life  adjustment,  in  the  same 
way  that  one  finds  the  causes  of  some  phys- 
ical illness  by  careful  physical  examination. 
Sometimes  explanation  of  the  meaning  of 
anxiety  and  its  relation  to  physical  symp- 
toms will  be  helpful  in  gaining  the  patient’s 
cooperation.  All  of  this  may  appear  to  be 
time  consuming  but  one  need  not  do  it  all 
at  one  time  and  the  ultimate  results  will  be 


satisfying.  Interviews  may  be  as  short  as  a 
half  hour  and  some  help  may  be  given  if 
the  patient  is  led  into  a discussion  of  his 
personal  life  and  relationships  instead  of 
spending  the  time  in  enumeration  of  his 
symptoms  since  his  last  visit. 

In  psychotherapeutic  interviews  one  often 
finds  situations  that  are  disturbing  to  the 
patient  that  can  be  corrected.  For  instance, 
the  wife  of  the  patient  may  show  a lack  of 
understanding  of  his  needs  or  their  interests 
are  divei’gent.  Talks  with  her  are  some- 
times profitable  and  again  joint  discussions 
frequently  lead  to  better  understanding  and 
consequent  relief  of  tension. 

There  are  often  situations  that  cannot  be 
manipulated  to  the  benefit  of  the  patient 
and  it  is  then  necessary  to  work  toward  a 
better  acceptance  of  the  present.  The  dis- 
cussion may  be  directed  toward  explanation 
of  an  attitude  of  acceptance,  its  meaning  and 
application.  A presentation  of  the  philoso- 
phy of  the  “ here  and  the  now ” may  give 
some  a framework  for  the  development  of 
more  comfortable  inner  feelings. 

These  observations  are  somewhat  sketchy 
but  may  give  a little  help  in  the  type  of 
approach  that  plans  to  be  reassuring,  ex- 
planatory, re-educational,  supportive  and 
constructive. 

Some  medications  are  useful  but  should 
be  given  with  the  explanation  that  they  are 
only  given  to  tide  him  over  the  rough  peri- 
ods. The  barbiturates  such  as  barbital  2V2 
grains  t.i.d.  or  phenobarbital  !4  gr.  t.i.d.  do 
relieve  the  tension.  Elixir  sodium  bromide 
10  gr.  t.i.d.  for  no  more  than  two  weeks, 
when  it  should  be  alternated  with  something 
else  is  sometimes  satisfactory.  Tolserol  has 
been  found  to  be  useful  to  some  patients. 
Prolonged  tepid  baths  may  give  some  pa- 
tient considerable  relaxation  and  relaxing 
exercises  according  to  the  method  of  Jacob- 
son seem  to  give  to  some  a method  that 
appeals. 

An  attempt  should  be  made  to  get  the  pa- 
tient back  into  activities  of  a recreational 
nature  if  he  has  stopped  them,  and  if  he  is 
lacking  in  this  area  one  should  persuade  him 
to  find  something  that  is  feasible.  Some- 
times a suggestion  from  the  doctor  will  ap- 
peal to  him,  again  it  is  better  to  push  him  to 
find  activities  for  himself. 
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Summary 

1.  The  “anxiety  state”  or  reaction  is  a 
common  reaction  to  some  kind  of  threat  to 
the  integrity  of  the  personality.  It  may 
come  from  without  or  from  within. 

2.  The  background  for  it  must  be  learned 
from  a careful  study  of  the  experience  of 
the  patient  from  the  family  setting  to  the 
period  of  the  onset  of  the  illness. 

3.  Treatment  is  directed  along  lines  of 
ventilation,  reassurance,  suggestion,  re-edu- 
cation and  explanation.  Physical  factors 
must  be  considered  and  treated. 
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Discussion 

CARROL  C.  TURNER,  M.D.  (Memphis):  In  dis- 
cussing the  anxiety  state,  it  must  be  realized  that 
a certain  psychological  constitution  serves  as  a 
predisposing  factor.  The  individual  is  sensitive, 
suspicious,  insecure  and  finds  it  difficult  or  impos- 
sible to  make  an  adjustment  to  the  rigorous  pres- 
sures and  responses  of  his  life  pattern.  He  is 
more  apt  to  be  sympathicotonic  than  vagotonic. 
That  is,  his  sympathetic  nervous  system  is  at  the 
mercy  of  his  emotions.  The  resultant  reaction  may 
be  a whole  architecture  of  physiologic  responses. 
Here  the  psyche  and  the  soma  meet  on  common 
ground.  It  is  only  necessary  to  recall  such  re- 
sponses as  blushing,  blanching,  excess  salivation, 
excess  sweating,  excess  lacrimation,  palpitation  of 
the  heart,  elevation  of  blood  pressure,  spurting  of 
urine  and  an  urge  to  defecation,  if  not  an  actual 
diarrhea,  under  certain  emotional  stresses,  to  re- 
mind us  of  the  somatic  responses  of  the  psyche. 

Emotional  reactions,  then,  have  a definite  phys- 
ical expression  pattern.  This  pattern  in  turn  be- 
comes more  marked,  and  there  is  set  into  revolu- 
tion a vicious  somato-psychic  circle,  which  con- 
tinues until  exhaustion  sets  in.  Human  beings 
seem  to  withstand  strong  emotional  shock  rela- 
tively well,  but  they  are  vulnerable  to  prolonged 
emotional  drains,  such  as  are  set  up  by  anxiety. 

It  is  an  irrefutable  opinion  that  gastric  ulcers 
are  indirectly  the  result  of  prolonged  anxiety 
states.  Harold  Wolfe  and  his  co-workers  have 
shown  through  studies  of  the  mucosa  at  the 
colostomy  the  vasomotor  changes  in  the  gastro- 
intestinal tract  incident  to  emotional  stresses,  par- 
ticularly anger  and  fear.  The  war  neuroses  were 
largely  built  around  a state  of  chronic  anxiety  and 
one  of  the  most  objective  symptoms  was  pallor 
and  reduced  surface  temperature.  Even  organic 
neurological  conditions  may  be  set  up  by  the  re- 
sponses of  psychosomatic  reaction. 


Multiple  sclerosis,  which  at  one  time  was  com- 
paratively rare,  at  least  in  the  central  areas  of 
this  country,  showed  a decided  increase  in  inci- 
dence among  combat  veterans,  and  we  were  im- 
pressed by  the  large  number  of  cases  of  this  dis- 
ease on  the  neurological  service  of  Kennedy  Vet- 
erans’ Hospital.  Many  of  these  patients  has  been 
in  the  Air  Corps  and  we  recall  a few  who  had 
been  instructors  of  student  pilots,  a hazardous 
assignment.  No  final  opinion  has  ever  been  de- 
duced as  to  the  cause  of  multiple  sclerosis.  There 
is  strong  pathological  evidence  that  it  accompanies 
vascular  disease,  in  which  the  calibre  of  the  blood 
vessels  has  been  compromised  with  a resulting 
reduction  of  the  blood  supply  to  the  area  involved. 
Hassen  did  a masterful  piece  of  work  along  this 
line  and  found  much  evidence  to  indicate  that  cer- 
tain chronic  arteriosclerotic  processes  were  found 
in  a large  number  of  his  cases  of  multiple  sclero- 
sis. Knowing  that  the  vasomotor  response  to  anx- 
iety is  vasoconstriction,  it  can  be  assumed  that 
multiple  sclerosis  can  result  from  prolonged  anx- 
iety states. 

The  same  may  be  said  for  the  blood  vessels  of 
other  systems  and  organs.  We  are  all  familiar 
with  the  oppressive  feeling  in  the  chest  as  a reac- 
tion of  prolonged  apprehension  in  anticipation  of 
some  impending  situation  of  physical  or  mental 
discomfort.  Actually,  coronary  angina  may  be 
induced  in  this  way,  and  intensify  a pre-existing 
fear  of  heart  disease. 

The  colon,  like  the  stomach,  may  become  in- 
volved in  neurogenic  dysfunction  as  a result  of 
various  emotional  reactions.  Abdominal  pain,  con- 
stipation or  diarrhea,  with  small  stools,  are  symp- 
toms of  this  condition.  The  stools  may  contain 
strings  of  mucous  or  even  a small  amount  of  blood. 
A chronic  state  of  anxiety  can  prolong  this  situa- 
tion until  actual  pathologic  alterations  in  the  colon 
take  place.  Individuals  of  this  group  are  over- 
conscientious,  sensitive  and  dependent. 

Allergic  disposition  may  be  dependent  on  the 
psychic  attitude  of  the  individual  and  it  is  not 
solely  the  allergen  to  which  we  must  look  for  cer- 
tain allergic  conditions.  For  instance,  in  bronchial 
asthma  it  has  been  observed  that  states  of  sup- 
pressed, intense,  and  frustrating  longings  or  desires 
are  of  major  importance  in  causing  symptoms 
which  have  been  thought  to  result  from  a specific 
allergy. 

Anxiety  plays  an  important  role  in  hypertension. 
In  cases  of  essential  hypertension  psychobiological 
studies  reveal  a lifelong  emotional  instability  with 
perfectionism  and  great  ambition.  Hostile,  ag- 
gressive impulses  and  resentment  serve  as  a con- 
stant stimulus  to  the  circulatory  system.  Hyper- 
tension is  thought  to  be  produced  by  an  unusual 
number  of  vasoconstrictor  impulses  from  the  me- 
dulla which  are  relayed  by  the  sympathetic  nerv- 
ous system.  Experiments  in  physiology  have 
shown  that  fear  in  response  to  critical  situations 
can  cause  a marked  elevation  of  the  blood  pres- 
sure. In  an  acute,  recurring,  anxiety  state,  or  in 
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the  prolonged  chronic  anxiety  situations,  the  per- 
sistent hypertension,  with  vasoconstriction  may 
result  in  vascular  sclerosis  and  the  many  attend- 
ant somatic  conditions  resulting  therefrom. 

It  is  quite  evident,  then,  that  anxiety  can  pro- 
duce a chain  of  symptoms  resulting  directly  from 


physiologic  responses  through  the  sympathetic 
nervous  system.  A continuation  of  this  chain  may 
produce  a permanent  and  irreversible  disease 
process. 

The  importance  of  recognizing  the  emotional 
phase  of  any  illness  is  obvious. 


The  Effect  of  Excessive  Doses  of  Diethylstilbestrol 

on  Carcinoma  of  the  Cervix.  Nieburgs,  H.  E. 

Obst.  & Gynec.,  2:  Number  3,  1953. 

The  role  of  estrogens  in  carcinogenesis  of  the 
cervix  has  long  been  a matter  of  controversial 
opinion.  Overholser  and  Allen  suggested  that  the 
lesions  induced  in  monkeys  by  the  administration 
of  estrogen  are  pre-cancerous.  Subsequent  obser- 
vations by  others  have  revealed  that  these  lesions 
consist  of  squamous  metaplasia  without  character- 
istics of  malignancy.  There  are  several  earlier 
reports  on  the  increased  excretion  of  estrogen  in 
the  urine  of  patients  with  cervical  cancer;  how- 
ever, confirmation  of  these  results  is  lacking  with 
recent  and  more  adequate  methods  of  estrogen 
assay. 

The  experimental  production  of  cervical  carci- 
noma in  mice  is  interesting.  Although  most  work- 
ers report  the  development  of  squamous  metaplasia 
or  keratinized  squamous  metaplasia  following  es- 
trogenic treatment,  the  production  of  cervical  car- 
cinoma in  mice  apparently  is  possible  in  only  one 
strain  of  mice,  the  CBS  strain,  or  in  crosses  of  this 
strain  with  C57.  According  to  observations  made 
on  several  hundred  cases  of  cervical  carcinoma  in 
the  in  situ  stage,  estrogenic  stimulation  to  the  cer- 
vix appears  to  be  decreased.  Estrogen  deficiency 
and  functional  disorders  resulting  from  it  were 
present  in  significant  rates. 

On  the  basis  of  these  findings,  23  patients  with 
cervical  carcinoma  were  placed  on  estrogenic  ther- 
apy. The  results  of  the  use  of  large  doses  of 
diethylstilbestrol  for  palliative  therapy  of  carci- 
noma of  the  cervix  uteri  are  described.  Stilbestrol 
was  administered  orally  in  doses  of  200  to  500  mg. 
daily  and  suppositories  in  doses  of  25,  50,  and  100 
mg.  daily.  This  therapy  produced  a powerful 
hemostatic  effect  in  cases  of  advanced  cervical 


carcinoma  with  profuse  bleeding  and  changed  rap- 
idly the  appearance  of  the  lesion  by  marked  epi- 
thelization.  In  patients  with  residual  cervical 
cancer  following  radiation  therapy  the  hemostatic 
effect  occurred  after  a longer  period  following  the 
administration  of  stilbestrol  than  in  previously 
untreated  cases.  Cases  with  massive  tissue  necro- 
sis and  extensive  local  infection  following  radiation 
therapy  apparently  fail  to  respond  to  this  therapy. 
Patients  were  kept  on  this  therapy  for  periods  up 
to  75  weeks  without  any  untoward  effects,  such  as 
nausea,  increased  calcium  levels,  or  increase  in 
tumor  size.  The  dosage  of  stilbestrol  apparently 
has  to  be  increased  more  frequently  during  the 
first  5 to  10  weeks  of  therapy,  whereas  thereafter, 
following  successful  control  of  the  patient’s  bleed- 
ing and  epithelization,  an  increase  in  dosage  is 
required  at  intervals  of  about  10  weeks.  Biopsies 
taken  at  repeated  intervals  in  cases  of  invasive 
carcinoma  revealed  the  presence  of  cancer,  al- 
though notable  tissue  changes  had  occurred  under 
the  influence  of  estrogenic  action.  In  5 of  7 cases 
with  carcinoma-in-situ  no  remains  of  cancer  could 
be  found  in  the  biopsy  specimens  following  stil- 
bestrol therapy;  however,  in  view  of  the  fact  that 
many  uncertain  factors  enter  into  the  evaluation 
of  these  latter  cases,  no  conclusions  can  be  drawn 
at  this  stage. 

Diethylstilbestrol  in  excessive  doses  in  the  form 
of  tablets  and  suppositories  is  not  offered  as  a cure 
of  cervical  carcinoma  but  as  a powerful  and  effec- 
tive agent  for  hemostasis  in  cases  of  incurable 
cervical  cancer  with  the  most  profuse  bleeding. 
It  produces  marked  epithelization  of  the  lesion, 
increases  the  sense  of  well-being  of  the  patient, 
and  affords  palliation  to  the  extent  that  many  pa- 
tients during  the  greater  part  of  therapy  gain  the 
impression  that  a cure  has  been  effected.  (Ab- 
stracted by  Hamilton  V.  Gayden,  M.D.,  Nashville.) 
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The  authors  describe  the  extensive  surgery  which  is  feasible  in  malig- 
nancy of  the  pharyngeal  region. 

THE  SURGICAL  MANAGEMENT  OF  ADVANCED  CANCER  OF  THE 
OROPHARYNX,  HYPOPHARYNX,  LARYNX  AND  CERVICAL  ESOPHAGUS. 
A Preliminary  Report* 

R.  R.  BRAUND,  M.D.,  and  E.  W.  COCKE,  Jr.,  M.D.,t  Memphis,  Tenn. 


Patients  with  advanced  cancer  of  the  oro- 
pharynx, hypopharynx,  larynx,  and  or  cer- 
vical esophagus  present  a difficult  therapeu- 
tic problem,  especially  when  this  condition 
is  complicated  by  cervical  lymph  node  me- 
tastases.  We  should  like,  therefore,  to  dis- 
cuss the  management  of  these  patients  with 
advanced  carcinoma  and  recommend  a sur- 
gical procedure  which  we  now  believe  to  be 
the  most  efficacious. 

Symptomatology 

Relatively  mild  subjective  symptoms  are 
produced  by  early  cancer  involving  the 
pharyngeal  wall,  the  para-epiglottic  tissues, 
and  the  pyriform  sinuses.  Not  infrequently 
the  patient  seeks  medical  aid  because  of  a 
lump  or  lumps  in  his  neck.  Only  by  careful 
interrogation  of  the  patient  will  a history 
of  moderate  dysphagia,  a sense  of  tickling 
in  the  throat,  and  occasionally  blood- 
streaked  sputum,  be  revealed.  Cervical  me- 
tastases  may  be  small  or  large.  They  are 
often  fixed  and  out  of  all  proportion  to  the 
size  of  the  primary  lesion.  Other  patients 
are  seen  after  an  unsuccessful  attempt  has 
been  made  to  cure  their  primary  tumor  and 
metastatic  disease  by  irradiation  therapy. 

Therapy 

These  patients  are  usualty  referred  to  the 
radiologist  with  the  hope  that  irradiation 
therapy  may  lengthen  their  lives  a few 
months  and  afford  a greater  degree  of  com- 
fort. The  radiologist  achieves  excellent  re- 
sults in  the  palliative  management  of  such 
cases.  Many  patients  are  improved  symp- 
tomatically and  a few  are  cured  of  their 
disease.  The  radiologist  must  decide  wheth- 

Read  before  the  Annual  Meeting  of  the  Ten- 
nessee Academy  of  Ophthalmology  and  Otolaryn- 
gology. April  13.  1953,  Memphis,  Tenn. 

tFrom  the  Division  of  Surgery,  Department  of 
Otolaryngology,  University  of  Tennessee  College 
of  Medicine. 


er  he  shall  attempt  to  give  a tumor  a lethal 
dose  or  to  accept  the  patient  as  a candidate 
for  palliative  therapy  only.  In  many  in- 
stances a tumor  lethal  dose  will  be  followed 
by  irradiation  necrosis,  secondary  infection 
and  slough,  the  patient’s  life  being  termi- 
nated either  bv  aspiration  pneumonia,  sep- 
sis or  the  perforation  of  a major  blood  ves- 
sel in  his  neck,  the  latter  causing  him  to 
drown  in  his  own  blood.1 

Early  carcinoma  of  the  pharynx  and  lar- 
ynx can  be  adequately  controlled  by  com- 
plete surgical  extirpation  of  the  primary 
tumor.  Lesions  intrinsic  to  the  larynx  if 
small  and  involving  only  one  cord,  may  be 
totally  removed  by  laryngofissure  or  total 
laryngectomy.  Good  results  have  also  been 
reported  from  irradiation  therapy.  Once 
the  primary  tumor  has  extended  outside  the 
cartilaginous  cage  of  the  larynx,  the  growth 
becomes  accelerated  and  it  may  progress  to 
involve  not  only  the  intrinsic  and  extrinsic 
larynx,  but  also  the  cervical  esophagus,  the 
pyriform  sinuses,  the  posterior  hypopharvn- 
geal  wall,  the  base  of  the  tongue,  the  ton- 
sillar pillars  and  even  the  soft  palate.1 
Lymph  nodes  draining  any  or  all  of  these 
areas  may  be  secondarily  involved  by  me- 
tastases.  These  patients  are  usually  consid- 
ered candidates  for  palliative  therapy  only. 

When  a patient  is  given  palliative  therapy 
it  is  assumed  no  attempt  will  be  made  to 
cure  his  lesion  and  that  the  terminal  mani- 
festations of  the  disease,  as  well  as  the  ter- 
minal care  of  the  patient,  are  well  under- 
stood. The  physician  who  selects  such  a 
course  for  his  patient  must  expect  him  to 
progressively  lose  weight,  to  complain  of 
pain,  loss  of  sleep,  inability  to  swallow  and 
loss  of  appetite.  It  may  be  necessary  to  per- 
form a gastrostomy  for  feeding  purposes 
when  a Levin  tube  is  not  satisfactory.  In 
order  to  prevent  suffocation  it  may  be  nec- 
essary to  perform  a tracheotomy.  The 
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patient  will  soon  need  and  demand  pain- 
relieving  agents.  The  extremely  foul  odor 
of  the  breath  and  the  feeding  problem  makes 
home  care  of  these  patients  exceedingly  dif- 
ficult. Fortunate  indeed  is  the  individual 
who,  having  progressed  to  this  hopeless  con- 
dition, expires  as  the  result  of  a perforation 
of  the  internal  carotid  artery  or  some  other 
major  vessel,  or  expires  as  the  result  of  aspi- 
rating purulent  material  into  his  trachea- 
bronchial  tree.  A review  of  any  sizable 
group  of  patients  will  reveal  this  to  be  the 
end  result  in  85  to  90  per  cent. 

Obviously  it  is  the  ultimate  aim  of  the 
physician  to  devise  a safe  and  adequate 
course  of  therapy  that  will  offer  not  only 
palliation  but  also  a possibility  of  cure.2  As 
Brunschwig  stated,  “It  is  the  surgeon’s  duty 
to  employ  with  judgment  all  measures  which 
may  prolong  the  life  of  the  patient  with 
advanced  cancer,  provided  it  may  be  reason- 
ably expected  that  the  added  period  of  ex- 
istence can  be  spent  in  greater  comfort  than 
that  prior  to  the  operation  and  that  the 
patient  will  not  be  made  to  lead  a purely 
vegetative  existence.”  Since  the  advent  of 
improved  methods  of  anesthesia,  as  well  as 
the  introduction  of  antibiotics,  surgical  re- 
moval of  the  pharynx,  larynx,  and  cervical 
esophagus  has  become  less  hazardous. 

Surgical  Treatment 

We  should  like  to  present  a surgical  pro- 
cedure which  in  selected  cases  may  offer 
these  patients  an  added  period  of  reasonably 
comfortable  existence  and  in  some  instances 
complete  recovery.  If  the  lesion  is  operable 
it  is  assumed  that  an  attempt  must  be  made 
to  remove  the  entire  primary  tumor  en  bloc, 
together  with  the  lymphatics  draining  the 
involved  area.  We  have  found  it  surgically 
feasible  to  remove  a greater  portion  of  the 
soft  palate,  the  anterior  and  posterior  ton- 
sillar pillars,  the  oral  and  hypopharyngeal 
walls,  the  larynx,  and  the  cervical  esopha- 
gus to  the  level  of  the  sternal  notch,  com- 
bining this  procedure  with  a radical  neck 
dissection  on  one  or  both  sides  of  the  neck. 
This  leaves  the  patient  with  an  esophageal 
stoma,  through  which  he  must  be  fed  and  a 
tracheal  stoma  through  which  he  must 
breathe  and  into  which  constantly  drooling 
saliva  flows  from  his  pharyngeal  stoma 


above.  Such  a state  of  affairs  does  not  seem 
palliative  and  only  makes  the  individual 
vegetative.  As  soon  as  it  is  evident  that  the 
patient  does  not  have  residual  disease,  it  is 
advisable  to  plan  the  reconstruction  of  the 
cervical  esophagus. 

Selection  of  Cases 

We  are  of  the  opinion  that  there  is  reason- 
able chance  for  complete  surgical  extirpa- 
tion of  the  primary  tumor  if  it  extends  su- 
periorly no  farther  than  the  oropharynx  and 
soft  palate,  and  interiorly  no  farther  than 
the  clavicle,  and  provided  it  is  not  densely 
adherent  to  the  cervical  spine-  or  to  the  ma- 
jor blood  vessels  of  the  neck.  Distant  me- 
tastasis to  the  lungs,  mediastinum  or  abdom- 
inal viscera  precludes  the  advisability  of 
surgery.  Extensive  bilateral  cervical  lymph 
node  metastases  involving  both  the  anterior 
and  posterior  triangles  of  the  neck  are  a 
contraindication  to  surgical  removal.  Bilat- 
eral cervical  node  metastases  in  the  anterior 
triangles  does  not  contraindicate  surgery.  A 
radical  neck  dissection  must  be  performed 
on  each  side.  When  it  is  deemed  inadvisa- 
ble to  dissect  both  sides  of  the  neck  at  one 
operation,  an  interval  of  three  weeks  may  be 
allowed  between  each  operative  procedure. 

The  surgical  treatment  of  each  patient  is 
determined  following  a thorough  history 
and  physical  examination,  including  direct 
and  indirect  laryngoscopy,  X-ray  study  of 
the  chest,  biopsy  of  the  tumor,  and  fluoros- 
copic examination  of  the  esophagus  while 
swallowing  a contrast  media.  We  do  not 
consider  the  age  of  the  patient  as  important 
as  the  general  physical  condition.  The  nu- 
tritional status  must  be  carefully  evaluated. 
Because  of  their  inability  to  swallow,  many 
patients  have  lost  considerable  weight  and 
are  in  a poor  state  of  nutrition.  Malnutri- 
tion alone  should  not  be  taken  as  an  indica- 
tion of  incurability.  Secondary  anemia  is 
usually  present  but  can  be  corrected  with 
transfusions  of  whole  blood. 

If  the  patient  is  found  to  meet  the  criteria 
for  operability,  the  nature  of  the  operation 
is  carefully  explained  to  him  and  to  his 
family.  It  would  be  quite  a shock  to  a pa- 
tient to  awaken  from  an  anesthetic  and  find 
that  he  could  neither  swallow  nor  speak. 
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had  he  not  been  told  prior  to  surgery  that 
this  would  be  true. 

The  Choice  of  Anesthesia 

We  prefer  intratracheal  general  anesthe- 
sia. Following  transsection  of  the  trachea, 
a long  intratracheal  tube  is  placed  in  the 
distal  trachea  stoma.  This  permits  the  anes- 
thesiologist to  remain  well  out  of  the  oper- 
ative field.  By  the  use  of  the  firm  tracheal 
catheter  the  possibility  of  undue  compres- 
sion of  the  trachea  is  eliminated  and  the  free 
exchange  of  oxygen  as  well  as  the  anesthetic- 
agent  is  assured.  We  have  used  sodium  pen- 
tothal,  but  the  length  of  the  operative  pro- 
cedure makes  the  exclusive  use  of  such  an 
anesthetic  inadvisable. 

Laryngeal  involvement  in  some  patients 
is  so  extensive  that  it  is  impossible  for  an 
intratracheal  tube  to  be  passed  via  the  lar- 
ynx, and  we  have  been  forced  to  use  local  or 
regional  block  anesthesia.  This  is  given  by 
the  operating  surgeon  who  must  be  prepared 
to  perform  an  immediate  tracheotomy,  in 
the  event  respiration  should  become  embar- 
rassed as  a result  of  relaxation  of  the  laryn- 
geal muscles.  As  soon  as  the  trachea  is 
exposed  at  the  sternal  notch  it  is  divided 
and  an  intratracheal  tube  inserted  for  the 
administration  of  oxygen  or  a general  anes- 
thetic agent. 

Operative  Procedure 

The  patient’s  face,  neck  and  chest  should 
be  shaved.  Any  good  skin  antiseptic  may 
be  used.  The  upper  portion  of  the  head  is 
draped  with  sterile  pillow  slips  and  a sterile 
towel  is  placed  over  the  nose  and  mouth. 
Sterile  towels  are  also  draped  about  the 
neck  and  across  the  chest  so  that  the  ante- 
rior two-thirds  of  the  neck  is  in  the  operative 
field.  We  prefer  to  suture  our  sterile  drapes 
in  position  so  that  they  do  not  slip  during 
the  operation. 

A midline  or  paramedian  incision  is  made 
through  the  skin  and  subcutaneous  tissues 
of  the  anterior  neck  from  a point  two  centi- 
meters above  the  hyoid  bone  to  the  sternal 
notch.  A second  incision  is  extended  later- 
ally from  the  superior  extremity  of  the  ini- 
tial incision,  below  and  parallel  to  the  hori- 
zontal ramus  of  the  mandible,  to  the  tip  of 
the  mastoid  process  on  the  side  containing 
the  metastatic  lymph  nodes.  From  the  low- 


er extremity  of  the  initial  incision,  a third 
incision  is  extended  laterally  along  the  su- 
perior border  of  the  clavicle  to  a point  be- 
yond the  anterior  margin  of  the  trapezius 
muscle.  This  rectangular  skin  flap  is  then 
reflected  laterally  beyond  the  anterior  bor- 
der of  the  trapezius.  If  the  involved  meta- 
static lymph  nodes  are  small  and  deeply  situ- 
ated, the  platysma  muscle  is  left  attached  to 
the  skin  flap.  However,  if  there  is  a proba- 
bility of  tumor  cells  having  infiltrated  the 
platysma  muscle,  the  skin  flap  is  made  very 
thin.  The  platysma  is  left  attached  to  the 
operative  specimen  and  removed  with  it. 

At  this  time  the  relationship  of  the  meta- 
static nodes  to  the  common  and  internal  ca- 
rotid arteries  is  evaluated.  Should  one  or 
both  of  these  vessels  be  infiltrated  with  can- 
cer, it  may  be  inadvisable  to  attempt  a radi- 
cal neck  dissection.  The  operation  is  termi- 
nated since  removal  of  these  vessels  may  be 
followed  by  hemiplegia. 

If  the  patient  is  found  to  have  a tumor 
which  is  operable,  a similar  rectangular  skin 
flap  is  developed  on  the  opposite  side  of  the 
neck  for  approximately  five  centimeters. 
Wide  exposure  is  desirable.  The  upper  and 
lower  transverse  incisions  are  extended 
across  the  midline.  The  sternocleidomastoid 
muscle  is  then  detached  from  its  origin  on 
the  sternum  and  the  clavicle  on  the  side  con- 
taining the  metastatic  lymph  nodes.  The  in- 
ternal jugular  vein  is  exposed  at  the  point 
where  it  passes  beneath  the  clavicle  into  the 
mediastinum.  It  is  clamped,  cut,  and  ligated, 
and  the  thoracic  end  is  permitted  to  retract 
beneath  the  clavicle.  The  common  carotid 
artery  is  exposed  and  the  vagus  nerve  iden- 
tified. The  sternohyoid  and  sternothyroid 
muscles  are  divided  as  low  as  possible,  ex- 
posing the  thyroid  gland.  The  isthmus  of 
the  thyroid  is  divided  and  the  cut  edges  are 
ligated  with  running  sutures  of  fine  catgut. 
This  leaves  the  trachea  exposed  for  imme- 
diate tracheotomy  in  the  event  any  embar- 
rassment in  respiration  occurs.  By  blunt 
and  sharp  dissection  the  contents  of  the 
supraclavicular  fossa  are  dissected  from  be- 
low upward  to  the  level  of  the  cricoid 
cartilage. 

The  trachea  is  then  divided,  usually,  be- 
tween the  second  and  third,  or  third  and 
fourth  tracheal  rings.  The  posterior  wall  of 
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the  distal  tracheal  stoma  is  cut  slightly 
higher  than  the  anterior.  The  distal  end  is 
held  with  two  heavy  silk  sutures.  Holding 
this  end  of  the  trachea  anteriorly  prevents 
the  aspiration  of  blood.  The  intratracheal 
tube  is  then  withdrawn  from  the  mouth  and 
a sterile  tube  inserted  into  the  distal  tracheal 
stoma.  The  esophagus  is  divided  at  approx- 
imately the  same  level.  When  possible,  it 
is  desirable  to  divide  the  esophagus  one  cen- 
timeter higher  than  the  trachea  in  order  to 
facilitate  its  fixation  to  the  skin.  Bv  careful 
blunt  and  sharp  dissection  from  below  up- 
ward, all  structures  anterior  to  the  vertebral 
column  and  the  prevertebral  muscles  are 
dissected  free. 

Laterally,  on  the  uninvolved  side  of  the 
neck,  the  dissection  is  carried  to  the  carotid 
sheath,  but  the  carotid  sheath  is  not  opened. 
On  the  side  containing  the  metastatic  lymph 
nodes,  the  common  carotid  artery  and  the 
vagus  nerve  are  completely  stripped.  The 
scalenus  muscles  are  stripped,  care  being 
exercised  not  to  injure  the  phrenic  nerve  or 
the  brachial  plexus.  The  section  is  car- 
ried upward  to  the  bifurcation  of  the  com- 
mon carotid  artery,  at  which  level  it  is 
found  advisable  to  extend  the  dissection  up- 
ward along  the  posterior  border  of  the  oper- 
ative field  to  the  tip  of  the  mastoid  process. 
The  spinal  accessory  nerve  is  removed  en 
bloc  with  the  contents  of  the  posterior  tri- 
angle. The  sternocleidomastoid  muscle  is 
again  divided  at  its  insertion.  Usually  it  is 
necessary  to  sacrifice  that  portion  of  the  pa- 
rotid gland  below  the  mandibular  branch  of 
the  facial  nerve.  The  internal  jugular  vein 
is  identified  at  this  level,  clamped,  cut  and 
ligated.  The  internal  carotid  artery  is  thus 
exposed.  Should  the  disease  extend  high  on 
the  pharyngeal  wall,  it  is  advisable  to  expose 
the  entire  internal  carotid  artery  to  where 
it  enters  the  skull  and  retract  it  laterally 
and  posteriorly.  The  external  carotid  artery 
is  identified  at  the  carotid  bulb,  doubly 
clamped,  cut  and  ligated. 

At  this  stage  of  the  operation  it  is  advis- 
able to  open  the  hypopharynx  from  the  un- 
involved side  well  away  from  the  tumor. 
Under  direct  vision  the  dissection  can  be 
carried  upward  into  the  oropharynx  and 
mouth  as  is  necessary.  Anteriorly  the  inci- 
sion may  extend  high  on  the  base  of  the 


tongue.  Unusual  care  must  be  exercised  not 
to  injure  the  internal  carotid  artery  since 
its  ligation  may  be  followed  by  serious  se- 
quela. If,  while  dissecting  the  hypo-  and 
oropharynx,  the  surgeon  uses  his  index  fin- 
ger to  retract  the  internal  carotid  artery,  he 
will  not  injure  this  important  vessel.  The 
contents  of  the  submaxillary  triangle,  to- 
gether with  the  muscles  which  form  the  tri- 
angle, are  removed  en  bloc  with  the  speci- 
men. It  may  be  necessary  to  sacrifice  the 
hypoglossal  and  lingual  nerves.  By  this 
procedure  it  is  possible  to  remove  two-thirds 
of  the  soft  palate,  the  anterior  and  posterior 
tonsillar  pillars,  the  oral  and  hypopharyn- 
geal  walls,  the  larynx,  upper  trachea,  the 
cervical  esophagus,  the  contents  of  the  sub- 
maxillary triangle,  the  internal  jugular  vein, 
the  sternocleidomastoid,  digastric,  omohy- 
oid, sternohyoid,  and  sternothyroid  muscles, 
hyoid  bone,  hypoglossal,  lingual  and  spinal 
accessory  nerve,  and  all  the  lymphatics  and 
fat  in  the  anterior  and  posterior  triangles 
of  the  neck.  Having  delivered  the  opera- 
tive specimen,  all  vessels  that  have  been 
clamped  are  carefully  and  meticulously  li- 
gated. 

The  wound  is  closed  by  bringing  the  re- 
flected skin  flaps  across  the  midline,  cover- 
ing the  vertebral  column,  the  prevertebral 
muscles,  the  internal  and  common  carotid 
arteries,  the  vagus  and  phrenic  nerves  and 
the  brachial  plexus.  Interrupted  sutures  of 
fine  black  silk  are  used  to  approximate  the 
medial  borders  of  these  skin  flaps.  The  skin 
of  the  submental  region  and  along  the  lower 
border  of  the  mandible  is  mobilized  so  that 
it  can  be  sutured  to  the  mucous  membrane 
covering  the  base  of  the  tongue.  If  the  mu- 
cous mebrane  of  the  hypopharynx  and  the 
oropharynx  cannot  be  mobilized  sufficiently 
to  cover  the  internal  carotid  artery,  it  is 
imperative  that  the  reflected  skin  flaps  be 
elevated  into  this  region  and  sutured  to  the 
mucosa  of  the  pharyngeal  wall.  Failure  to 
cover  the  internal  carotid  artery,  or  failure 
of  this  suture  line  to  hold  results  in  sepsis 
and  increases  the  possibility  of  a fatal  caroid 
artery  hemorrhage.  The  upper  border  of 
the  skin  flap  is  sutured  to  the  mucous  mem- 
brane of  the  remaining  posterior  pharyngeal 
wall  by  interrupted  catgut  sutures  which 
need  not  be  removed. 
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Having  partially  reconstructed  the  phar- 
ynx and  having  covered  the  vertebral  col- 
umn and  the  great  vessels  of  the  neck,  at- 
tention is  given  to  the  trachael  and  esopha- 
geal stomas.  The  trachea  is  freed  from  the 
esophagus,  and  its  mucous  membrane  is 
carefully  approximated  to  the  skin  just 
above  the  sternal  notch  with  interrupted 
black  silk  sutures.  This  careful  approxi- 
mation we  believe  to  be  a factor  in  prevent- 
ing stenosis  of  the  tracheal  stoma.  When  it 
is  inadvisable  to  divide  the  esophagus  one 
centimeter  higher  than  the  trachea,  the 
esophagus  is  mobilized  so  that  it  can  be 
delivered  into  the  neck  at  least  one  to  two 
centimeters  higher  than  the  trachael  stoma. 
A stab  wound  is  made  through  the  skin  flap 
into  which  the  esophagus  is  pulled  and  su- 
tured to  the  skin  edges  with  interrupted 
number  00  chromic  catgut.  A Levin  tube  is 
then  passed  into  the  stomach  through  the 
esophageal  stoma  and  a number  10  trache- 
otomy tube  placed  in  the  trachea.  A firm 
dressing  holds  the  skin  haps  against  the  cer- 
vical vertebra,  preventing  the  accumulation 
of  serum  in  this  area  and  favors  rapid  heal- 
ing. 

Adequate  supportive  measures  by  blood 
and  or  plasma  are  advisable  during  the 
operative  procedure. 

Postoperative  Care 

When  local  anesthesia  has  been  employed, 
the  patient  is  immediately  elevated  on  a 
back  rest  in  bed  and  the  trachea  is  kept  free 
of  secretions  by  catheter  suction.  If  surgery 
was  performed  under  a general  anesthetic 
the  patient  is  not  elevated  until  he  has  re- 
acted from  the  anesthetic. 

it  is  usually  possible  to  feed  the  patient 
by  Levin  tube  on  the  day  following  surgery, 
although  intravenous  fluids  may  be  neces- 
sary. Because  of  the  possibility  of  regurgi- 
tation of  food  and  its  aspiration  into  the 
trachea,  care  must  be  exercised  that  the 
stomach  not  be  overloaded. 

The  Levin  tube  is  allowed  to  remain  in 
the  esophageal  stoma  for  five  days,  at  which 
time  it  is  removed,  cleaned,  and  reinserted. 
After  ten  days  it  is  changed  as  needed. 

A liquid  diet  of  1,000  calories  is  usually 
tolerated  on  the  second  postoperative  day 
and  this  is  gradually  increased  to  2,500  to 


3,000  calories  according  to  the  requirements 
of  the  patient. 

The  trachea  must  be  kept  free  of  secretions 
at  all  times.  The  patient  is  taught  to  per- 
form this  service  for  himself,  which  he  can 
usually  do  by  the  third  postoperative  day. 
The  tracheotomy  tube  is  changed  daily.  The 
sutures  about  the  tracheal  stoma  are  usually 
removed  by  the  tenth  day. 

Postoperative  sedation  should  be  limited 
so  that  the  cough  reflex  is  not  inhibited. 
We  prefer  the  use  of  codeine  in  small  doses 
or  one  of  the  barbiturates. 

Reconstruction  of  the  Cervical  Esophagus 

We  have  tried  various  methods  of  recon- 
structing the  cervical  esophagus  and  have 
found  the  development  of  two  pedicle  grafts 
on  the  anterior  chest,  stepping  them  up  until 
they  lie  in  a parallel  position  on  the  anterior 
surface  of  the  neck,  to  be  the  procedure  of 
choice.  Above  they  are  attached  to  the  sub- 
mental  region  and  below  to  the  skin  be- 
tween the  esophageal  and  the  tracheal  sto- 
mae.  This  multiple  stage  procedure,  of 
course,  requires  considerable  time,  approxi- 
mately four  to  six  months.  However,  it 
affords  sufficient  opportunity  to  observe  the 
patient  and  to  ascertain  whether  he  is  free 
of  disease.  After  the  tube  pedicles  are  in 
position,  their  posterior  surfaces  are  at- 
tached to  the  skin  overlying  the  verterbral 
column.  This  forms  a trough  which  leads 
from  the  pharyngeal  to  the  esophageal  sto- 
ma. The  adjacent  anteromedial  surfaces  of 
the  two  tube  pedicles  are  then  approximated 
and  sutured,  closing  over  the  trough  and 
establishing  continuity  of  the  upper  alimen- 
tary tract. 

In  the  beginning  we  entertained  some 
doubt  as  to  the  ability  of  these  patients  to 
swallow  solid  food.  None,  however,  have 
experienced  any  difficulty  with  properly 
masticated  food.  Some  foods,  such  as  celery 
and  green  beans,  which  defy  thorough  mas- 
tication are  not  swallowed  with  ease.  Occa- 
sionally, if  the  patient  eats  too  rapidly,  it  is 
necessary  to  wash  the  food  down  with  liq- 
uids. Since  all  of  these  patients  have  lost 
at  least  one,  and  some  of  them  both  sub- 
maxillary glands,  they  are  unable  to  pro- 
duce the  normal  amount  of  saliva  in  their 
mouths. 
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Case  Presentation 

We  are  presenting  a 64  year  old,  white  woman, 
who  demonstrates  the  postoperative  results  ex- 
pected from  the  operative  procedure  previously 
described.  Her  primary  tumor  apparently  arose 
from  the  right  pyriform  sinus  and  measured  ap- 
proximately 5 cm.  in  its  greatest  diameter.  It 
involved  the  right  lateral  hypopharyngeal  wall, 
extending  upward  almost  to  the  level  of  the  tonsil 
and  downward  into  the  cervical  esophagus  for  a 
distance  of  2 or  3 cm.  Medially  it  had  invaded 
the  aryepiglottic  fold  and  the  entire  right  side  of 
the  larynx  to  the  level  of  the  true  vocal  cord. 
The  adjacent  ala  of  the  thyroid  cartilage  was  in- 
volved. On  March  16,  1948,  a total  laryngectomy, 
hypopharyngectomy,  cervical  esophagectomy  and 
a right  cervical  neck  dissection  was  performed. 
By  November  3,  1948,  the  reconstruction  of  the 
cervical  esophagus  was  complete. 

Comment.  This  patient’s  prognosis  by  ir- 
radiation therapy  would  have  been  less  than 
15  per  cent.  She  is  not  vegetative  and  is 
now  eating  most  all  foods,  speaking  a few 
words,  has  gained  approximately  50  pounds 
and  apparently  is  enjoying  life.  It  has  now 
been  five  years  since  her  primary  operation 
and  a recent  examination  revealed  no  evi- 
dence of  residual  disease. 

Summary 

1.  Advanced  cancer  of  the  upper  alimen- 
tary and  respiratory  tracts  presents  a rather 
difficult  therapeutic  problem.  When  asso- 
ciated with  cervical  lymph  node  metastases 
the  possibility  of  cure  by  any  method  except 
the  most  radical  surgery  is  remote. 


2.  Patients  who  receive  palliative  treat- 
ment only  suffer  such  excruciating  pain  in 
the  terminal  stage  that  death  is  a welcome 
relief  to  both  the  patient  and  his  family. 

3.  We  are  of  the  opinion  that  in  selected 
cases  much  can  be  done  for  these  patients. 
The  criteria  for  this  type  of  treatment  are 
the  extent  of  disease,  general  physical  con- 
dition, and  the  patient’s  willingness  to  ac- 
cept this  rather  extensive  and  prolonged  pe- 
riod of  operation  and  restoration. 

4.  An  operative  procedure  is  presented 
which  is  not  new,  but  it  is  not  generally 
understood  and  seldom  performed. 

5.  After  extirpation  of  the  primary  tumor, 
satisfactory  method  of  restoration  of  the  up- 
per esophagus  and  hypopharynx  is  possible. 

6.  Although  it  is  too  early  to  venture  a 
prognosis  as  to  cure,  a patient  on  whom  this 
operation  was  performed  has  passed  his  five 
year  mark  without  evidence  of  residual  dis- 
ease. 

7.  Although  this  operative  procedure  is 
not  curative  in  every  instance,  it  meets  the 
criteria  of  good  palliation.  These  patients 
are  able  to  lead  active  lives  and  not  merely 
endure  a vegetative  existence. 

Bibliography 

1.  Braund.  R.  R.:  Laryngo-esophagectomy,  Ann. 
Surg.,  126:215,  1947. 

2.  Watson,  W.  L.,  Pool,  J.  L.:  Cancer  of  the 
Cervical  Esophagus,  Surgery,  23:893,  1948. 

3.  Brunschwig,  A.:  Panlaryngectomy  for  Ad- 
vanced Carcinoma  of  the  Larynx,  Surg.,  Gynec.  & 
Obst.,  76:390,  1943. 


458 


December.  1953 


he  author  raises  the  question  of  the  use  of  immune  globulin  in  the 
treatment  of  infectious  mononucleosis.  Though  the  disease  is  usually 
mild,  its  occasional  severe  course,  prolonged  disability  and  rare  sig- 
nificant hepatitis  make  this  speculation  pertinent.  Only  through  treat- 
ment of  a large  series  of  cases  carefully  controlled  by  a comparable 
series  of  untreated , and  probably  alternate  cases,  could  the  therapy 
by  immune  globulin  be  evaluated . 

USE  OF  HUMAN  IMMUNE  GAMMA  GLOBULIN  IN  THE  TREATMENT  OF 
INFECTIOUS  MONONUCLEOSIS 

RAYMOND  A.  STEADMAN,  M.D.,  Kingsport,  Tenn. 


The  therapeutic  effectiveness  of  human 
immune  globulin  in  attenuating  the  viru- 
lence of  viral  infections  while  the  body  de- 
velops adequate  active  immunity  and  recov- 
ers seems  to  have  been  overlooked. 

In  1948-1949,  during  an  epidemic  of  a viral 
disorder  throughout  the  country,  I was  see- 
ing and  diagnosing  a high  percentage  of 
proven  and  border-line  cases  of  infectious 
mononucleosis.  From  correspondence  with 
others,  and  a similarity  of  symptoms,  I be- 
lieve this  infection  to  have  been  widespread. 
Consequently  the  current  blood  pool  should 
be  carrying  a high  percentage  of  immune 
bodies  for  this  condition. 

For  the  last  four  years  I have  been  mak- 
ing cephalin  flocculation  and  thymol  tur- 
bidity tests  for  liver  function,  along  with 
heterophile  antibody  determinations  in  cases 
of  infectious  mononucleosis  and  have  noticed 
an  unquestioned  correlation  in  symptoma- 
tology and  incapacity.  Most  cases  became 
symptom  free  with  the  clearing  of  the  asso- 
ciated hepatitis. 

Since  I do  not  believe  in  the  efficiency  of 
any  current  antibiotics  to  cure  any  small 
virus  infection,  I have  used  them  only  to 
treat  the  occasional  case  of  associated 
agranulocytic  angina.  The  chronic  phase  of 
infectious  mononucleosis,  ordinarily  lasting 
from  six  weeks  to  as  long  as  six  months, 
with  disability  of  a hepatic  origin,  has  been 
treated  with  frequent  injections  of  liver,  B- 
complex  and  amphetamine  phosphate  which 
at  least  offered  some  protection  to  the  liver 
and  helped  the  patient  to  remain  active. 
This  was  not  satisfactory  however. 

There  is  a threat  of  hepatic  cirrhosis'  in 
infectious  mononucleosis  and  I have  one 
case  under  observation  in  which  the  final 


stage  is  being  approached  during  the  last 
two  years.  I have  been  struck  by  the  fact 
that  in  a high  percentage  of  cases  given  im- 
mune globulin  for  prevention  of  infectious 
hepatitis,-  a subclinical  infection  developed 
with  immunity.  In  the  work  with  poliomy- 
elitis apparently  gamma  globulin  is  effec- 
tive before  the  virus  becomes  fixed  in  nerve 
tissue. 

Consequently,  in  August,  1952,  I started 
using  immune  globulin  on  selected  cases  of 
infectious  mononucleosis.  The  series  of 
cases  reported  here  is  too  small  for  statisti- 
cal evaluation.  But  since  the  supply  of 
globulin  has  been  cut  off  and  diverted  to 
other  purposes,  and  since  I find  no  report  in 
the  literature  of  such  therapy,  I feel  I may 
be  excused  for  the  presentation  of  statisti- 
cally insignificant  results  in  the  hope  that 
an  allocation  of  globulin  may  be  made  for 
therapeutic  trial. 

The  absorption  technique  in  heterophile 
antibody  determination  is  not  available  in 
our  hospital.  A titer  of  1 :56  generally  is 
considered  diagnostic,  but  patients  with 
lower  titers  and  with  symptomatology  and  ' 
or  liver  damage,  not  diagnostically  infec- 
tious hepatitis  are  considered  to  be  sugges- 
tive of  infectious  mononucleosis. 

Case  Reports 

Case  No.  1 — M.M.S.,  11  year  old  white  female. 
Shortly  after  return  from  a church  camp  in  July, 
1952,  the  patient  started  complaining  of  “stomach- 
ache” upon  ingestion  of  fat.  She  had  occipital, 
cervical  and  axillary  lympadenopathy,  a question- 
ably palpable  spleen,  low  grade  afternoon  fever, 
malaise  and  a tongue  and  pharynx  suggestive  of 
infectious  mononucleosis. 

A gastro-intestinal  series  was  negative.  Heter- 
ophile determination  was  1:28;  there  was  some 
shift  to  the  right  in  the  blood  smear.  She  was 
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given  4 cc.  of  immune  globulin.  In  4 days  the 
symptoms  were  gone;  in  a week  nodes  were  im- 
palpable. At  5 weeks  the  patient  had  a mild  re- 
currence of  epigastric  distress,  lasting  2 to  3 days. 
This  was  not  proven  to  be  infectious  mononucleo- 
sis, but  was  very  suggestive  and  was  included  pri- 
marily because  she  was  a close  contact  of  case 
No.  2. 

Case  No.  2 — N.C.,  white  male,  age  14.  This 
patient  was  first  seen  on  November  2,  1952.  He 
gave  a history  of  a cold  and  headache  one  month 
before,  with  almost  daily  low  grade  fever, 
“scratchy  throat,”  “blood-shot  eyes,”  generally 
“draggy”  feeling.  He  had  had  gastro-intestinal 
upsets,  particularly  related  to  greasy  foods. 

Physical  examination  showed  a questionable 
Babinski  reaction  on  the  right,  and  a tender  en- 
larged spleen.  There  was  no  noticeable  lymphad- 
enopathy  and  no  history  of  jaundice. 

Laboratory  studies  on  November  3 showed  a 
WBC  of  19,800  with  5 stabs,  12  segmenters,  and 
83  lymphocytes,  many  of  which  were  atypical. 
Heterophile  agglutination  was  1:56  in  2 hours, 
1:112  in  18  hours.  The  cephalin  flocculation  was 
2 plus  and  a thymol  turbidity  test  of  8 units  was 
present. 

The  patient  was  given  4 cc.  of  immune  globulin 
on  November  5 and  again  on  November  6.  (The 
spleen  was  still  enlarged.)  On  November  8 an 
additional  2 cc.  were  given.  At  this  time  he  was 
improving  clinically,  the  spleen  was  shrinking  and 
no  nodes  could  be  found.  Laboratory  studies  on 
November  13  showed  WBC  10,100  with  33  segmen- 
ters, 67  lymphocytes.  Heterophile  agglutination 
was  1:448  in  18  hours.  The  cephalin  flocculation 
was  3 plus  and  there  was  a thymol  turbidity  of 
7.8  units.  The  clinical  improvement  was  so  rapid 
that  in  less  than  one  week  he  was  back  in  school 
and  feeling  well.  At  the  time  of  this  report,  6 
months  later,  he  has  had  no  further  symptoms. 
He  was  given  split  doses  of  globulin,  to  a total  of 
10  cc.,  at  his  request,  rather  than  a full  dose  at 
one  time. 

Case  No.  3 — M.E.R.,  white  male,  age  17.  The 
patient  is  a school  boy  and  Golden  Gloves  boxer, 
who  was  seen  on  November  13  because  of  general- 
ized lymphadenopathy,  headache  and  a general 
“no  good”  feeling. 

Laboratory  studies  were  suggestive  of  infectious 
mononucleosis.  The  WBC  was  7,300  with  3 eosin- 
ophils, 67  segmenters,  28  lymphocytes  and  2 mon- 
ocytes. The  heterophile  agglutination  was  1 :56  in 
18  hours. 

He  continued  to  feel  badly  until  November  29, 
when  he  was  given  10  cc.  of  immune  globulin.  He 
did  not  feel  well  enough  to  train  for  boxing.  How- 
ever, when  seen  the  next  time  on  January  10,  1953, 
he  had  continued  to  go  to  school  and  to  work  daily 
after  school.  I am  of  the  opinion  that  he  had  im- 
proved or  he  would  have  been  in  to  see  me  in  less 
than  5 weeks. 

Case  No.  4 — W.R.K.,  a 20  year  old  white  male, 
college  student.  This  patient  was  first  seen  on  Jan- 
uary 9,  1953.  He  gave  a history  of  “intestinal  flu” 


early  in  December,  1952,  and  of  being  “draggy”  for 
the  past  month.  He  had  had  a questionable  cold 
with  treatment  just  before  Christmas.  He  was 
playing  basketball  and,  as  he  described  it,  lacked 
coordination.  He  said  when  he  tried  to  “zig”  he 
would  “zag,”  and  when  he  tried  to  throw  the  ball 
one  place  it  would  go  to  another.  He  had  a sore 
throat,  was  weak,  sick,  and  was  brought  home  from 
school  by  his  teammates.  Nausea  was  present. 

Physical  examination  showed  a markedly  red 
throat  with  exudate  in  patches,  but  with  little 
fever;  cervical  and  axillary  adenopathy  were  fair- 
ly marked.  He  had  an  enlarged  spleen. 

Laboratory  work  on  January  10  was  as  follows. 
The  heterophile  agglutination  was  1:224  in  18 
hours.  The  WBC  was  15,700  with  2 eosinophiles, 
6 segmenters,  92  lymphocytes,  of  which  many  were 
atypical.  Thymol  turbidity  was  12.3  units. 

He  was  given  penicillin  and  Dihydrostreptomy- 
cin on  January  9th,  10th,  12th  and  14th  for  protec- 
tion against  agranulocytic  angina.  He  received 
10  cc.  of  immune  globulin  on  January  12.  On 
January  15  the  WBC  was  8,300  with  2 juveniles, 
23  stabs,  79  lymphocytes  and  5 monocytes.  Heter- 
ophile agglutination  was  1:896  in  24  hours.  His 
throat  was  improving  and  he  was  eating.  On 
January  22  the  WBC  was  13,100  with  1 basophile,  1 
eosinophile,  2 stabs,  21  segmenters,  74  lymphocytes 
and  1 monocyte.  Heterophile  agglutinations  were 
1:112  in  2 hours,  1:896  in  18  hours.  Cephalin  floc- 
culation test  was  4 plus.  He  was  eating,  feeling 
well,  throat  was  well,  and  he  was  to  return  to 
school.  In  two  weeks  his  clinical  improvement 
had  been  remarkable.  He  has  not  been  rechecked 
since;  he  has  remained  healthy. 

Case  No.  5 — G.H.,  19  year  old  white  male.  This 
patient  was  first  seen  on  June  11,  1952,  because  of 
a simple  occipital  skull  fracture  with  moderate 
concussion.  He  made  an  uneventful  recovery  from 
this  and  had  been  back  at  work  for  some  months. 
When  he  came  to  me  on  December  31,  he  was 
complaining  of  smothering  and  sweating  spells, 
with  his  head  getting  “crazy,”  and  a feeling  of 
weakness  and  shakiness.  This  had  been  present 
for  a few  days.  He  was  afraid  he  was  going  in- 
sane or  that  the  skull  fracture  had  damaged  his 
brain.  (There  is  a recessive  epileptic  taint  in  his 
family,  although  he  had  had  no  symptoms  of  epi- 
lepsy.) 

Laboratory  work  was  done  on  January  2,  1953, 
The  WBC  was  7,200  with  3 eosinophiles,  1 stab,  45 
segmenters  and  51  lymphocytes  with  no  atypical 
lymphocytes  being  noted.  The  heterophile  agglu- 
tination was  1:28  in  2 hours,  1:112  in  18  hours. 
The  thymol  turbidity  was  3.5  units  and  cephalin 
flocculation  was  1 plus. 

On  January  5 he  was  given  10  cc.  of  immune 
globulin  and  again  on  January  10.  He  was  seen 
on  January  17  showing  some  clinical  improvement, 
still  having  occasional  spells  of  unpleasant  feelings 
in  his  head.  A laboratory  check  on  January  19 
showed  a WBC  of  11,200  with  3 eosinophiles,  2 
stabs,  17  segmenters,  23  lymphocytes  and  2 mono- 
cytes. Heterophile  test  was  1:56  in  2 hours,  1:112 
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in  18  hours.  There  was  a relapse  in  symptoms 
during  the  week  of  January  22  to  29.  The  patient 
was  working  and  when  he  stopped  working  he 
improved.  Laboratory  work  on  January  30  showed 
a WBC  of  7,450  with  2 stabs,  65  segmenters,  32 
lymphocytes,  1 monocyte.  Heterophile  agglutina- 
tion was  1:28  in  2 hours,  1:224  in  18  hours.  Thy- 
mol turbidity  was  4.7  units;  cephalin  flocculation 
was  1 plus. 

Symptoms  again  returned  in  approximately  5 
weeks.  He  was  given  another  10  cc.  of  immune 
globulin  on  February  18.  After  improvement  he 
again  had  symptoms  on  about  March  14,  and  on 
the  18th  was  given  4 cc.  of  immune  globulin  fol- 
lowing which  he  again  improved.  He  went,  back 
to  work  in  April  and  is  still  working. 

This  patient  was  having  cerebral  symptoms  and 
the  periods  of  freedom  from  symptoms  correspond 
to  the  expected  duration  of  effectiveness  of  im- 
mune globulin.  Apparently  it  took  him  not  6 
weeks,  but  approximately  three  and  a half  months 
to  come  to  equilibrium  with  the  virus. 


Summary 

This  series  of  cases  has  seemed  to  show 
improvement  and  to  suggest  that  immune 
globulin  of  the  current  pool  is  effective  as  a 
therapeutic  agent  in  the  treatment  of  infec- 
tious mononucleosis. 

It  seems  that  the  earlier  the  immune  glob- 
ulin is  given  in  the  course  of  the  disease  the 
more  effective  it  is. 

It  is  my  opinion  that  an  adequate  amount 
of  immune  globulin  should  be  allotted  for 
the  experimental  treatment  of  infectious 
mononucleosis. 
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The  Diabetic  Triopathy.  Howard  F.  Root.  (Pre- 
sented at  the  American  Society  for  the  Study  of 
Arteriosclerosis,  November  1-2,  1953.) 

A series  of  sequellae  consisting  of  neuropathy 
followed  by  retinopathy  and  nephropathy  occurs 
primarily  in  diabetes.  The  neuropathy  includes  a 
typical,  peripheral  neuritis,  characterized  by  se- 
vere pain  in  the  legs,  loss  of  reflexes,  muscle 
atrophy,  increased  protein  in  the  spinal  fluid,  the 
diabetic  diarrhea,  especially  of  the  nocturnal  type 
with  incontinence  or  the  so-called  “Charcot  joints.” 
The  retinopathy  is  characterized  by  an  early  stage 
with  small  capillary  aneurysms  and  progresses  to 
retinitis  proliferans.  The  nephropathy  is  charac- 
terized by  the  Kimmelstiehl-Wilson  lesions. 

It  seems  likely  that  this  triopathy  has  a common 
origin  and  begins  as  capillary  aneurysmal  disease. 
A high  correlation  has  been  found  between  the 
presence  of  these  lesions  and  the  presence  of  Gof- 
man’s  “giant  molecules”  in  the  blood  serum.  The 
significance  of  this  finding  is  not  entirely  under- 
stood at  this  time.  (Abstracted  for  the  Tennessee 
Diabetes  Association  by  R.  F.  Ackerman,  Mem- 
phis.) 
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STAFF  CONFERENCE 


Vanderbilt  University  Hospital* 

Surgical  Treatment  of  Mitral  Stenosis 

DR.  WILLIAM  R.  CATE,  JR.:  You  are  all 
familiar,  in  a general  way  at  least,  with  the 
tremendous  advances  made  in  the  field  of 
cardiac  surgery  within  the  last  few  years. 
Of  the  acquired  valvular  heart  diseases  the 
one  which  has  proved  most  amenable  to 
surgical  attack  has  been  pure,  or  relatively 
pure,  mitral  stenosis.  Since  attempts  at 
operative  correction  of  mitral  stenosis  are 
occurring  with  increasing  frequency,  we 
felt  that  it  might  be  of  interest  today  to 
discuss  certain  aspects  of  the  diagnosis  and 
treatment  of  this  lesion.  Dr.  Strayhorn  will 
discuss  the  problem  from  the  medical  point 
of  view. 

DR.  DAVID  STRAYHORN:  The  fact  that 
a full  hour  of  a combined  medical  and  surgi- 
cal conference  is  being  devoted  to  discussion 
of  a single  valvular  disease,  mitral  stenosis, 
indicates  how  successful  surgical  treatment 
has  focused  attention  on  this  condition.  The 
conception  that  mitral  stenosis  required 
surgical  treatment,  and  that  it  was  not  amen- 
able to  medical  treatment  alone  is  not  a new 
idea.  It  was  first  expressed  as  early  as  1902 
by  a British  physician,  Sir  Lauder  Brunton. 
During  the  1920’s  attempts  to  treat  mitral 
stenosis  surgically  were  made  by  Cutler  and 
Beck,  Allen  and  Graham,  and  others  who 
operated  on  a series  of  ten  patients — eight 
of  whom  died;  the  other  two  were  not  bene- 
fited sufficiently  to  indicate  that  surgical 
treatment  should  be  applied  to  more  cases. 

Just  before  and  following  World  War  II 
successful  cardiac  surgery  in  other  types  of 
heart  disease  again  stimulated  its  applica- 
tion to  mitral  stenosis.  Under  the  personal 
stimulus  of  Dr.  Smithy  and  the  groups  in 
Boston  and  Philadelphia  the  operation  on 
the  mitral  valve  has  been  successfully  de- 
veloped, and  now  patients  with  this  condi- 
tion must  be  carefully  scrutinized  with  the 
question  of  surgery  in  mind.  The  following 
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remarks  are  in  consideration  of  such  a prob- 
lem and  apply  to  patients  with  uncompli- 
cated or  “pure”  mitral  stenosis. 

Obviously,  some  method  of  grouping  such 
cases,  dependent  on  information  gained 
readily  and  easily  in  the  physician’s  office, 
without  complicated  laboratory  procedures 
is  desirable.  No  better  method  than  one 
similar  to  that  used  by  the  American  Heart 
Association,  based  on  the  degree  of  limita- 
tion of  physical  activities,  has  been  devised. 

The  symptoms  occurring  in  mitral  stenosis 
are  caused  by  the  mechanical  barrier,  with 
subsequent  enlargement  of  the  left  auricle, 
the  pulmonary  hypertension,  the  strain  on 
and  subsequent  failure  of  the  right  ventricle. 
The  symptoms  consist  of  palpitation  and 
dyspnea  in  the  early  cases,  pulmonary  edema 
and  hemoptysis  in  more  advanced  cases,  and 
finally  those  of  congestive  heart  failure 
when  the  right  ventricle  fails. 

In  Group  I fall  those  patients  who  have  no 
limitation  of  activities  because  of  symptoms. 
Many  in  this  group  may  later  develop 
symptoms;  some  may  live  a normal  life  span. 
At  the  present  time  surgery  is  not  advocated 
for  them. 

In  Group  II  fall  those  patients  with  mod- 
erate limitation  of  activities  because  of 
“static”  symptoms;  i.e.,  they  are  not  getting 
progressively  worse.  Surgery  in  this  group 
is  not  at  present  generally  advocated,  but 
may  be  done  more  as  time  goes  on. 

In  Group  III  are  those  patients  with 
marked  limitation  of  activities,  whose  symp- 
toms are  progressively  getting  worse.  These 
are  the  patients  who  may  have  recurrent  at- 
tacks of  pulmonary  edema  or  hemoptysis. 
They  constitute  at  present  the  ideal  group 
for  surgery.  Their  risk  is  relatively  slight, 
and  their  gain  is  great. 

In  Group  IV  are  those  patients  completely 
invalided  by  symptoms.  They  usually  are 
in  chronic  congestive  failure,  edematous, 
and  may  be  fibrillating.  Surprisingly,  many 
are  greatly  benefited  by  surgery  and,  while 
the  operative  mortality  is  higher,  many  of 
these  patients  succumb  in  the  course  of  a 
few  months  to  a year  to  their  disease  if  not 
operated  upon.  In  the  future  this  group 
should  diminish  in  number,  since  an  alert 
physician  would  advise  operation  before  the 
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condition  advances  to  the  stage  of  irreversi- 
ble changes. 

DR.  CATE:  Dr.  Blake  will  describe  the 
dynamics  of  this  lesion. 

DR.  THOMAS  M.  BLAKE:  The  subject  of 
the  dynamics  in  mitral  stenosis  is,  of  course, 
an  exceedingly  complicated  one.  but  since 
the  time  available  for  its  discussion,  f r- 
tunatelv,  is  short,  what  I will  do  is  expand 
on  some  of  the  comments  Dr.  Strayhorn 
made  and  keep  this  to  its  simplest  and  most 
effective  terms. 

I think  perhaps  the  best  wav  to  go  about  a 
description  of  the  dynamic  changes  in  mitral 
stenosis  is  the  use  of  the  time  proven  analogy 
of  the  dam.  According  to  this  analogy  the 
circulation  must,  of  course,  be  considered  as 
a continuous  stream  with  normal  pressure 
gradients  throughout  which  are  predictable 
and  are  understood  fairly  well.  It  should 
be  emphasized  that  this  stream  differs  from 
other  streams  in  that  it  is  confined  in  an 
elastic  bed.  If  one  builds  a dam  or  if  one 
interposes  an  obstruction  to  the  normal  flow 
of  blood  at  any  point,  the  natural  compensa- 
tory mechanisms  of  the  rest  of  the  circula- 
tion respond  in  a predictable  fashion. 

When  this  dam  is  constructed  at  the  mitral 
valve,  the  result,  first  of  all,  is  an  enlarge- 
ment of  the  left  auricle.  There  is  probably 
a very  early  stage  during  which  the  enlarge- 
ment of  the  left  auricle  occurs  without 
noticeable  increase  in  pressure  but  this  must 
not  last  very  long  because  of  the  elastic 
nature  of  the  tissues  involved.  The  next 
step  is  an  increase  in  the  pressure  in  the 
left  auricle — which  should  more  accurately 
be  referred  to  as  the  atrium.  This  pressure, 
of  course,  is  reflected  in  the  pulmonary  veins. 
At  this  stage  we  have  the  patient  Dr.  Stray- 
horn  referred  to  who  has  mitral  stenosis  by 
definition,  who  has  the  murmur,  but  who 
may  or  may  not  have  any  symptoms  at  all  at 
rest.  On  exercise,  however,  he  may  develop 
considerable  symptoms.  Since  the  size  of 
the  mitral  valve  opening  cannot  increase, 
the  demand  for  more  blood  is  met  by  an  in- 
crease in  pressure  proximal  to  the  constric- 
tion. As  the  hydrostatic  pressure  of  the 
blood  in  the  pulmonary  vessels  approaches 
its  osmotic  pressure,  transudation  occurs 
into  the  air  spaces  of  the  lung  producing 
shortness  of  breath.  The  pulmonary- 


vasculature,  being  exposed  to  this  continued 
high  pressure,  responds  in  its  own  compensa- 
tory fashion  to  resist  distension.  Anatomical 
changes  occur  in  the  pulmonary  vessels, 
fibrosis  in  the  intima  and  the  media,  so  that 
distension  is  less  of  a problem. 

All  of  these  compensatory  mechanisms,  of 
course,  impose  more  and  more  work  on  the 
right  ventricle,  the  chamber  proximal  to  all 
of  these  changes  which  provides  the  motive 
power  necessary  to  get  the  blood  through, 
and  the  result  is  an  ever  increasing  pressure. 
In  the  normal  heart  the  circulation  is  able 
to  respond  to  a stimulus  for  increased 
cardiac  output  with  an  increase  of  three  or 
fourfold  without  any  increase  in  pi’essure 
in  the  pulmonary  circulation  and  without 
any  symptoms.  In  the  patient  with  mitral 
stenosis,  however,  in  order  to  maintain 
minimal  basal  function  of  the  organism,  the 
right  ventricular  and  pulmonary  artery 
pressure  is  already  elevated.  For  that  rea- 
son, when  any  stimulus  to  an  increase  in 
cardiac  output  occurs  the  pressure  must  be 
increased  still  further. 

Finally,  when  the  heart  is  laboring  max- 
imally in  order  to  maintain  the  compensa- 
tion under  basal  conditions,  any  increased 
call  for  cardiac  output  causes  an  increase  in 
symptoms  by  actually  decreasing  the  cardiac 
output.  This  is  because  the  point  of  maxi- 
mum efficiency  of  the  stretch  of  cardiac 
muscle  is  passed,  and  beyond  this  point 
further  stretch  diminishes  efficiency.  When 
the  right  ventricle  has  worked  against  this 
added  force  for  a given  period  of  time,  it,  too, 
fails  and  the  characteristic  picture  of  right 
ventricular  failure  occurs.  In  the  advanced 
case  then,  the  grade  IV  case  of  pure  mitral 
stenosis  mentioned  by  Dr.  Strayhorn,  the 
patient  has  signs  and  symptoms  of  both  left 
and  right  sided  failure.  The  symptoms  of 
left  sided  failure  are  the  result  of  two 
things,  increase  in  the  volume  of  blood  with- 
in the  chest  with  resultant  diminution  in  the 
volume  available  for  respiratory  gas  ex- 
change and  also  increased  pressure  in  the 
pulmonary  vessels  with  transudation  into 
air  spaces. 

It  should  be  emphasized  that  in  this  pro- 
totypical patient  we  are  discussing,  all  of 
his  symptoms  of  both  left  and  right  sided 
failure  are  due  not  to  intrinsic  myocardial 
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disease.  His  myocardium  may  still  be  per- 
fectly normal  potentially.  It  is  all  a matter 
of  a single,  physical,  mechanical  obstruction. 

DR.  CATE:  Thank  you,  Dr.  Blake.  Dr. 
Daniel  will  present  the  results  of  surgical 
treatment  of  this  lesion  at  this  time. 

DR.  ROLLIN  DANIEL:  As  you  know,  the 
approach  to  the  mitral  valve  which  has  been 
most  successful  in  the  last  3 or  4 years  is 
through  the  left  auricular  appendage,  using 
the  appendage  as  a sort  of  trap  door  to  per- 
mit entrance  to  the  heart.  This  idea  is  not 
entirely  new.  Souttar,  in  1925,  carried  out 
digital  dilatation  of  the  mitral  ring  through 
the  intact  auricular  appendage.  More  re- 
cently Smithy,  Bailey  and  his  associates  and 
Harken  have  used  this  method  again  with 
great  success  and  at  the  present  time  opera- 
tions for  mitral  stenosis  are  considered  to  be 
within  the  realm  of  accomplishment  with- 
out great  risk. 

I thought  it  would  be  interesting  to  you 
to  know  something  of  the  results  which  we 
have  obtained.  We  have  now  operated  on 
49  patients  for  mitral  stenosis  in  Nashville. 

Table  I 

Definition  of  Preoperative  Evaluation 

Class  I.  Apical  diastolic  murmur  with  or  with- 
out history  of  rheumatic  fever.  No  symptoms  or 
signs  of  cardiac  insufficiency. 

Class  II.  Dyspnea  only  on  extreme  exertion. 
No  cardiac  enlargement.  No  overt  evidences  of 
pulmonary  edema.  No  evidence  of  progressive 
disability. 

Class  III.  Dyspnea  with  moderate  exertion. 
Clinical  evidence  of  pulmonary  edema  (orthopnea, 
cough,  hemoptysis)  with  a history  of  progression 
of  symptoms. 

Class  IV.  Progressive  dyspnea,  orthopnea, 
cough,  etc.  Evidence  of  cardiac  enlargement. 
Evidence  of  right-sided  heart  failure  (dependent 


We  have  tried  to  place  these  patients  in  the 
classes  Dr.  Strayhorn  has  outlined  to  you 
(Table  1)  and  we  have  found  that  we  have 
operated  on  no  patients  who  fall,  in  our 
opinion  at  least,  in  either  Group  I or  Group 
II.  We  have  also  attempted  to  classify 
these  patients  according  to  the  results  which 
have  been  obtained  after  operation,  again 
into  four  classes.  The  definitions  of  these 
classes  are  shown  in  Table  2.  At  present  we 
do  not  have  an  adequate  evaluation  of  the 
results  in  all  of  the  49  cases.  In  a few  we 
simply  do  not  have  adequate  information. 
This  information  will  be  available  later.  A 
few  patients  were  operated  upon  so  recently 
that  the  result  of  operation  cannot  be  de- 
termined as  yet.  We  have  36  patients  in 
whom  we  have  at  the  present  time  satis- 
factory follow-up  data.  These  results  are 
depicted  in  Table  3.  Group  IV,  composed  of 
patients  who  are  worse,  includes  4 who  are 
dead.  One  is  still  living  after  a cerebral 
embolus  occurring  at  operation.  The  opera- 
tive procedure  was  carried  out  some  months 
ago  and  the  patient  is  still  living  but  he  is 

edema,  pleural  effusion,  hepatomegaly,  etc.)  with 
or  without  compensations  following  digitalization. 

Table  2 

Definition  of  Postoperative  Evaluation 

Class  I.  Complete  relief  of  symptoms.  No  limi- 
tation of  activity.  Normal  cardiac  size,  rate  and 
rhythm. 

Class  II.  Improvement — Work  capacity  defi- 
nitely improved.  Dyspnea  only  with  moderate  to 
strenuous  exercise.  No  evidence  of  right-sided 
heart  failure  or  of  episodes  of  pulmonary  edema. 

Class  III.  Unimproved — Symptoms  and  physical 
signs  of  heart  strain  essentially  as  before  operation. 

Class  4.  Worse. 


Table  3 

Results  (Clinical  Status)  in  36  Patients  Followed  for  More  Than  3 Months 


Preoperative 

Classification 

Number  of 
Patients 

Result 

Class 

1 

2 

3 

4 

III 

15 

5 

9 

0 

1 

IV 

21 

4 

10 

2 

5 

Totals 

36 

9 

19 

2 

6 
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Table  4 


Causes  of 

Postoperative  Deaths 

Sex  and  Age 

Preoperative 

Cause  of  Death 

Duration  of  Life 

of  Patient 

Classification 

Postoperatively 

H.Q. 

F. 

58 

IV 

Cerebral  Embolus  (Autopsy) 

8 hours 

G.C.T. 

M. 

IV 

Postoperative  infection  of 

4 months 

33 

pericardium  (H.  Staph,  aur.) 
with  cardiac  failure. 

(Autopsy) 

C.R.C. 

M. 

IV+ 

Cerebral  embolus  (No 

19  days 

49 

autopsy) 

I.T. 

F. 

III 

Pulmonary  edema,  pulmo- 

4 days 

40 

nary  infarction,  bilateral 
(Autopsy) 

J.F. 

M. 

IV + 

Pulmonary  congestion  with 

24  hours 

33 

cardiac  failure  (Autopsy) 

Table  5 

Comparison  of  Results  in  Patients  with  and  Without 
Auricular  Fibrillation  at  Time  of  Operation 


Number 

Preoperative  Class 

Postoperative  Result-Class 

Patients 

III 

IV 

1 

2 

3 

4 

Auricular 

fibrillation 

20 

11 

9 

2 

15 

0 

3 

No  fibrillation 

22 

11 

11 

9 

9 

1 

3 

Table  6 

Comparison  of  Changes  in  Left  Auricular  Pressure 
(at  Operation)  and  Clinical  Results  in  32  Patients 


Number 

Result-Class 

Patients 

1 

2 

3 

4 

Fall  in  pressure  of 
more  than  25% 

17 

5 (30%) 

11 

0 

1 

Fall  in  pressure  of  25% 
or  less 

12 

3 (25%) 

8 

0 

1 

Rise  in  pressure 

3 

3* 

All  postoperative  deaths 

2 of  cerebral  embolism 

1 of  pulmonary  edema  and  infarction 


virtually  decerebrate.  The  causes  of  death 
are  shown  in  Table  4. 

We  are  often  asked  the  question  as  to 
whether  auricular  fibrillation  increases  the 
risk  of  operation.  I am  sure  I do  not  know. 
In  an  effort  to  answer  this  question  we  have 
classified  42  patients  in  this  group,  all  of 
whom  were  operated  upon  more  than  2 
months  previously.  These  figures  are  shown 
in  Table  5. 

At  operation  we  measure  the  pressure  in 


the  left  auricle  before  the  valve  is  open  and 
then  measure  it  again  after  the  auricle  is 
closed  and  when  we  get  a nice  drop  in  pres- 
sure we  are  very  pleased  and  think  we  have 
concrete  evidence  that  we  have  helped  the 
patient.  We  have  lined  these  pressures  up 
in  all  sorts  of  different  ways  and  I am  really 
unable  to  see,  in  our  small  group  of  patients, 
any  correlation  between  our  postoperative 
clinical  classification  and  the  drop  in  pres- 
sure, if  any,  which  was  noted  at  operation 
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(Table  6).  The  only  thing  that  is  of  interest 
to  me  is  that  in  only  3 patients  there  was  a 
rise  of  pressure  after  commissurotomy  and 
all  of  those  patients  fall  in  Group  IV.  All  3 
of  those  patients  died  soon  after  operation, 
2 from  pulmonary  embolism  and  1 from 
pulmonary  edema. 

At  the  present  time  we  feel  that  this  pro- 
cedure is  a reasonably  safe  one,  that  it  offers 
hope  of  great  improvement  for  most  patients 
with  symptoms  produced  by  mitral  stenosis 
and  that  few,  if  any,  patients  with  mitral 
stenosis  should  be  denied  operation  because 
of  advanced  or  long-standing  symptoms 
and  physical  signs.  The  mortality  rate  is 
higher  in  patients  with  severe  right  sided 
heart  failure  and  I believe  that  in  the  future 
we  shall  advise  operation  for  patients  who 
have  minimal  or  early  symptoms. 

DR.  CATE:  Thank  you.  Dr.  Daniel.  We 
have  two  illustrative  case  reports.  I think 
we  will  present  them  together  in  order  to 
conserve  time. 

Case  Reports 

DR.  AMBROSE  M.  LANGA:  Case  1.  W.N. 

( VUH-182990.)  This  25  year  old  white  female  was 
first  admitted  to  the  Vanderbilt  University  Hos- 
pital in  October  of  1949.  She  had  been  considered 
to  be  in  excellent  health  until  approximately  2 
years  prior  to  admission  when,  while  pregnant, 
she  was  told  by  her  obstetrician  that  she  had  a 
heart  murmur.  However,  she  experienced  no  dif- 
ficulty until  the  sixth  month  of  her  pregnancy,  at 
which  time  there  was  the  onset  of  progressive 
orthopnea  and  a nonproductive  cough.  Neverthe- 
less, the  pregnancy  was  terminated  normally.  The 
symptoms  improved  markedly  following  delivery. 
Several  months  prior  to  admission  she  again  noted 
the  gradual  onset  of  exertional  dyspnea  and 
episodes  of  nocturnal  dyspnea  with  cough.  Four 
months  prior  to  admission  she  had  been  placed  on 
digitalis  and  a low  sodium  diet.  She  had  ex- 
perienced no  hemoptyses.  No  history  of  rheumatic 
fever  could  be  obtained. 

Physical  examination  revealed  a well  developed 
white  female  of  stated  age.  P 100;  R 20;  BP  130/74. 
A few  rales  were  present  at  the  right  base.  Other- 
wise, the  lungs  were  clear.  The  heart  was  en- 
larged to  percussion.  At  the  apex  there  was  a 
long,  diastolic  thrill  which  ended  in  the  apex  beat. 
A low,  rumbling  diastolic  murmur  which  filled 
most  of  the  diastole  could  be  heard.  The  second 
pulmonic  sound  was  accentuated.  Liver  and 
spleen  could  not  be  palpated.  There  was  no  ankle 
edema. 

Laboratory  findings  were  not  remarkable.  The 
blood  culture  was  negative.  Venous  pressure  was 
150  mm.  of  saline.  Circulation  time  23  seconds — 


(Decholin).  The  chest  films  will  be  described  by 
Dr.  Gross.  The  EKG  revealed  enlargement  of 
the  right  ventricle  and  a normal  rhythm. 

The  patient  was  discharged  from  the  hospital  on 
continued  medical  treatment. 

She  was  re-admitted  to  the  surgical  service  in 
March  of  1950.  On  March  19,  1950,  a shunt  opera- 
tion between  the  azygos  vein  and  a branch  of  the 
right  superior  pulmonary  vein  was  performed  in 
an  attempt  to  relieve  her  pulmonary  hypertension. 
Prior  to  the  establishment  of  the  shunt  the  pres- 
sure in  right  inferior  pulmonary  vein  was  470  mm. 
of  saline.  The  patient’s  condition  was  poor  at  the 
completion  of  the  operative  procedure  and  pres- 
sure studies  were  not  repeated.  She  recovered, 
however,  after  a stormy  postoperative  course  and 
was  discharged  on  April  10,  1950,  on  continued 
digitalization  and  low  sodium  diet. 

Following  discharge  she  underwent  numerous 
episodes  of  bronchopneumonia  and  congestive 
failure  which  responded  fairly  well  on  each  oc- 
casion to  antibiotics  and  bed  rest.  A subsequent 
cardiac  catheterization  failed  to  reveal  any  de- 
crease in  pulmonary  hypertension.  In  view  of 
this  finding  and  her  incapacitation  she  was  re- 
admitted to  the  hospital  in  September  of  1951. 

On  October  10,  1951,  a digital  mitral  valvulo- 
plasty was  performed,  followed  by  a drop  of 
approximately  15  mm.  of  saline  in  the  auricular 
pressure.  The  patient’s  postoperative  course  on 
this  occasion  was  uncomplicated.  The  diastolic 
murmur  had  disappeared  completely.  She  was 
discharged  from  the  hospital  on  October  10. 

Since  that  time  she  has  returned  to  a full  range 
of  normal  activity  without  difficulty.  She  de- 
livered a full-term,  viable  infant  on  August  12, 
1953  after  an  uncomplicated  pregnancy  and  was 
discharged  on  August  16.  When  last  seen  on 
October  7,  she  was  in  excellent  condition  and  lead- 
ing a full  and  active  life. 

Case  2.  G.P.T.  (VUH  212751)  was  admitted  to 
the  Surgical  Service  of  Vanderbilt  University  Hos- 
pital on  June  24,  1952.  The  patient  was  a 41  year 
old,  white  female  who  considered  herself  in  ex- 
cellent health  until  February  of  1943.  At  that  time 
she  had  a febrile  illness  which  she  thought  to  be 
“flu.”  She  did  not  consult  a physician  until  about 
a year  later  when  she  experienced  small 
hemoptyses  and  noted  ankle  edema.  She  was  ad- 
vised that  she  had  rheumatic  heart  disease  and 
was  digitalized. 

During  the  following  8 years  she  was  hospital- 
ized elsewhere  on  approximately  fourteen  different 
occasions  because  of  symptoms  of  shortness  of 
breath,  chest  pain,  hemoptysis  and  ankle  edema. 
In  addition  to  digitalization,  she  was  placed  on  a 
low  sodium  diet,  and  diuretics  were  administered 
frequently.  She  underwent  a transient  episode  of 
left  hemiparesis  approximately  one  month  prior 
to  admission.  The  patient’s  only  pregnancy  oc- 
curred 3 years  following  the  onset  of  her  illness 
and  was  interrupted  by  a miscarriage  at  6 months, 
following  an  attack  of  dyspnea  and  hemoptysis. 

Physical  examination  revealed  a well  developed, 
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white  female  of  stated  age,  in  no  discomfort. 
T 101.2;  P 88;  R 20;  BP  110/60.  The  left  border 
of  cardiac  dullness  was  3 cm.  outside  the  mid- 
clavicular  line  in  the  sixth  interspace.  Rhythm 
was  regular.  A diastolic  thrill  was  palpable  at  the 
apex.  There  was  a late  diastolic,  crescendo 
murmur  heard  at  the  mitral  area.  No  systolic 
murmurs  were  present.  The  second  pulmonic 
sound  was  accentuated.  There  was  a questionable 
enlargement  of  the  spleen  and  the  liver  was 
palpable  approximately  2 finger  breaths  below 
the  right  costal  margin.  Positive  laboratory  find- 
ings were  a leucocytosis  of  10,600  and  a corrected 
sed  rate  of  43  mm.  On  the  basis  of  these  find- 
ings, along  with  a low  grade  fever  and  a recent 
cerebral  embolus,  in  the  absence  of  auricular 
fibrillation,  subacute  bacterial  endocarditis  was 
suspected.  However,  repeated  blood  cultures  were 
sterile.  Cardiac  catheterization  revealed  data  com- 
patible with  the  clinical  diagnosis  of  mitral 


DR.  THEODORE  GROSS:  The  postero- 
anterior  film  of  the  chest  of  the  first  patient, 
Mrs.  W.  N.,  reveals  that  the  heart  is  mod- 
erately enlarged,  the  cardio-thoracic  ratio 
being  12.5  23.5.  (Fig.  1.)  There  is  a prom- 
inent bulge  in  the  region  of  the  pulmonary 
artery  segment  with  straightening  of  the 
left  border  of  the  heart  below  this  site  so 
that  the  cardiac  shadow  assumes  a box-like 
silhouette.  There  is  a suggestion  of  a poorly 
defined  increase  in  density  in  the  central 
portion  of  the  cardiac  shadow  which  has  the 
appearance  of  an  enlarged  left  auricle.  How- 
ever, in  the  oblique  views  with  the 
esophagus  opacified  with  barium  there  is  but 
little  encroachment  upon  the  lumen  of  the 
esophagus  and  practically  no  displacement 


stenosis.  The  chest  films  will  be  described  by  Dr. 
Gross.  The  EKG  revealed  right  ventricular  en- 
largement and  a regular  rhythm. 

On  July  2,  1952  a digital  mitral  valvuloplasty 
was  performed.  This  resulted  in  a drop  of  pres- 
sure in  the  left  auricle  from  56  to  38  mm.  of 
saline.  The  postoperative  course  was  uncompli- 
cated. The  diastolic  murmur  easily  heard  prior  to 
the  operative  procedure  disappeared,  but  the 
pulmonic  second  sound  remained  accentuated.  The 
patient  was  discharged  from  the  hospital  in  a 
markedly  improved  condition  on  July  11. 

DR.  CATE:  Dr.  Gross,  will  you  describe 
the  chest  films  of  these  two  patients? 


posteriorly  of  this  structure.  The  lung  fields 
are  clear  as  regards  parenchymal  infiltration, 
but  there  is  a mild  to  moderate  prominence 
of  the  primary  and  secondary  pulmonary 
vessels  in  both  lung  fields.  There  is  as- 
sociated enlargement  of  the  pulmonary 
conus. 

These  findings  are  compatible  with  mitral 
stenosis  since  posterior  displacement  of  the 
esophagus  is  not  a sine  qua  non.  To  be 
considered  also,  however,  are  the  following: 
interauricular  septal  defect  and  septal  de- 
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feet  associated  with  mitral  stenosis  (Luten- 
bacher’s  disease).  However,  against  the 
latter  is  the  fact  that  the  heart  in  this  condi- 
tion is  usually  considerably  enlarged  at  this 
age  period. 


dence  of  pleural  effusion.  These  findings 
are  compatible  with  rheumatic  heart  disease 
with  mitral  stenosis  and  with  secondary 
pulmonary  congestion. 

DR.  CATE:  Dr.  Blake,  would  you  com- 


m, 


Fig.  2 


The  films  of  the  second  patient,  Mrs.  P.  T., 
reveal  a bony  thorax  which  is  not  remark- 
able. (Fig.  2.)  The  heart  is  at  the  upper 
limits  of  normal  in  size.  There  is  straighten- 
ing of  its  left  border  with  a well  pronounced 
convexity  in  the  region  of  the  pulmonary 
artery  segment.  The  aortic  arch  is  de- 
creased in  prominence.  In  the  oblique  pro- 
jection there  is  again  evidence  of  enlarge- 
ment of  the  pulmonary  artery  segment  and 
the  pulmonary  conus  with  moderate  en- 
largement of  the  right  ventricle  as  well.  The 
barium  filled  esophagus  is  displaced  pos- 
teriorly slightly  and  there  is  encroachment 
upon  it  anteriorly  by  the  enlarged  left 
auricle.  The  lung  fields  show  no  evidence 
of  parenchymal  infiltration  but  there  is 
moderate  enlargement  of  the  primary  and 
secondary  pulmonary  vessels  throughout 
both  lung  fields  with  engorgement  of  these 
vessels.  Aeration  of  the  lungs  is  fairly  sat- 
isfactory. The  diaphragms  are  well  rounded 
and  are  at  satisfactory  levels  without  evi- 


ment  on  the  use  of  cardiac  catheterization  in 
the  evaluation  of  these  patients? 

DR.  BLAKE:  Cardiac  catheterization  has 
two  possible  applications  in  the  study  of 
mitral  stenosis.  First  as  a matter  of  re- 
search, the  technic  of  cardiac  catheterization 
has  contributed  mightily  to  the  understand- 
ing of  the  hemodynamics  of  the  situation 
and  to  an  evaluation  of  the  operative  pro- 
cedures and  in  that  way  has  been  a very  im- 
portant factor.  In  the  early  days  of  mitral 
commissurotomy  we  used  to  catheterize 
every  patient  before  operation  and  as  many 
after  operation  as  we  could.  That  was  part 
of  the  overall  project  to  study  the  dynamics 
and  also  there  was  the  burning  hope  that 
we  would  be  able  to  evaluate  the  degree  of 
mitral  insuffciency  present.  However,  that 
has  not  proved  to  be  the  case.  Secondly,  in 
a given  patient  with  mitral  stenosis,  cardiac 
catheterization  is  capable  of  doing  one  thing 
and  that  is  to  quantitate  the  degree  of  right 
and/or  left  sided  failure  that  is  present.  It 
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will  not  give  specific  information  as  to  which 
valve  on  the  left  side  of  the  heart  is  involved 
or  in  what  direction  it  is  involved.  In  other 
words,  it  is  the  consensus  of  opinion  now 
that  cardiac  catheterization  is  of  little,  if 
any,  help  in  evaluating  most  patients  for 
mitral  commissurotomy. 

DR.  CATE:  Dr.  Adams,  I believe  you  are 
familiar  with  the  first  of  these  patients. 
Would  you  have  any  comments  to  make? 

DR.  CRAWFORD  ADAMS:  The  first  case, 
Mrs.  W.  N.,  is  of  definite  historical  interest 
as  she  represents  the  first  successful  attempt 
in  this  part  of  the  country  to  relieve  “pul- 
monary hypertension”  created  by  mitral 
stenosis.  A pulmonary-azygos  shunt  was 
considered  because,  at  this  time,  mitral  com- 
missurotomy and  valvuloplasty  were  not  be- 
ing performed.  Therefore,  Doctors  Daniel, 
Rosenfeld  and  myself  considered  a shunt  be- 
tween the  pulmonary  vein  and  the  azygos 
vein  in  order  to  relieve  “pulmonary  hyper- 
tension” caused  by  mitral  stenosis.  In  1946 
Harken  attempted  to  relieve  this  condition 
by  means  of  a valvulotomy  in  a 28  year  old 
boy  but  because  of  the  development  of  mitral 
insufficiency,  this  procedure  was  abandoned. 

Two  important  clinical  observations  led  us 
to  believe  that  “lung  failure”  could  be  pre- 
vented by  relieving  the  “pulmonary  hyper- 
tension.” First,  patients  with  Lutenbacher’s 
syndrome  (mitral  stenosis  with  interatrial 
septal  defect),  are  not  subject  to  hemoptysis 
or  pulmonary  edema  and  these  patients  are 
noted  for  their  comparative  longevity  be- 
cause the  lungs  are  protected  from  the  in- 
crease of  pulmonary  pressure  and  later 
damage.  Also,  auricular  fibrillation  devel- 
ops much  later  in  these  patients  due  to  the 
lower  intra-atrial  pressure.  Secondly, 
Duroziez,  more  than  seventy  years  ago  ob- 
served that  lesions  of  the  tricuspid  valve,  far 
from  aggravating  mitral  stenosis,  actually 
exerted  a beneficial  effect  in  the  patient  with 
marked  improvement  in  their  exercise  toler- 
ance. Dr.  Bland  at  the  Massachusetts  Gen- 
eral Hospital  simultaneously  with  us  recom- 
mended a pulmonary-azygos  shunt  and  his 
patient,  as  well  as  Mrs.  W.  N.,  experienced 
slight  improvement.  This  was  primarily 
subjective  and  not  objective  as  shown  by 
subsequent  catherterization  studies.  In  the 
meantime,  valvuloplasty  and  commissurot- 
omy offered  these  patients  considerably 


greater  improvement.  Because  of  this  fact, 
Mrs.  W.  N.  then  had  a mitral  commissurot- 
omy with  the  excellent  result  as  seen  to- 
day. 

DR.  CATE:  Thank  you,  Dr.  Adams.  Mrs. 
N.,  the  first  of  the  patients,  is  on  your  right. 
Mrs.  T.,  the  second  patient  is  on  your  left. 
She  has  had  another  operation,  a cho- 
lecystectomy. Is  that  correct,  Mrs.  T.? 

MRS.  T.:  Yes,  in  May  of  this  year. 

DR.  CATE:  And  you  had  absolutely  do  dif- 
ficulty, as  I understand,  with  that  operation. 
How  would  you  describe  the  improvement 
which  you  have  gotten  following  this  opera- 
tion, Mrs.  T.,  in  terms  of  what  you  are  able 
to  do? 

MRS.  T.:  Well,  I would  say  100  per  cent 
because  I went  back  to  work  and  have  been 
working  a year. 

DR.  CATE:  And  how  long  prior  to  that 
time  had  it  been  since  you  had  been  able 
to  work? 

MRS.  T.:  Two  years. 

DR.  CATE:  Mrs.  N.,  I wonder  if  you  could 
give  us  some  similar  comments  on  your  im- 
provement following  operation.  (Laughter) 
I think  it  is  becoming  obvious  why  Dr. 
Daniel  chose  these  two  patients. 

MRS.  N.:  I feel  exactly  the  same  way  she 
does. 

DR.  CATE:  Are  you  working? 

MRS.  N.:  I am  at  home. 

DR.  CATE:  Are  you  doing  many  things 
that  you  were  unable  to  do  before  your 
second  operation? 

MRS.  N.:  I do  anything. 

DR.  CATE:  I want  to  thank  you  very  much 
for  coming  and  being  so  patient  in  waiting 
for  us  to  present  you  here.  Dr.  Daniel,  are 
there  any  further  comments  that  you  would 
like  to  make? 

DR.  DANIEL:  We  feel  that  the  results  that 
have  been  achieved  in  these  people  are  about 
as  good  as  we  can  possibly  get.  We  have 
classified  Mrs.  N.  in  our  postoperative  Group 
1 and  Mrs.  T.  in  our  postoperative  Group  2. 
We  hope  we  can  put  Mrs.  T.  over  into  the 
other  group  sometime.  Do  you  still  have  a 
little  shortness  of  breath  occasionally? 

MRS.  T.:  Once  in  a while,  not  often. 

DR.  DANIEL:  Mrs.  T.,  in  the  times  that  I 
have  talked  to  her,  will  admit  to  practically 
none  and  I think  she  is  fair  and  truthful 
about  it. 


December,  1953 


469 


CLINICOPATHOLOGIC 

CONFERENCE 


Baptist  Memorial  Hospital* 

Mr.  J.W.K.  was  a 28  year  old  male  who  was  first 
admitted  to  the  Jackson-Madison  County  Hospital 
in  June,  1952,  with  symptoms  of  a perforated  duo- 
denal ulcer.  The  defect  was  closed  surgically  and 
the  patient  recovered  without  incident. 

The  patient’s  second  admission  to  the  Jackson- 
Madison  County  Hospital  was  on  April  3,  1953. 
Interval  history  revealed  that  the  patient  had  suf- 
fered mild  episodes  of  bleeding  and  recurrent  ulcer 
type  pain  following  his  release  from  the  hospital. 
Beginning  in  January,  1953,  the  patient  suffered 
symptoms  of  partial  pyloric  obstruction  which 
gradually  worsened  until  he  was  completely  ob- 
structed on  the  date  of  his  second  admission. 
X-rays  at  this  time  revealed  a complete  pyloric 
obstruction  with  a greatly  dilated  stomach. 

Laboratory  examination:  Urinalysis  on  April  3 
showed  a sp.  gr.  of  1.016,  microscopically  occa- 
sional white  blood  cells  and  rare  red  blood  cel's, 
sugar  negative.  On  April  20  it  showed  a sp.  gr. 
of  1.017,  albumin  a trace,  sugar  4 plus,  acetone 
negative,  microscopically  coarse  granular  casts 
and  occasional  white  blood  cells.  Blood:  April  3, 
Hgb.  10.5  Gm.,  hematocrit  33%,  white  blood  count 
9,950  with  68  polys,  31  lymphocytes,  and  1 eosino- 
phil; April  20,  Hgb.  11.0  Gm.,  hematocrit  49G, 
white  blood  count  3,700  with  40  stabs,  26  polys 
and  24  lymphocytes.  Chemistry:  April  6,  total 
protein  6.27  Gm.%,  albumin  3.89  Gm.%;  April  20. 
CO2  28  vols.  %,  sodium  chloride  580  mg.%  or  98 
m.  Eq.  of  chloride;  April  21,  CO.  28  vols.  % and 
NPN  170  mg.%;  April  23,  CO-  19  vols.  %,  NPN 
181  mg.%.  Bacteriology:  feces  April  20,  negative 
for  ova  and  parasites,  but  3 plus  for  pus;  stool  cul- 
ture revealed  pyocyaneus,  Staphylococcus  aureus, 
and  E.  coli.  Blood  culture  April  23,  was  positive 
for  Staphylococcus  aureus. 

X-ray:  April  3,  1953,  G.I.  series  showed  the 
stomach  to  be  tremendously  enlarged  and  filled 
with  fluid.  No  barium  passed  the  pylorus.  The 
ascending,  transverse  and  descending  portions  of 
the  colon  were  greatly  distended  with  gas.  On 
April  10,  G.I.  series  revealed  considerable  reten- 
tion of  barium  in  the  stomach.  April  15,  the  post- 
operative film  of  the  abdomen  showed  residue  of 
barium  in  the  colon  and  a small  amount  of  gas  in 
the  intestine.  The  right  upper  quadrant  revealed 
an  opacity  interpreted  as  liver. 

The  patient  was  prepared  pre-operatively  for 
15  days  by  decompression,  parenteral  fluids  and 
blood  transfusions.  On  April  15,  1953,  a partial 
gastric  resection  was  done  with  vagotomy.  Path- 
ologic diagnosis  was  an  essentially  negative  por- 
tion of  stomach  with  duodenal  ulcer  history. 


*From  the  Baptist  Memorial  Hospital,  Depart- 
ment of  Pathology,  Memphis,  Tenn. 


Postoperatively  the  patient  had  no  difficulty  for  4 
days.  The  Levin  tube  was  removed,  and  the 
patient’s  anastomosis  was  apparently  working  well. 
On  April  20,  the  patient  began  to  have  fever,  the 
cause  of  which  was  undetermined.  On  April  21, 
the  patient  suddenly  developed  an  “explosive” 
diarrhea  with  numerous  stools  which  were  watery 
in  character  with  no  blood.  Approximately  24 
hours  after  the  onset  of  diarrhea  the  patient  went 
into  shock,  and  this  was  countered  with  transfu- 
sions and  potassium.  However,  he  tended  to  re- 
main in  shock.  His  condition  progressed  for  the 
worse  during  the  next  two  days  and  he  gradually 
developed  oliguria  with  a rising  N.P.N.,  which 
reached  184  on  the  day  of  death.  A blood  culture 
taken  the  day  of  death  grew  out  Staphylococcus 
aureus.  The  patient  expired  on  April  23,  1953. 

Discussion 

DR.  W.  DAVID  DUNAVANT:  This  pa- 
tient died  from  one  of  three  causes;  (1)  The 
original  intestinal  obstruction  complicated 
by  dehydration,  fluid  unbalance  and  azote- 
mia with  a super-imposed  stress  response 
from  a gastric  resection  and  vagotomy;  (2) 
a complication  of  surgery;  or  (3)  staphylo- 
coccic enteritis. 

First,  let’s  discuss  the  intestinal  obstruc- 
tion. A high  intestinal  obstruction  such  as 
this  produces  serious  electrolyte  disturb- 
ances. One  of  the  most  frequently  observed 
difficulties  is  a pronounced  potassium  defi- 
ciency. This  patient  probably  received 
some  sodium  chloride  in  fluid  which  may 
have  corrected  some  of  his  difficiencies  but 
might  leave  him  still  with  inadequate  salt 
and  fluid  balance.  In  addition,  it  would 
seem  appropriate  here  to  discuss  the  findings 
of  the  sixth  postoperative  day.  There  was 
an  NPN  of  170  mg.  per  cent.  I believe  that 
we  may  assume  that  this  was  an  extra-renal 
azotemia  and  that  it  had  been  present  prior 
to  surgery,  for  it  is  difficult  to  see  how  it 
could  have  developed  in  a few  days  after 
surgery,  with  all  of  the  fluid  this  patient 
probably  received.  Thus,  we  have  a man 
with  a high  intestinal  obstruction,  azotemia 
and  probable  hypochloremia  upon  whom  a 
great  deal  of  surgery  was  imposed.  This, 
undoubtedly,  would  be  sufficient  to  cause 
death.  But  in  that  case,  the  pathologist 
would  have  nothing  to  present,  so  I think 
we  can  dispense  with  this  concept. 

Secondly,  one  must  consider  the  compli- 
cations of  surgery.  The  immediate  difficul- 
ties which  can  follow  a gastric  resection  are, 
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first,  a blown  out  duodenal  stump.  This 
usually  occurs  when  the  gastric  suction  is 
discontinued  and  the  subsequently  develop- 
ing increased  pressure  blows  the  duodenal 
stump.  A second  complication  is  a leaking 
suture  line.  We  do  not  know  whether  this 
man  had  an  anterior  or  posterior  anatomo- 
sis  It  is  easily  seen,  especially  in  the  pos- 
terior type  of  resection  that  a leak  could 
occur  forming  a small  abscess,  which  might 
rupture  into  the  colon  giving  the  patient  this 
clinical  picture  leading  to  death.  The  diar- 
rhea produced  by  this  mechanism  should 
have  some  blood  in  it  and  probably  some 
pus  and  mucus. 

A third  complication  which  is  not  widely 
publicized  but  which  we  have  seen  at  the 
John  Gaston  Hospital  of  the  University  of 
Tennessee  is  an  acute  pancreatitis.  In  prac- 
tically all  duodenal  ulcers  the  pancreas  is 
involved  to  some  extent.  The  surgery  of  a 
gastric  resection  frequently  causes  an  acute 
pancreatitis.  The  duct  of  Santorini  runs 
close  to  the  duodenal  stump  and  a suture 
could  easily  be  placed  about  it,  and  this  may 
lead  to  pancreatitis.  Also  in  tying  off  the 
gastroduodenal  artery,  a piece  of  pancreas 
may  be  caught  in  the  suture  ligature  and 
this  may  lead  to  the  complication  of  acute 
pancreatitis.  Clinically,  however,  these  pa- 
tients have  an  onset  characterized  by  severe 
pain.  Pain  is  the  predominating  feature  of 
acute  pancreatitis  until  shock  and  death  oc- 
cur. Since  there  was  no  mention  of  pain  in 
this  protocol,  I feel  we  can  rule  out  this 
complication.  Other  complications  might 
include  hemorrhage,  of  which  there  is  no 
evidence  in  this  patient.  Still  another  pos- 
sibility is  a technical  error.  Cases  have 
been  reported  where  the  gastric  stump  was 
hooked  up  to  the  lower  ileum.  Most  of  these 
patients  survive  but  have  diarrhea,  loss  of 
weight,  etc.  The  complications  of  vagotomy 
are  trauma  to  the  esophagus  or  some  other 
viscus  and  diarrhea.  Diarrhea  is  reported 
in  some  20  to  30  per  cent  of  cases  and  is 
usually  severe  but  does  not  cause  shock  and 
the  morbid  condition  that  this  patient  had. 

The  third  possibility  is  staphylococcic  en- 
teritis. This  patient  had  Staphylococcus 
aureus  cultured  from  the  blood  along  with 
other  organisms  from  the  feces.  Since  this 
patient  was  not  septic  I feel  that  the  staph- 


ylococcus in  the  blood  culture  was  a con- 
taminant. However,  recently  there  has 
been  considerable  discussion  about  staphylo- 
coccic enteritis.  In  this  condition  various 
antibiotics  such  as  penicillin  and  streptomy- 
cin depress  the  normal  intestinal  flora  and 
allow  the  overgrowth  of  Staphylococcus  au- 
reus. This  latter  organism  is  felt  to  produce 
a fulminating  enterocolitis.  I think  most 
people  agree  that  the  above  is  not  necessar- 
ily the  mechanism  involved.  Some  feel  that 
there  is  actual  stimulation  of  the  staphylo- 
coccus by  the  antibiotic.  Whether  this  lat- 
ter is  true  or  not,  I do  not  know,  but  staphy- 
lococci enteritis  is  a definite  clinical  entity. 
Most  of  these  occur  in  patients  who  have 
had  gastro-intestinal  surgery  of  some  kind. 
We  do  not  know  whether  this  patient  had 
penicillin  or  streptomycin,  but  I feel  reason- 
ably sure  that  he  did.  If  the  patient  did 
have  a staphylococcic  enteritis  the  patholo- 
gist will  show  us  sloughing  of  the  mucous 
membrane  of  the  intestinal  tract  with  the 
formation  of  casts  of  gelatinous  material. 

However,  I would  go  back  to  one  of  the 
more  frequent  complications  of  surgery.  I 
think  the  one  that  would  most  nearly  fit  this 
picture  is  a leaking  anastomosis. 

DR.  HALL  S.  TACKET:  The  case  is  now 
open  for  discussion. 

DR.  C.  B.  OLIM:  Did  this  patient  have 
any  antibiotic  during  this  second  hospital 
admission? 

DR.  GEORGE  F.  BALE:  This  patient  did 
have  both  streptomycin  and  penicillin  prior 
to  and  after  surgery.  I’m  sorry  this  infor- 
mation was  not  in  the  protocol  but  it  was 
not  available  when  the  history  was  pre- 
pared. 

DR.  OLIM:  I was  quite  intrigued  by  Dr. 
Dunavant’s  third  possibility — staphylococcic 
enteritis.  Numerous  reports  of  this  entity 
have  occurred  in  the  recent  literature.  Fair- 
lee1  reported  five  cases  with  three  deaths. 
Other  cases  have  been  reported  by  Wakefield 
et  al.2  and  Dearing  et  al. ; All  of  these  cases 
received  one  or  several  various  antibiotics 
including  penicillin,  streptomycin,  terramy- 
cin,  chloramphenicol,  etc.  Clinically  these 
patients  developed  a fever  and  diarrhea  two 
to  seven  days  after  the  administration  of  the 
antibiotics.  They  then  followed  a fulmin- 
ating course  of  shock,  oliguria  and  death. 
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Hemolytic  Staphylococcus  aureus  has  been 
isolated  in  almost  pure  culture  from  the 
stools  of  many  of  these  patients.  The  mech- 
anism of  death,  as  Dunavant  indicated  is  not 
clear,  but  seems  to  be  related  to  the  over- 
growth of  staphylococci  after  the  antibiotics 
have  eliminated  the  normal  intestinal  flora. 
Death  seems  to  be  due  to  a staphylococcic 
toxemia  rather  than  a septicemia.  Treat- 
ment consists  of  elimination  of  the  offend- 
ing antibiotic  and  prompt  institution  of  an- 
tishock measures.  It  seems  to  me  that  this 
case  fits  rather  well  into  this  group,  and  I 
feel  that  the  case  at  hand  most  likely  repre- 
sents a case  of  staphylococcic  enteritis. 

DR.  TACKET:  Thank  you,  Dr.  Olim.  Is 
there  further  discussion? 

DR.  R.  P.  McBURNEY:  I wish  to  mention 
one  other  disease  which  has  exactly  the 
same  clinical  picture  as  staphylococcic  en- 
teritis. That  is  pseudomembranous  entero- 
colitis. The  clinical  picture  is  the  same.  It 
frequently  comes  on  following  surgery,  and 
the  pathology  is  a sloughing  of  the  mucous 
membrane  of  the  intestine  over  a large  sur- 
face area.  Clinically,  the  patient  goes  into 
profound  collapse  with  stools  resembling 
those  of  cholera  with  passage  of  portions  of 
the  mucous  membrane.  The  work:;  Dr.  Olim 
referred  to  on  staphylococcic  enteritis  was 
stimulated  by  an  attempt  to  elucidate  what 
was  thought  to  be  an  epidemic  of  pseudo- 
membranous enterocolitis.  Cultures  were 
taken  and  it  was  found  that  a large  number 
of  these  cases  of  pseudomembranous  enter- 
ocolitis were  actually  staphylococcic  enteri- 
tis. Nevertheless,  there  still  remained  a 
group  in  which  there  was  no  etiological 
agent  discovered  in  the  stool  cultures.  Pseu- 
domembranous enterocolitis  does  not  neces- 
sarily follow  a surgical  procedure  but  can 
occur  spontaneously  without  any  pre-exist- 
ing antibiotics.1  It  was  found  also  that  the 
incidence  of  pseudomembranous  enterocoli- 
tis before  the  antibiotic  era  was  approxi- 
mately equal  to  that  of  the  present  time.  In 
this  latter  entity  the  antibiotics  were  not 
etiologically  implicated. 

DR.  TACKET:  Are  there  further  re- 

marks? 

DR.  J.  D.  HARDY:  I’m  interested  in  why 
none  of  the  medical  people  have  commented 
on  the  four  plus  sugar,  if  the  patient  were 


not  getting  intravenous  fluids.  They  were 
microscopic  findings  of  coarse  granular  casts 
and  occasional  white  cells.  In  other  words, 
could  this  be  Kimmelstiel-Wilson’s  Disease? 

DR.  TACKET:  The  internists  have  a chal- 
lenge. Do  we  have  a champion? 

DR.  OTIS  S.  WARR:  Kimmelstiel-Wil- 
son’s Disease  is  a condition  we  find  in  people 
who  have  had  diabetes  for  a great  many 
years,  not  in  a new  diabetic.  I believe  it  is 
unlikely  that  this  man,  who  had  a previous 
admission  to  the  hospital  and  had  urines 
done  before  the  20th,  actually  had  diabetes. 
If  I am  correct,  the  four  plus  urine  sugar 
was  found  on  April  20,  five  days  after  his 
surgery.  This  man  probably  wasn’t  taking 
anything  by  mouth  at  that  time  but  was  be- 
ing fed  by  vein.  Certainly  people  with 
Kimmelstiel-Wilson’s  Disease  develop  ure- 
mia and  that  is  consistent  with  this  case. 
They  usually  have  a rather  severe  degree  of 
hypertension  and  a lot  of  albuminuria  asso- 
ciated with  this  condition.  I don’t  believe 
that  this  patient  had  either  hypertension  or 
albuminuria  which  forms  another  piece  of 
evidence  against  Kimmelstiel-Wilson’s  Dis- 
ease. 

DR.  TACKET:  Does  that  answer  your 

question?  Thank  you,  Dr.  Warr.  Are  there 
any  other  comments?  If  not,  we  will  hear 
from  the  pathologist. 

DR.  BALE:  The  autopsy  was  limited  to 
an  examination  of  the  abdomen. 

Approximately  1,000  cc.  of  dark  reddish-colored 
fluid  was  found  in  the  peritoneal  cavity.  There 
were  edematous  adhesions  between  the  duodenal 
stump  and  the  liver,  but  there  was  no  evidence 
of  leakage  or  perforation  either  at  the  duodenal 
stump  or  at  the  site  of  anastomosis.  The  anasto- 
motic stoma  was  patent  and  intact.  The  serosa  of 
the  small  and  large  bowel  was  mottled  a dark 
reddish  color.  Examination  of  the  vascular  struc- 
tures of  the  mesentery  revealed  no  occlusion.  The 
serosa  of  the  peritoneal  cavity  showed  a thin 
fibrinous  exudate.  Material  cultured  from  the 
small  bowel  at  the  autopsy  revealed  Staphylococ- 
cus aureus,  E.  coli  and  B.  pyocyaneus.  The  pre- 
dominating organism  was  not  identified.  On  open- 
ing the  bowel,  the  mucosa  of  the  entire  small 
bowel  and  colon  was  sloughed  and  casts  and  shreds 
of  intestinal  mucosa  and  exudate  were  seen  in  the 
lumen  of  the  entire  small  and  large  bowel.  The 
kidneys  were  not  remarkable  grossly,  and  micro- 
scopically presented  no  features  suggestive  of 
renal  disease  other  than  that  due  to  shock. 

Microscopically,  the  outstanding  feature  is  seen 
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Fig  1.  Exudate  in  corner  of  the  photograph.  Re- 
mainder is  ulcerated  intestinal  wall. 

on  this  lantern  slide.  (Fig.  1.)  It  is  seen  that 
the  entire  thickness  of  the  bowel  mucosa  has  been 
lost  and  the  submucosal  tissue  is  infiltrated  with 
numerous  polymorphonuclear  leukocytes,  a few 
plasma  cells  and  phagocytes.  The  exudate  in  the 
lumen  of  the  bowel  which  can  be  seen  on  one 
corner  of  the  slide  is  made  up  of  a fibrinopurulent 
material. 

One  group  7 have  reported  cases  sim- 
ilar to  this  as  a complication  of  surgery  un- 
der the  name  of  pseudomembraneous  en- 
terocolitis. These  cases  were  not  related 
to  antibiotics.  More  recently  other  au- 
thors'- s- 9 have  reported  staphylococcic 
enteritis  with  pseudomembraneous  lesions 
following  antibiotic  therapy. 

The  clinical  pictures  in  these  two  groups 
of  cases  showed  some  variation.  In  the 
older  cases  without  antibiotics  the  symptoms 
were  as  follows:  The  patients  had  rapidly 
progressing  non-responsive  shock,  develop- 
ing four  to  fourteen  days  post-operativelv. 
There  usually  was  some  mild  abdominal 
pain  with  cramping.  Marked  diarrhea  was 
reported  in  half  of  the  patients.  Most  of  the 
patients  showed  nausea  and  vomiting  to 
some  degree.  Fever  was  an  inconstant  sign 
and  usually  occurred  late.  These  patients 
died  within  a period  of  24  to  72  hours  after 
the  onset  of  shock. 

In  the  more  recently  reported  cases  with 
the  antibiotics,  the  clinical  syndrome  had 
its  onset  with  fever  and  diarrhea.  There 
usually  was  some  generalized  abdominal 
pain,  nausea,  and  vomiting.  Later,  these 
patients  developed  shock,  oliguria  and 
azotemia.  The  patients  in  this  series  died 
within  a period  of  24  to  72  hours. 


The  pathology  of  these  two  entities  is  sim- 
ilar. Both  have  a pseudomembranous  type 
of  severely  ulcerating  enteritis  which  can 
occur  anywhere  in  the  gastro-intestinal 
tract  from  the  esophagus  to  the  rectum.  The 
only  etiological  agents  isolated  from  either 
the  older  or  newer  groups  of  cases  have  been 
Staphlococcus  aureus. 

Penner  felt  the  lesions  of  pseudomem- 
braneous enterocolitis  were  due  to  a selec- 
tive vasoconstriction  of  the  mucosal 
arterioles  which  he  felt  was  a compensating 
mechanism  for  a pre-existing  shock  from 
hemorrhage,  peritonitis  or  other  cause. 
Dixon'  stated  that  in  his  23  patients,  shock 
was  not  an  element  of  the  post-operative 
course  until  the  diarrhea  developed.  Death, 
thereafter,  was  so  rapid,  that  he  felt  there 
was  insufficient  time  for  the  severe 
pseudomembranous  lesions  to  develop  as  a 
result  of  the  shock.  In  the  past,  pseudo- 
membraneous enterocolitis  has  been  var- 
iously ascribed  to  operative  manipulations 
or  to  the  use  of  intestinal  tubes.  However 
as  Dixon  pointed  out,  pseudomembraneous 
enterocolitis  occurs  without  the  complicating 
factor  of  operative  procedure  or  intubation, 
secondly,  according  to  Dixon,  there  has  not 
been  a marked  increase  in  pseudomem- 
braneous enterocolitis  in  recent  years  in 
spite  of  a marked  increase  in  the  use  of 
various  types  of  intubating  technics. 

Jackson  and  others,1- 9 felt  that  the  altered 
intestinal  flora  caused  by  the  antibiotics  al- 
lowed the  staphylococcus  to  overgrow  and 
produce  the  lesions  seen. 

Of  the  antibiotics  reported,  Jackson’s 
cases  were  based  upon  the  use  of  Terra- 
mycin.  Terplan  reported  the  syndrome  fol- 
lowing Terramycin,  penicillin,  streptomycin 
and  Aureomvcin.  Fairlee  reported  his  cases 
followed  penicillin  and  streptomycin.  It 
seems  definite  from  this  that  these  cases 
represent  two  clinical  entities  with  similar 
pathologic  findings. 

However,  the  clinical  picture,  pathological 
findings,  and  the  stool  cultures  showing 
Staphylococcus  aureus  lead  us  to  believe  this 
case  represents  one  of  staphylococcic  en- 
teritis. 
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Dr.  Patterson 


In  the  organization 
section  of  the  Jour- 
nal of  the  A.  M.  A. 
we  are  brought  up  to 
date  on  what  is  being 
done  about  the  policy 
of  our  A.  M.  A.  House 
of  Delegates  in  re- 
gard to  the  medical 
and  hospital  care  of 
veterans  with  non- 
service connected  dis- 
abilities. It  is  hopea,  and  we  urge,  that  all 
our  members  inform  themselves  about  this 
important  matter.  Regional  meetings  have 
been  held  throughout  the  Country,  follow- 
ing a conference  in  Chicago  in  September, 
to  set  in  motion  a movement  to  acquaint  our 
profession  individually  and  collectively  with 
the  reasons  for  this  policy  and  the  objectives 
that  are  to  be  sought.  These  meetings  and 
the  articles  in  the  A.  M.  A.  Journal  are  spon- 
sored by  the  Committee  on  Federal  Medical 
Services  and  the  Council  on  Medical  Serv- 
ice. 

Space  does  not  permit  us  to  go  into  de- 
tails. We  may,  however,  mention  a few 
salient  points.  Time  and  again  we  have 
noted  editorial  comment  in  the  lay  press  to 
the  effect  that  we  are  drifting  into  social- 
ized medicine  via  the  V.  A.  medical  and 
hospital  care  program.  For  the  last  thirty 
years  our  profession  has  been  watching  the 
development  and  trends  in  this  program 
with  apprehension  and  finally  with  alarm. 
Thirty  years  ago,  there  was  an  excess  of 
beds  in  the  V.  A.  hospitals;  and  veterans 
with  non-service  connected  disabilities  were 
accepted  to  fill  these  available  beds.  (Act 
of  June,  1924.)  This  was  vigorously  op- 
posed by  our  House  of  Delegates.  At  that 
time  there  were  5,000,000  veterans  and  about 
15,500  beds.  Bv  1926  seventeen  per  cent  of 
all  veterans  cared  for  at  federal  expense  was 
for  non-service  connected  disabilities,  and 
two  years  later  this  percentage  had  grown 
to  forty-nine  per  cent.  New  hospitals  had 
been  constructed  to  take  care  of  this  in- 


crease. In  1933,  the  1924  Act  was  repealed 
as  an  economy  measure.  In  the  following 
year,  however,  pressure  was  brought  to  bear 
on  Congress,  and  non-service  connected 
disabilities  were  again  accepted  under  the 
“pauper  oath.”  Since  then  there  has  been  a 
prodigious  expansion  of  this  whole  system. 
Now  there  are  over  20,000,000  veterans  with 
a million  being  added  each  year.  The  non- 
service connected  admissions  to  veterans 
hospitals  are  now  said  to  be  about  eighty- 
five  per  cent,  and  the  number  of  beds  has 
increased  to  120,000.  At  the  present  rate  of 
increase,  it  has  been  estimated  that  by  1975, 
400,000  beds  will  be  required  by  the  Veter- 
ans Administration. 

The  effects  of  such  a program,  with  its 
present  tendencies,  will  have  far-reaching 
effects  on  our  institutions,  our  economy,  and 
on  our  system  of  medicine.  Already  serious 
questions  have  arisen.  To  acquire  personnel 
and  patients  for  these  government  hospitals 
there  will  be  direct  competition  with  our 
civilian  hospitals.  Since  only  about  three 
per  cent  of  the  patients  in  veterans  hospitals 
are  females,  and  since  the  majority  of  the 
patients  will  be  coming  from  the  older  age 
groups,  increasing  pressure  is  expected  to 
be  made  to  include  veterans’  dependents  in 
the  V.  A.  care  programs  to  make  their  train- 
ing program  for  residents  more  attractive, 
by  providing  more  diversified  clinical  ma- 
terial. The  V.  A.  hospitals  are  being  built 
near  medical  schools.  Enlargement  of  these 
centers  is  contrary  to  the  purpose  of  the 
Hill-Burton  program,  namely,  to  lessen  the 
unequal  distribution  of  hospital  facilities 
and  physicians.  What  effect  will  these  pro- 
grams have  on  one  of  the  basic  tenets  of 
medical  practice,  the  right  of  the  patient  to 
choose  his  own  doctor?  What  if  the  veter- 
ans should  prefer  to  have  his  own  doctor  and 
go  to  his  own  hospital?  The  average  stay 
in  a civilian  hospital  is  only  one-fourth  as 
long  as  in  a Veterans  Hospital. 

The  answer  to  these  questions  are  not 
hard  to  find  if  one  gives  serious  thought  to 
the  problems.  The  stand  that  the  A.  M.  A. 
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is  taking  is  not  based  on  selfish  motives.  We 
are  accused  of  this — unjustly.  We  are  not 
objecting  to  the  principle  and  the  trends  in 
veterans  care  for  non-service  disabilities  on 
the  grounds  that  the  present  laws  are  being 
abused.  We  are  taking  our  stand  because 
of  the  effect  such  a program  will  have  on 
medicine,  on  our  hospitals,  on  our  tax  bur- 
den, and  last  but  not  least,  on  our  democ- 
racy. 

We  earnestly  hope  that  our  members  will 
read  carefully  these  articles  in  our  A.  M.  A. 
Journal  and  familiarize  themselves  with  the 
data  that  have  been  collected.  We  are  go- 
ing to  have  to  be  in  position  to  inform  our 
patients  about  the  undesirable  features  of 
this  V.  A.  program.  When  the  people  begin 
to  see  for  themselves  who  pays  the  bill  for 


services  that  compete  with  other  services 
they  have  to  pay  for,  then,  and  only  then, 
will  sufficient  pressure  be  made  to  have  the 
whole  system  reviewed,  readjusted  and  put 
on  a sound  basis. 

As  we  come  to  the  end  of  the  year,  we 
look  forward  to  the  season  when  joy  and 
happiness  and  peace  on  earth  and  good  will 
to  man  fill  our  minds  and  hearts.  May  we 
lay  aside  for  the  time  some  of  the  cares  and 
problems  that  beset  us,  and  think  on  these 
things.  There  may  be  no  peace  in  sight,  and 
good  will  may  be  at  low  ebb,  but  hope 
dwells  eternal  in  the  human  heart,  and  let 
us  not  lose  faith. 
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INCOME  TAX  RECKONING  IS  AT  HAND 

Have  you  used  the  maximum  bene- 
fits of  deductible  personal  gifts  up  to 
20'-  of  taxable  net  income? 

The  medical  schools  are  in  serious 
financial  straits.  The  American  Med- 
ical Education  Foundation  may  be  the 
instrument  to  prevent  federal  subsidy 
of  medical  education  with  its  attendant 
hazards.  All  the  money  goes  to  the  79 
medical  schools.  The  donor  may  name 
his  Alma  Mater  as  the  sole  recipient  of 
his  gift. 

The  A.M.A.  gives  a half  million  an- 
nually to  the  Foundation.  Doctors  and 
medical  societies  are  giving  increasing 
amounts  each  year,  tripling  the  total  in 
three  years. 

Send  your  contribution  to  the  Amer- 
ican Medical  Education  Foundation  at 
the  A.M.A.  address,  535  North  Dear- 
born Street,  Chicago  10,  Illinois. 


SEX— THE  DOCTOR— KINSEY 

As  your  editor  was  reviewing  Kinsey’s 
latest  volume*  it  appeared  that  some  edi- 
torial comment  might  be  to  the  point. 

Your  editor  and  his  contemporaries  re- 
ceived no  instruction  as  medical  students 
concerning  the  sexual  behavior  of  the  hu- 
man being,  and  to  his  knowledge  this  defi- 
ciency in  medical  education  has  not  been 
remedied.  Only  the  modern  view  in  psy- 
chiatry in  the  past  couple  of  decades  has 
given  the  medical  student  an  insight  into 
the  place  sexual  adjustments  have  in  the 
emotional  life  of  an  individual.  But  infor- 
mation concerning  the  wide  spectrum  of  the 
normal  human  sexual  pattern  remains  the 
largest  blind  spot  in  many  a physician’s 
knowledge  of  human  physiology.  The  ig- 
norance of  the  doctor  in  this,  one  of  the  very 
important  biologic  spheres,  is  at  times  as- 
tounding, and  it  is  a curious  fact  that  physi- 
cians, though  scientifically  trained,  may  for- 
sake a biologic  approach  in  this  area  of 
human  physiology. 

Few  physicians,  other  than  psychiatrists, 
have  had  the  opportunity  to  acquire  a broad 
knowledge  on  the  subject  of  human  sexual 
behavior.  Unless  the  patient  has  the  temer- 
ity to  make  a complaint  in  this  field,  the 
subject  of  sex  is  all  too  often  a closed  one 
between  patient  and  physician.  Mutual  em- 
barrassment blocks  any  discussion.  So  the 
average  physician  probably  goes  through 
the  years  of  a busy  practice  acquiring  little 
knowledge  on  this  subject  and  giving  hack- 
neyed advice,  or  the  answers  of  the  genera- 
tions which  went  before. 

Only  an  unusual  professional  experience 
permits  one  to  extend  his  knowledge  in  the 
field  of  the  sexual  life.  Your  editor  had  a 
fortuitous  experience  in  a busy  clinic  for  the 
treatment  of  syphilis.  It  was  in  the  active 
investigation  of  the  epidemiology  of  syphilis 
in  this  clinic,  entailing  questions  concerning 
sexual  contacts,  that  your  editor  began  to 
sense  something  of  the  intracacies  and  vari- 
ability in  the  sexual  pattern  of  normal  per- 
sons. The  problems,  doubts  and  fears  en- 
countered in  such  a group,  with  frank  dis- 
cussion, changes  one’s  approach  to  the  non- 
syphilitic patient  as  well.  With  this  clinical 

*See  Book  Reviews — this  issue. 
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background,  your  editor  has  read  with  in- 
terest Kinsey’s  confirmation  of  the  clues  and 
inklings  which  he  (the  editor)  had  been 
picking  up  in  the  passing  years. 

If  the  physician  will  school  himself  to 
drop  the  cloak  of  embarrassment,  a taboo 
carried  over  from  childhood,  and  face  the 
physiology  of  sexual  activity  in  the  same 
spirit  as  that  of  the  cardio-respiratory  or 
gastro-intestinal  system,  he  will  be  sur- 
prised at  what  some  of  his  patients  wish  to 
discuss  and  what  questions  they  will  ask. 
He  need  not,  indeed  must  not,  pry  into  pri- 
vate and  intimate  matters  if  the  patient  does 
not  wish  this  done.  At  times,  however,  he 
need  give  the  patient  only  half  a chance  to 
burst  a dam  of  questions  and  complaints.  A 
routine  and  perfectly  proper  question  in  the 
System  Review  of  the  history  under  the 
heading  of  the  genito-urinary  system  may 
open  the  closet  door  for  the  patient  to  let  in 
the  light.  In  the  unmarried,  a simple,  “Do 
you  have  any  sexual  problem  or  worries?”, 
in  the  married  merely  a,  “Do  you  and  your 
husband  (or  wife)  have  a satisfactory  sexual 
life?”,  are  questions  for  which  there  can  be 
no  criticism  or  to  which  the  patient  cannot 
object.  The  patient  may  answer  with  a 
“No”  or  a “Yes,”  and  the  matter  may  be 
dropped,  or  the  patient  may  seize  the  oppor- 
tunity to  unload  years  of  secret  worries  and 
unanswered  questions.  It  is  shocking  to 
learn  how  often  the  patient  adds, — “This  is 
the  first  time  a doctor  has  ever  given  me  a 
chance  to  talk  about  this,”  or  “Fve  tried  to 
talk  to  my  doctor  about  this  but  he  has  been 
too  busy  to  listen,”  or  “he  did  not  want  to 
listen,”  or  “I  am  glad  I've  had  a chance  to 
talk  about  this.  I’ve  known  my  doctor  so 
long  I couldn’t  bring  myself  to  talk  this 
way.”  What  an  indictment  of  the  medical 
profession! 

If  the  physician  will  be  a doctor  in  the 
truest  sense, — the  advisor  and  counselor — he 
must  have  the  knowledge  to  answer  ques- 
tions and  give  advice  sanely.  In  other  fields 
he  gives  advice  and  recommends  manage- 
ment on  the  basis  of  instruction  received  in 
the  medical  school  and  in  his  subsequent 
studies.  In  the  sexual  field  he  all  too  often 
side-steps  his  responsibilities  and  avoids 
discussions.  His  advice,  if  given,  is  all  too 
often  compounded  of  taboo,  misinformation, 


custom,  and  misguided  parental  influences. 
With  such  advice  he  may  add  fuel  to  the 
fire  of  anxiety  already  consuming  the  pa- 
tient in  his  sense  of  guilt  concerning  his 
sexual  “perversion.”  It  is  almost  unbeliev- 
able that  in  1952  a physician  should  advise 
a teen  age  boy  to  stop  masturbation  as  an 
etiologic  factor  in  acne.  Nor  would  we  be- 
lieve that  well-trained  surgeons  would  in- 
terrupt a pelvic  nerve  supply  in  a married 
woman  whose  symptoms  clearly  resulted 
from  sex  practices  which  prevented  post- 
coital  detumescence.  But  they  have  hap- 
pened! The  way  in  which  some  doctors 
combine  masturbation  and  schizophrenia  in 
speaking  of  the  latter  lead  one  to  suspect 
they  still  think  of  masturbation  as  a cause 
in  this  insanity. 

The  doctor  in  his  traditional  role  must 
alleviate  suffering,  whether  mental  or  phys- 
ical. If  conscientious  he  must  be  up-to-date. 
On  the  questions  of  sex  he  must  have  the 
knowledge  to  counsel  his  patient  on  a nor- 
mal sexual  life,  and  he  must  be  able  to  alle- 
viate the  feelings  of  anxiety  and  guilt  which 
have  resulted  from  the  inhibitions  of  reli- 
gious, parental  and  other  influences.  Cer- 
tainly he  must  not  augment  inhibitions  or 
add  new  ones.  So  there  may  be  no  misin- 
terpretation of  these  thoughts,  it  may  be 
well  to  emphasize  that  this  counsel  is  need- 
ed even  more  for  the  married  than  the  un- 
married person.  Misunderstandings  and 
conflicts  on  sexual  matters  in  marriage  usu- 
ally have  their  roots  in  the  inhibitions  re- 
ferred to. 

Kinsey  and  his  co-workers  for  the  first 
time  have  given  the  doctor  an  opportunity 
to  acquaint  himself  with  the  variations  in 
the  human  sexual  pattern  and  thus  have 
armed  him  with  the  knowledge,  if  he  lacked 
it,  permitting  frank  discussion  with  the  pa- 
tient and  the  answers  to  many  questions  and 
worries.  If  his  mind  is  so  closed,  as  in  the 
comment  of  one,  “I  do  not  believe  this,” 
then  he  had  better  continue  to  avoid  discus- 
sion of  problems  of  sex  with  his  patients. 
Kinsey’s  contribution  has  been  to  reveal 
what  the  sexual  behavior  is  among  well  ad- 
justed normal  persons  and  not  what  it  is 
thought  to  be.  The  scientifically  trained 
doctor  should  look  at  sexual  behavior  on  a 
biologic  or  atavistic  plane  and  not  in  terms 
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of  what  has  been  decreed  it  should  he  by  the 
customs  and  codes  of  centuries.  Facts  are 
facts  and  the  physician  must  train  himself 
to  face  them  unemotionally.  Though  he 
must  be  counselor  to  the  individual  or  to 
the  married  couple,  he  need  never  be  placed 
in  the  position  of  condoning  licentiousness. 

R.  H.  K. 

★ 

THE  FUTURE  OF  VOLUNTARY 
PREPAYMENT  MEDICAL  CARE 

The  growth  of  voluntary  prepayment 
plans  to  protect  the  American  people  against 
the  costs  of  medical  care  has  been  phe- 
nomenal. The  depression  of  the  early 
thirties  gave  it  the  impetus  which  might 
otherwise  have  been  delayed.  Though  or- 
ganized medicine  was  not  universally  in 
favor  of  such  developments,  the  profession 
took  the  lead  in  most  of  these  plans,  and 
some  in  the  early  days  had  their  inception 
in  county  medical  societies.  The  A.M.A. 
recognized  the  trend  by  1934  when  its  House 
of  Delegates  adopted  certain  basic  principles 
in  prepayment  schemes  to  safe-guard  the 
patient  and  physician  in  their  relationship. 
By  1939  certain  state  medical  societies  be- 
gan to  develop  prepayment  plans.  In  1943 
the  A.M.A.  House  of  Delegates  set  up  the 
Council  on  Medical  Service  and  Public  Re- 
lations to  act  as  a clearing  house  on  such 
plans  and  to  act  in  an  advisory  way.  This 
Council  set  up  “Standards  of  Acceptance” 
for  prepayment  plans  and  a “Seal  of  Ac- 
ceptance,” an  emblem  used  to  assure  pro- 
fessional and  public  that  a given  plan  is  ap- 
proved by  the  A.M.A. 

By  1952  A.M.A.  approval  had  been  ex- 
tended to  79  prepayment  plans  in  the 
country.  In  addition  there  were  6 others 
coordinated  with  Blue  Cross,  but  not  med- 
ical society  approved.  Canada  has  11  plans. 
The  prepayment  plans  vary  greatly  in  the 
types  of  medical  care  provided,  financial 
aspects  and  in  a multitude  of  details, — for 
this  is  still  a time  of  experiment.  All  these 
are  set  forth  by  the  A.M.A.* 

The  annual  survey  by  the  Health  Insur- 
ance Council  in  its  reports*  summarizes 
where  we  stand  in  health  insurance  as  of 

"Voluntary  Prepayment  Medical  Care  Plans — 
1952,  issued  by  the  American  Medical  Association. 


the  end  of  1952.  As  of  that  date  the  follow- 
ing figures  represent  the  number  of  persons 
protected  and  the  continuing  growth  of  such 
plans  as  contrasted  to  the  previous  year. 

At  the  end  of  1952,  91,667,000  persons  were 
protected  against  hospital  expense,  an  in- 
crease of  7 per  cent  over  1951.  Protection 
against  surgical  expense  covered  73,161,000, 
an  increase  of  12  per  cent  over  1951.  The 
greatest  growth  appeared  in  protection 
against  medical  expense,  35,797,000  persons 
being  protected,  an  increase  of  29  per  cent 
over  1951.  (About  a decade  ago  these  figures 
were  16  million,  7 million  and  3 million 
respectively.)  The  1952  figures  take  into 
consideration  duplication  of  insurance  pro- 
tection which  is  estimated  to  occur  in  hos- 
pital insurance  to  the  extent  of  12  per  cent 
and  on  surgical  and  medical  expense  to 
about  10  per  cent. 

In  addition  to  voluntary  prepayment  plans 
one  must  take  cognizance  of  certain  com- 
pulsory plans  and  other  coverages.  Com- 
pulsory plans  for  workers  in  certain  states 
cover  10,600,000  of  whom  three-fourths  have 
additional  voluntary  prepayment  insurance. 
Workmen’s  Compensation  protects  against 
occupational  accidents  and  diseases.  About 
25,000,000  accident  and  disability  policies 
ai’e  in  effect  in  addition  to  specific  prepay- 
ment health  insurance  plans.  When  we  add 
to  those  protected  by  insurance  of  one  type 
or  another,  those  protected  by  medical  care 
in  the  armed  forces  (including  some  de- 
pendents) complete  medical  care  in  public 
institutions  and  war  veterans,  we  begin  to 
see  how  broad  is  the  pattern  of  “insured” 
medical  care. 

Certain  problems  face  us  in  the  field  of 
voluntary  prepayment  protection.  The  de- 
mand is  present  and  is  growing.  Hospitali- 
zation and  surgical  insurance  plans  may  be 
reaching  the  saturation  point  in  organized 
groups,  as  in  industry  for  example.  This  is 
shown  by  only  a 7 and  12  per  cent  increase 
respectively  in  1952  over  1951.  But  there 
are  still  great  groups  which  demand  such  in- 
surance and  have  not  been  reached.  These 
are  individuals  in  urban  and  especially  in 
rural  areas,  persons  who  cannot  get  the 
benefit  of  group  insurance.  Those  in  certain 
rural  areas  of  the  Country  have  cried  out 
especially  for  aid.  Not  only  have  they  found 
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it  difficult  to  get  insurance,  but  so  often 
have  had  no  access  to  immediate  medical 
attention.  Here  are  dissatisfied  persons  who 
may  be  ripe  for  some  form  of  compulsory 
prepayment  insurance. 

The  increasing  demand  for  protection 
against  medical  expense  is  being  met  as  is 
shown  by  a 29  per  cent  increase  in  this  field 
in  1952  over  1951.  It  lagged  behind  hos- 
pital and  surgical  expense  plans  because 
it  was  more  difficult  to  get  the  necessary 
actuarial  experience,  and  medical  plans  still 
are  in  a highly  experimental  stage  as  is 
shown  by  the  great  variations  in  current 
prepayment  plans.  Therefore,  much  has 
still  to  be  done  in  the  provision  of  medical 
expense  insurance. 

Another  phase  of  prepayment  insurance  in 
which  more  actuarial  data  is  needed  and 
for  which  protection  must  be  provided  is 
coverage  for  case  study  on  an  ambulant 
basis.  The  costs  of  laboi’atory  and  X-ray 
studies  often  are  most  expensive.  Because 
of  this,  patient  and  doctor  often  act  in 
collusion  to  utilize  hospitalization  for  ex- 
amination purposes  since  the  use  of  lab- 
oratory and  X-ray  facilities  are  included  in 
such  insurance.  Such  collusion  circumvents 
the  primary  purpose  of  hospitalization  in- 
surance, leads  to  needless  bed  occupancy, 
loss  of  many  man-davs  from  work  or  bus- 
iness, and  is  a major  factor  in  the  increased 
premium  rates  for  hospitalization  insurance. 
The  need  for  this  type  of  coverage  therefore 
is  imperative,  and  more  prepayment  plans 
must  provide  it  on  some  sort  of  limited  an- 
nual expenditure  or  ceiling  to  limit  the 
abuse  of  this  type  of  insurance. 

Unnecessary  hospitalization  raises  the 
costs  of  hospitalization  insurance  and  this  is 
passed  on  in  higher  premiums  to  the  policy- 
holders. The  collusion  referred  to  above 
and  hospitalization  for  minor  illnesses,  in 
order  to  keep  hospital  beds  filled,  might  well 
price  hospitalization  insurance  out  of  busi- 
ness leaving  large  costs  of  medical  care  as  a 
burden  for  the  populace. 

Finally,  confidence  in  prepayment  plans 
must  be  established  in  the  minds  of  both  the 
insured  and  the  doctor,  (a)  Something  may 
need  be  done  to  control  the  insurance  plans 
being  sold  under  false  pretenses,  the  “fine 
print”  in  the  policies  making  it  an  empty 


instrument,  (b)  The  integrity  of  many  in- 
surance salesmen  is  suspect  if  the  stories 
patients  tell  are  true.  Promises  seem  to  be 
made  impossible  of  fulfillment  in  terms  of 
the  policy,  (c)  Rejections  for  payment  be- 
cause of  pre-existing  conditions  may  under- 
mine confidence  in  prepayment  insurance. 
Re-definition  of  such  conditions  or  a more 
realistic  adjustment  of  the  premium  struc- 
ture to  meet  pre-existing  disease  will  be 
necessary. 

Voluntary  prepayment  medical  care  is 
here  to  stay.  But  it  will  take  time  to  become 
stabilized  and  many  of  its  problems  remain 
unsolved. 

R.  H.  K. 


Dr.  Jere  L.  Crook. 

Jackson,  died  on  Octo- 
ber 31,  1953.  A native 
of  Tennessee,  he  re- 
ceived his  M.D.  Degree 
from  Vanderbilt  in 
1895.  He  joined  his 
father  in  practice  in 
Jackson  and  with  him 
laid  the  beginning  of 
the  Crook  Sanitorium.  He  was  one  of  the 
organizers  of  the  Southern  Medical  Associa- 
tion and  later  served  as  its  president.  Or- 
ganized medicine  generally  was  served  by 
his  interests  and  activities.  He  served  also 
as  president  of  the  Madison  County  Medical 
Society,  the  Tennessee  State  Medical  Asso- 
ciation, the  Tri-States  Medical  Society  (now 
the  Mid-South  Medical  Assembly),  and  the 
American  Association  of  Railway  Surgeons. 
Aged  80. 

His  activities  were  unlimited  and  he  has 
had  a hand  in  the  affairs  of  his  church,  in 
many  civic  projects,  service  clubs,  fraternal 
organizations,  and  educational  institutions. 
His  hobbies  included  a wide  range  of  litera- 
ture, golf,  and  historical  writing. 

★ 

Dr.  Conley  Hall  Sanford,  Memphis,  Chief 
of  the  Division  of  the  University  of  Tennes- 
see College  of  Medicine  and  Chief  of  Staff 
of  the  John  Gaston  Hospital  since  1939,  died 
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November  16.  1953.  A native  of  Tennessee, 
he  graduated  in  1918  from  the  College  where 
he  was  later  to  occupy  the  Chair  of  Medi- 
cine. During  World  War  I he  served  with 
the  Navy.  Dr.  Sanford  was  always  a source 
of  inspiration  and  encouragement  to  former 
students  and  young  physicians.  Aged  60. 

★ 

Dr.  William  II.  Cheney,  Chattanooga,  re- 
tired physician  and  former  health  officer  for 
Hamilton  County,  died  at  his  home  on  No- 
vember 3,  1953,  of  a heart  attack.  Aged  81. 

★ 

Dr.  Edward  Dana  Mitchell,  Memphis,  who 
had  practiced  medicine  and  surgery  for  more 
than  50  years  in  his  native  city,  died  October 
23,  1953,  following  a three-year  illness. 
Aged  77. 

★ 

Dr.  Dorsey  T.  Gould,  Waverly,  a native  of 
Humphreys  County,  died  November  11,  1953, 
following  a long  illness.  Aged  82. 

★ 

Dr.  William  Bart  Dalton,  Gordonsville, 
died  November  1,  1953,  in  Nashville  follow- 
ing a long  illness.  Aged  83. 

★ 

Dr.  Henry  F.  Taylor,  Calhoun,  died  Octo- 
ber 25,  1953.  A native  of  Polk  County,  he 
was  honored  recently  when  his  friends 
staged  a “Dr.  Taylor  Day.”  Aged  73. 

★ 

Dr.  William  Byrd  Rose,  La  Follette,  a 
physician  with  more  than  70  years’  practice, 
died  November  15,  1953.  He  was  founder  of 
the  Campbell  County  Medical  Society.  Aged 
97. 
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Programs  and  News  of  Medical  Societies 
Knoxville  Academy  of  Medicine 

Dr.  Allen  Barnes,  Chief  of  the  Department 
of  Obstetrics  and  Gynecology  of  Western 
Reserve  University  Medical  School,  Cleve- 
land, was  the  guest  speaker  at  the  Academy’s 
regular  meeting  on  November  3,  1953.  Dr. 
Barnes,  who  has  done  considerable  work  on 
the  various  uses  of  radioactive  isotopes,  il- 
lustrated his  lecture  with  lantern  slides  and 
sound  movies. 

The  Nominating  Committee  has  presented 


the  following  slate  of  officers  for  1954: 

President-Elect — Dr.  Charles  Sienknecht 
and  Dr.  Philip  Thomas 

Vice-President — Dr.  Oliver  Hill  and  Dr. 
John  Range 

Secretary-Treasurer — Dr.  Ralph  Monger 
and  Dr.  Joe  Acher,  Jr. 

Dr.  George  L.  Inge  will  assume  the  presi- 
dency of  the  Academy  in  1954. 

Chattanooga-Hamilton  County  Medical 
Society 

The  subject,  “Intra-Abdominal  Emergen- 
cies,” was  discussed  by  three  essayists  at  the 
Society’s  regular  meeting  on  November  19 
at  the  Interstate  Auditorium.  Dr.  Harold 
A.  Schwartz  discussed  the  gynecologic  as- 
pects; Dr.  Cecil  Newell,  vascular;  and  Dr. 
Gene  H.  Kistler,  traumatic.  Discussors  were 
Dr.  James  M.  Higginbotham  and  Dr.  A.  M. 
Patterson. 

★ 

The  November  5 meeting  consisted  of  a 
symposium  on  “Complications  of  Ortho- 
pedics” and  “Jaundice.”  Those  participating 
in  the  presentations  were  Dr.  Richard 
Donaldson,  Dr.  William  MacGuire,  Dr.  John 
W.  Adams,  and  Dr.  John  J.  Killeffer. 

Robertson  County  Medical  Society 

The  Society  elected  its  1954  officers  at  its 
regular  dinner  meeting  last  month.  Dr. 
Walter  H.  Stephenson  of  Cross  Plains  was 
elected  President.  Dr.  Robert  L.  Pettus  was 
chosen  Vice-President,  and  Dr.  John  S. 
Freeman  was  re-elected  Secretary — a post 
he  has  held  for  twelve  years. 

Dr.  Walter  Diveley,  Nashville,  presented 
a paper  on  “Cancer  of  the  Lung.” 

Consolidated  Medical  Assembly  of  West 
Tennessee 

Sixty-five  members  of  the  Assembly  heard 
Dr.  Ralph  Bowers,  Chief  of  Surgery,  Ken- 
nedy Hospital,  Memphis,  discuss  “Adrena- 
lectomy of  Hypertensions”  in  an  address  at 
the  regular  dinner  meeting  at  the  New 
Southern  Hotel  on  November  3.  The  dis- 
cussion was  led  by  Dr.  Lamb  Mvhr. 

Roane  County  Medical  Society 

The  Society  held  its  regular  dinner  meet- 
ing at  the  Oak  Ridge  Hospital  on  November 
24.  Speaking  to  the  Society  in  the  Doctors’ 
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Lounge  following  the  dinner  was  Dr.  L.  W. 
Diggs  whose  subject  was  “Laboratory  Pro- 
cedures Which  Are  Most  Practical  in  Gen- 
eral Practice.” 


NATIONAL  NEWS 


15-Man  Hoover  Medical  Task  Force 
Completed:  Has  13  M.D.'s 

The  announcement  of  12  more  appointments 
completes  the  membership  of  the  Hoover  Com- 
mission task  force  on  medical  services.  Earlier 
the  commission  named  Mr.  Chauncey  McCormick, 
Chicago  businessman,  as  chairman,  and  Dr.  Ed- 
win I.  Crosby,  also  of  Chicago,  as  research  direc- 
tor. The  third  appointment  announced  earlier 
was  that  of  Dr.  Walter  Martin,  president-elect  of 
the  American  Medical  Association. 

The  following  have  accepted  appointment  to  the 
remaining  posts: 

Dr.  Francis  J.  Braceland,  dean,  Loyola  (Chica- 
go) University  School  of  Medicine,  naval  reserve 
captain,  member  Armed  Forces  Medical  Advisory 
Committee;  Dr.  Edward  Delos  Churchill,  chief  of 
general  surgical  service,  Massachusetts  General 
Hospital,  medical  veteran  both  World  Wars,  mem- 
ber medical  task  force  of  first  Hoover  Commis- 
sion; Dr.  Michael  DeBakey,  professor  of  surgery 
and  chairman  of  department  of  surgery,  Baylor 
University  College  of  Medicine,  Army  medical 
officer  in  World  War  II,  member  medical  task 
force  of  first  Hoover  Commission;  Dr.  Evarts  A. 
Graham,  surgeon-in-chief,  Barnes  Hospital  and 
St.  Louis  Children’s  Hospital,  medical  veteran  of 
World  War  I;  Dr.  Alan  Gregg,  vice-president  of 
Rockefeller  Foundation,  medical  veteran  of  World 
War  I,  member  Health  Resources  Advisory  Com- 
mittee, ODM;  Dr.  Paul  R.  Hawley,  retired  regular 
Army  major  general,  director  American  College 
of  Surgeons,  former  chief  medical  director,  Vet- 
erans Administration;  Dr.  Theodore  George 
Klumpp,  president,  Winthrop-Stearns,  Inc.,  New 
York,  and  Winthrop  Products,  Inc.,  New  Jersey; 
Dr.  Hugh  Rodman  Leavall,  professor  of  public 
health  practice,  Harvard  School  of  Public  Health, 
member  medical  task  force  of  first  Hoover  Com- 
mission; Dr.  Basil  C.  MacLean,  director,  Strong 
Memorial  Hospital  and  professor  of  hospital  ad- 
ministration at  University  of  Rochester,  Army 
medical  officer  in  World  War  II,  consultant  to 
medical  task  force  of  first  Hoover  Commission; 
Dr.  James  Roscoe  Miller,  president  of  Northwest- 
ern University,  Army  and  Navy  service  in  World 
War  II;  Dr.  Milton  C.  Winternitz,  chairman,  divi- 
sion of  medical  sciences  of  National  Research 
Council,  Army  medical  officer  in  World  War  I; 
Dr.  Otto  W.  Brandhorst,  dean  of  Washington  Uni- 
versity (St.  Louis)  School  of  Dentistry. 

The  task  force  will  study  operations  of  all  fed- 


eral medical  programs,  including  Veterans  Admin- 
istration and  the  military,  and  will  recommend 
possible  consolidations.  Officially  the  commission 
is  known  as  the  Commission  on  Organization  of 
the  Executive  Branch  of  the  Government.  The 
first  Hoover  Commission  proposed,  among  other 
medical  changes,  that  all  federal  medical  services 
be  grouped  under  a United  Medical  Administra- 
tion. The  plan  was  defeated  in  Congress.  (From 
AMA  W ashington  Letter  No.  46.) 

★ 

V.A.  to  Ask  Financial  Information  in 
Non-Service  Connected  Cases 

Under  a new  policy,  Veterans  Administration 
from  now  on  will  ask  additional  information  from 
a veteran  applying  for  hospitalization  of  a non- 
service connected  condition.  Previously,  the  vet- 
eran had  only  to  answer  the  question:  “Are  you 
financially  able  to  pay  the  necessary  expense  of 
hospitalization  or  domiciliary  care?”  If  the  an- 
swer was  “no,”  the  veteran  was  eligible.  Now 
the  veteran  will  be  required  to  answer  the  follow- 
ing additional  questions: 

1.  What  is  the  current  value  of  your  property, 
real  and  personal?  2.  What  is  the  current  amount 
of  your  ready  assets  in  the  form  of  cash,  bank 
deposits,  savings  bonds,  etc.?  3.  If  you  own  real 
property,  what  is  the  approximate  amount  of  the 
unpaid  mortgage  or  other  indebtedness?  4.  What 
are  your  average  monthly  expenditures,  including 
mortgage  payments  and  all  other  personal  ex- 
penses, including  your  expenses  for  dependents? 
5.  What  was  your  average  monthly  income  for  the 
last  six  months,  from  all  sources? 

However,  VA  states  that,  “This  addendum  may 
be  used  in  no  way  whatever  to  deny  hospitaliza- 
tion to  a veteran,  as  the  law  specifically  provides 
that  ‘the  statement  under  oath  of  the  applicant  . . . 
shall  be  accepted  as  sufficient  evidence  of  inability 
to  defray  necessary  expenses.’  (It)  is  designed  to 
protect  applicants  for  hospitalization,  and  veterans 
generally,  from  charges  of  ‘chiseling’  on  the  gov- 
ernment.” (From  AMA  Washington  Letter  No. 
45.) 

★ 

Political  interference  with  the  administration  of 
public  mental  hospitals  in  various  states  serious'y 
threatens  the  gains  made  in  recent  years  in  the 
care  of  the  mentally  ill,  the  American  Psychiatric 
Association  believes. 

APA  President,  Dr.  Kenneth  E.  Appel  of  Phila- 
delphia, said  today  that  “in  several  states  newly 
elected  administrations  have  yielded  to  the  temp- 
tation to  embroil  the  state  mental  hospitals  in 
party  politics.  Under  one  pretext  or  another  they 
have  removed  physicians  and  other  professional 
personnel  hired  by  a previous  administration. 
They  have  cut  already  entirely  inadequate  hospi- 
tal budgets  under  the  guise  of  ‘economy.’ 

“The  mental  patients  and  their  families  are,  of 
course,  the  ones  who  suffer  most. 
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"Care  of  the  mentally  ill  in  the  United  States  is 
traditionally  a responsibility  of  the  states,”  Dr. 
Appel  pointed  out.  “The  state  hospitals  care  for 
about  90' r of  all  the  hospitalized  mentally  ill 
(nearly  700.000)  at  a cost  of  more  than  half  a bil- 
lion dollars  annually.  There  is  no  hope  for  re- 
ducing this  staggering  burden  unless  the  doctors, 
nurses,  social  workers,  psychologists,  psychiatric 
aides,  and  others  can  work  in  a hospital  atmos- 
phere conducive  to  sound  treatment,  training  and 
research. 

“It  is  axiomatic  that  a good  hospital  abhors  pol- 
itics. The  best  public  mental  hospitals  are  in 
those  states  that  have  long  since  given  professional 
hospital  personnel  status  and  tenure,  and  protected 
them  from  the  ebb  and  flow  of  political  change  and 
preference. 

“The  American  Psychiatric  Association  urges 
political  leaders  everywhere  to  take  stock  of  the 
incalculable  damage  they  do  when  they  sacrifice 
the  professional  staffs  of  our  mental  hospitals  to  a 
fleeting  political  advantage.”  (American  Psychi- 
atric Association,  December  1,  1953.) 


MEDICAL  NEWS 
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Nashville  Surgical  Society 

Officers  for  next  year  were  elected  last 
month  in  Nashville.  They  are  Dr.  Eugene 
Regen,  President;  Dr.  Cleo  Miller,  Vice- 
President;  and  Dr.  Ray  Fessey,  Secretary- 
Treasurer.  Several  Nashville  physicians 
were  elected  to  membership.  Dr.  Rollin 
Daniel,  Jr.,  the  outgoing  President,  deliv- 
ered an  address  on  “Surgical  Experiences  in 
the  Treatment  of  Mitral  Stenosis.” 

University  of  Tennessee  College  of 
Medicine 

The  U.  S.  Atomic  Energy  Commission  has 
awarded  a grant  of  $4,347.00  to  Dr.  J.  D. 
Perkinson,  Jr.,  of  the  Department  of  Chem- 
istry to  study  “Effects  of  Internal  Radiation 
from  P - on  Rat  Liver  Enzymes.” 

4* 

Douglas  A.  Ross,  Ph.D..  has  joined  the 
staff  of  the  Division  of  Physiology  as  Assist- 
ant Professor. 

* 

Four  Memphis  physicians  and  the  director 
of  the  Memphis  Speech  and  Hearing  Center 
have  been  appointed  to  the  staff  of  the  Uni- 
versity of  Tennessee  College  of  Medicine: 
John  A.  Irwin,  director  of  the  Memphis 


Speech  and  Hearing  Center,  lecturer  on  au- 
diology in  the  Department  of  Otolaryngol- 
ogy; Dr.  J.  D.  Pigott,  Division  of  Surgery; 
Dr.  A.  L.  Bellot,  Jr.,  Division  of  Medicine; 
Dr.  Bernard  Manuel  Kraus,  Preventive  Med- 
icine; and  Dr.  William  Ogle,  Department  of 
Neurology  and  Psychiatry. 

Vanderbilt  University  School  of  Medicine 

The  Abraham  Flexner  Lectureship.  The 
twelfth  series  of  lectures  will  be  given  by 
Dr.  Willi  Hoffer,  Editor  of  the  International 
Journal  of  Psychoanalysis , of  London,  Eng- 
land, who  will  spend  two  months  in  resi- 
dence in  the  Department  of  Psychiatry. 

Dr.  Hoffer’s  lectures  are  entitled:  “Prin- 
ciples of  Psychiatric  Analytical  Training,” 
“Internal  Conflict  and  Anxiety,”  “Some  As- 
pects of  the  Psychoanalytic  Investigation  of 
Childhood,”  “Ego  Reaction  in  Cerebral  Dis- 
ease: A Case  Report,”  “Social  Psychiatry 
and  the  Psychopathology  of  Object  Rela- 
tions.” 

★ 

The  American  Psychiatric  Association  Re- 
gional Research  Conference  for  the  South- 
east area  met  on  November  13  and  14.  The 
program  was  as  follows:  “Neurophysiologi- 
cal and  Neuro-anatomical  Aspects  of  Psy- 
chiatry,” “Aspects  of  Psychotherapy,” 
“Problems  of  Education  in  Psychiatry,”  “So- 
cial Factors  in  Psychiatric  Illnesses.” 

★ 

Middle  Tennessee  Medical  Association 

The  118th  semiannual  meeting  was  held 
on  November  19  at  the  Stones  River  Coun- 
try Club  of  Murfreesboro.  The  following 
program  was  presented  under  the  presiden- 
cy of  Dr.  Taylor  Farrar  of  Shelbyville: 
“Initial  Care  of  Soft  Tissue  Wounds  of  the 
Face,”  by  Dr.  Greer  Ricketson,  Nash- 
ville. 

“Roentgenology  of  Polyps  of  the  Colon,” 
Dr.  M.  D.  Ingram,  Jr.,  Nashville 
“Bronchoscopy  in  Diagnosis  of  Pulmonary 
Disease,”  Dr.  Carl  C.  Gardner,  Columbia 
“Diagnostic  Procedures  in  Gastroenterol- 
ogy,” Dr.  William  Card,  Nashville 
A Symposium  on  Geriatric  Cancer: 
“Palliative  Therapy,”  Dr.  Fredric  Cowden 
“Radioactive  Isotopes,”  Dr.  Orrie  A. 
Couch,  Nashville 
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“‘Endocrine  Surgery,”  Dr.  B.  F.  Byrd,  Jr., 
Nashville 

“Neurosurgical  Procedures,”  Dr.  William 
F.  Meacham,  Nashville 
‘‘Treatment  of  Eclampsia,”  Dr.  Russell  T. 

Birmingham,  Nashville 
“A  Practical  Technic  for  Tonsillectomy 
and  Adenoidectomy,”  Dr.  William  Ken- 
non,  Nashville 

“Behavior  Problems  of  Children  in  Psysi- 
cian’s  Office,”  Dr.  Robert  M.  Foote, 
Nashville 


Dr.  Robert  N.  Buchanan,  Sr.,  Shackle  Island, 
father  of  Dr.  R.  N.  Buchanan,  Jr.,  Nashville,  was 
honored  by  his  Sumner  County  community  recent- 
ly when  a special  occasion  was  held  in  the  famous 
old  Beech  Cumberland  Presbyterian  Church  hon- 
oring his  50  years’  services  to  his  community. 

Dr.  Robert  G.  Latimer,  Jr.,  Union  City,  is  the 
new  president  of  the  medical  staff  of  the  Obion 
County  Hospital,  succeeding  Dr.  L.  I Runyon. 

Dr.  Roy  .1.  Jarvis,  formerly  of  Sneedville,  is  now 
associated  with  Dr.  R.  A.  Broady  at  Sevierville. 

Dr.  Enos  Thurmond,  Martin,  addressed  the  Mar- 
tin Health  Council  last  month  on  the  subject  of 
“Recent  Advances  in  Medicine.” 

Dr.  Edward  P.  Kingsbury,  Jr.,  pediatrician  from 
Durham,  N.  C.,  has  joined  the  staff  of  the  Union 
City  Clinic. 

Dr.  A.  M.  Patterson,  Chattanooga,  our  President, 
addressed  the  Chattanooga  Rotary  Club  last  month 
on  “Modern  Trends  in  Medicine.”  His  address, 
quoted  liberally  in  Chattanooga  papers,  drew  high 
praise  from  Rotary  offcials. 

Dr.  John  L.  Pierce  and  Dr.  E.  Gene  Lynch  have 
purchased  the  26-bed  Naber’s  Clinic  from  Dr.  Luke 
W.  Nabers  at  Morristown. 

Dr.  Charles  Wofford,  Johnson  City,  has  been 
elected  the  1954  President  of  the  local  Kiwanis 
Club. 

Dr.  R.  L.  Sanders,  Memphis,  was  elected  Presi- 
dent-Elect of  the  Southern  Medical  Association  at 
the  Association’s  Annual  Meeting  in  Atlanta  last 
month.  He  will  be  installed  as  President  at  the 
Saint  Louis  meeting  next  November. 

Dr.  William  Milton  Adams.  Memphis,  was  in- 
stalled as  President  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgery  during  the  or- 
ganization’s annual  meeting  held  last  month  in 
San  Diego. 

Dr.  Robert  S.  Gaston  has  opened  his  offices  in 
the  Katy  Building,  Donelson,  for  the  general  prac- 
tice of  medicine. 

Dr.  E.  B.  Smith,  Clinton,  has  been  recalled  to 
active  duty  with  the  Navy  and  will  be  stationed  at 
Charleston,  S.  C. 


BOOK  REVIEW 


Sexual  Behavior  in  the  Human  Female.  By 
Alfred  C.  Kinsey,  Wardell  B.  Pomeroy, 
Clyde  E.  Martin  and  Paul  H.  Gehhard. 
Philadelphia:  W.  B.  Saunders  Co.,  1953. 
842  pages,  151  charts,  179  tables.  Price, 
$8.00. 

This  book  represents  a companion  volume 
to  that  published  in  1948  under  the  title  of 
‘‘Sexual  Behavior  in  the  Human  Male.” 

Dr.  Kinsey,  who  began  these  studies,  is 
professor  of  zoology  at  the  University  of 
Indiana.  This  and  certain  other  facts  are 
essential  in  background  knowledge  of  this 
activity,  since  there  has  been  so  much  pub- 
licity about  these  scientific  studies.  Kin- 
sey’s researches  have  been  under  way  for 
sixteen  years.  The  Rockefeller  Foundation 
through  grants  to  the  Research  Council  of 
the  National  Academy  of  Sciences  has  con- 
tributed heavily  to  the  expenses  of  this  re- 
search. Of  even  greater  import  to  the  re- 
viewer is  the  healthy  and  broad-minded 
attitude  expressed  in  the  generous  support 
and  backing  given  by  a middle  western  tax- 
supported  University  (of  Indiana)  in  this 
project. 

The  content  of  the  book  is  based  cn  data 
obtained  in  personal  interviews  by  the  au- 
thors with  5,940  white  women.  (The  studies 
in  the  male  represented  interviews  with 
5,300  white  males.)  The  purpose  of  the 
study  was  and  continues  to  be  one  to  ascer- 
tain the  pattern  of  sexual  activity  of  the 
female  as  she  obtains  her  sexual  outlet.  It 
is  a statistical  study  to  learn  the  incidence 
and  frequency  of  the  various  types  of  sex- 
ual activity  in  which  women  may  partici- 
pate. The  interviews  are  so  arranged  and 
recorded  in  code  that  information  is  abso- 
lutely confidential.  It  is  possible,  and  in 
some  instances  probable,  that  inhibitions 
may  be  so  strong  that  information  is  not 
given.  This  effect  would  be  in  the  direc- 
tion of  lessening  the  actual  incidence  and 
frequency  figures.  To  the  physician  who 
wishes  to  know  the  sexual  practices  of  the 
normal,  stable  woman,  it  makes  no  differ- 
ence whether  the  married  woman  of  her 
own  accord  engages  in  what  is  known  as  a 
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perversion  in  a 49  per  cent  incidence,  as  in- 
dicated in  the  statistics,  or  whether  it  is  plus 
or  minus  a few  per  cent.  The  important 
fact  is  that  it  occurs  in  such  frequency  that 
“perversion”  is  a misnomer. 

Kinsey  and  his  group  view  sexual  behav- 
ior in  Homo  sapiens  as  zoologists.  They 
document  the  occurrences  of  every  type  of 
sexual  activity  of  the  human  male  or  fe- 
male. ‘'normal”  or  “perverted,”  in  other 
mammalian  species.  In  their  studies  the 
author’s  perforce  must  refer  constantly  to 
man-made  codes  based  on  taboo  or  religious 
or  “moral”  grounds  and  the  resultant  inhibi- 
tion of  natural  impulses,  which  apparently 
do  not  trouble  normally  stable  and  uninhib- 
ited women. 

For  the  first  time  a sufficient  body  of  data 
has  been  collected  to  permit  comparison  of 
the  sexual  activities  of  men  and  women,  in 
terms  of  similarities  and  differences.  The 
differing  patterns  of  the  male  and  female 
are  biologic  and  not  acquired  or  assumed 
as  is  often  thought  to  be  the  case.  The 
basic  differences  are  as  clearly  manifest  in 
the  mammals  of  all  species. 

If  the  physician  is  willing  to  assume  the 
role  of  advisor  in  the  sexual  sphere,  and  is 
biased  by  common  beliefs  and  customs  cov- 
ering “perversions”  and  “morals,”  he  should 
have  the  benefit  of  this  volume  so  that  he 
may  approach  the  physical  and  mental  prob- 
lems related  to  sex  with  the  same  clinical 
detachment  as  a problem  concerning  any 
other  system  of  the  body. 

R.  H.  K. 

★ 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  mid  com- 
munities are  available  from  the  Public  Service 
Department,  322  Doctors  Building,  Nashville  3, 
Tennessee. 

* 

Locations  Wanted 

Two  young  physicians,  Priority  IV,  1952  U.  T. 
graduates,  desire  to  locate  in  East  or  Middle 
Tennessee  as  partners  in  General  Practice.  Avail- 
able October,  1953.  LW-30 

* 

A 32  year  old,  married  physician,  Jewish  Faith, 
priority  4,  degree  from  Wisconsin,  1944,  board  cer- 


tified in  surgery,  desires  an  assistant  or  associate 
relationship.  Available  immediately. 

LW-35 

* 

A 26  year  old,  married,  physician,  M.D.  Tennes- 
see, 1949,  draft  exempt,  desires  associate  relation- 
ship for  general  practice  and  general  surgery. 

LW-46 

* 

A 31  year  old,  married  physician,  Catholic,  pri- 
ority 4,  degree  from  University  of  Tennessee,  1949, 
desires  an  associate  relationship  for  general  sur- 
gery. Available  February  20,  1954.  LW-47 

* 

A 28  year  old,  married  physician,  Roman  Cath- 
olic, priority  4,  University  of  Tennessee  graduate, 
1948,  specialty  internal  medicine,  desires  clinic, 
assistant  relationship  for  internal  medicine.  Avail- 
able January,  1954.  LW-48 

* 

A 28  year  old,  married  physician,  Protestant, 
graduate,  Bowman  Gray  School  of  Medicine,  1946. 
Now  completing  two  years  of  service  in  Air  Force, 
in  which  all  time  was  spent  in  obstetrics-gyne- 
cology specialty.  Available  January,  1954. 

LW-49 

* 

A 54  year  old,  married  physician,  Protestant, 
graduate  University  of  Minnesota,  board  certificate 
in  Radiology,  desires  smaller  to  medium  sized 
community.  Available  immediately.  LW-50 

★ 

A 34  year  old,  married  physician,  Protestant, 
graduate  University  of  Cincinnati,  1943,  priority 
4,  desires  clinic,  preferred  community  10,000  up, 
General  Practice.  Available  March  1,  1954. 

LW-51 

★ 

Physician  Wanted 

Upper  Cumberland  County,  13,000  population 
with  modern  30-bed  hospital,  needs  additional 
physician  to  do  General  Surgery  and  Obstetrics. 

PW-26 

* 

South  Central  Tennessee  town,  1,100  population, 
farming  and  dairy  center.  Only  doctor  recently 
deceased.  Home  and  office  equipment  available. 

PW-27 

* 

Large  West  Tennessee  Hospital  needs  replace- 
ment for  Director  of  the  Department  of  Radiology 

PW-32 

Urologist  in  large  East  Tennessee  city  desires 
person  to  take  over  his  office  and  practice.  Office 
located  in  large  physicians’  building  and  is  the  only 
Urological  practice  in  the  certter.  PW-33 


Full-time  Negro  physician  needed  for  full-time 
teacher  of  Pediatrics  in  Medical  School. 


PW-34 
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North  central  town,  650  population  with  5,000 
people  in  trade  area  desires  general  practitioner. 
Area  formerly  served  by  two  physicians  now  de- 
ceased. Good  agricultural  area.  PW-38 

* 

Partially  disabled  Memphis  physician  with  large 
general  practice  and  modern  facilities  desired  as- 
sociate, various  financial  arrangements  possible. 

PW-40 

* 

General  Practitioner — Interested  in  participating 
in  the  General  Practice  teaching  program  at  the 
University  of  Tennessee  on  either  a half-time  or 
full-time  basis.  The  University  of  Tennessee  Col- 
lege of  Medicine,  General  Practice  Program,  874 
Union  Avenue,  Memphis  3,  Tennessee. 

PW-41 

* 

Draft  exempt  experimental  pathologist  needed 
at  Oak  Ridge  National  Laboratory  to  conduct 
projects  to  determine  effects  of  ionizing  irradiation 
and  the  pathogenesis  of  disease  related  to  irradia- 
tions. Special  research  skills  required. 

PW-42 

* 

Small  town  of  2,000  population,  located  in 
Northwest  Tennessee,  desires  a replacement  for 
doctor  leaving  for  Military  Service,  approximately 
January  1,  1954.  Practice  is  of  general  practice 
type,  with  numerous  home  calls  made,  busy  office 
practice  and  long  office  hours  due  to  the  type  of 
population  surrounding  Greenfield.  Any  one  inter- 
ested please  contact  Nathan  F.  Porter,  M.D.,  at 
Porter  Clinic,  Greenfield,  Tennessee. 

PW-43 

-K 

Rapidly  expanding  industrial  community  in 
Southern  East  Tennessee  desires  general  practi- 
tioner. Population  of  town,  1,000,  population  of 
trade  area,  6,000.  Community  cooperation  prom- 
ised in  securing  housing  and  office  space.  Medical 
Society  cooperation  also  assured.  PW-44 

* 

23-bed,  privately  owned  hospital  needs  General 
Practitioner  with  surgical  training  immediately. 

PW-46 

+ 

Physician  to  take  over  general  practice  in  the 
Nashville  suburbs.  Present  physician  desires  to 
enter  residency  training.  Practice  is  young  and 
growing  rapidly.  Local  hospital  facilities  available. 
Various  financial  arrangements  possible. 

PW-47 


General  Practitioner  to  replace  doctor  who  will 
be  called  into  Military  Service  in  the  near  future. 


Well  established  practice  in  suburban  district, 
Nashville.  PW-48 

★ 

Wanted:  An  associate,  in  general  practice.  Var- 
ious arrangements  possible.  Nine  room  clinic, 
moderately  equipped.  Some  operating  facilities. 
EKG,  BMR,  and  100  MA  X-ray  machine.  Two 
three-room  apartments  or  one  five-room  apart- 
ment above  office.  PW-49 

★ 


General  Practitioner  needed  for  work  in  the 
Paraplegia  Section  of  the  Surgical  Service  of  a 
Tennessee  Veterans  Administration  Hospital. 


Town  of  5,000  population,  located  in  West  Ten- 
nessee, desires  general  practitioner.  Population 
of  trade  area  10,000.  Community  cooperation 
promised  in  securing  housing  and  office  space. 
Wonderful  opportunity  for  a young  doctor. 


Wanted:  Physician  qualified  to  do  general  prac- 
tice and  surgery  to  take  over  established  practice 
and  12  bed  hospital  in  Dandridge,  Tennessee.  Fa- 
cilities may  be  either  purchased  or  leased.  Ill 
health  required  disposal.  Write  or  call  Dr.  S.  D. 
Sullenberger,  Dandridge,  Tennessee. 

PW-52 


College  of  Chest  Physicians 

The  College  will  sponsor  the  Second  Regional 
Postgraduate  Course  on  Diseases  of  the  Chest  in 
New  Orleans  February  15-19,  1954,  and  the  Sev- 
enth Annual  Postgraduate  Course  on  Diseases  of 
the  Chest  at  the  Bellevue-Stratford  Hotel,  Phila- 
delphia, on  March  15-19,  1954.  Further  informa- 
tion available  from  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  111. 

International  Group  of  Doctors  in  AA 

The  Fifth  Annual  International  Group  of  Doc- 
tors in  Alcoholic  Anonymous  will  meet  at  the 
Mayflower  Hotel,  Akron,  Ohio,  on  May  14-16,  1954. 
Information  and  reservations  available  from  Doc- 
tors, Mayflower  Hotel,  Akron,  Ohio. 
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Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman,  Nashville. 

Lamb  Myhr,  Jackson 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner.  Union  City 
Harwell  Wilson.  Memphis 

R.  C.  Kimbrough,  Jr..  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville.  Jr..  Nashville 
W.  N.  Cook.  Columbia 
Hospitals 

J.  L.  Hamilton.  Chairman,  Chattanooga  (19551 
R.  H.  Haralson,  Maryville  (1956) 

W.  O.  Baird.  Henderson  1 1954  > 

Edward  T.  Brading,  Johnson  City  (19561 
Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  1*1111110  Policy 

C.  M.  Hamilton.  Chairman,  Nashville  (1956) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope.  Knoxville  1 1954 ) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford.  Memphis  (1956) 

R.  H.  Kampmeier  ex  officio,  Nashville 

A.  M.  Patterson,  ex  officio.  Chattanooga 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1956) 

Joel  J.  Hobson.  Memphis  ( 1955) 

John  B.  Steele.  Chattanooga  (1954) 

Carl  E Adams,  Murfreesboro  (1954) 

Ralph  G Nichols.  Knoxville  (1955) 

Insurance 

B.  F.  Byrd.  Sr  , Chairman.  Nashville  (1954) 
Edward  D.  Mitchell,  Jr..  Memphis  (1956) 

George  L.  Inge,  Knoxville  (1955) 

Memoirs 

Henry  L Douglass,  Chairman.  Nashville  ( 1956) 
J.  D.  Pearce.  Jackson  (1954) 

Postgraduate  Instruction 
Frank  Whitacre.  Chairman.  Memphis 
W.  O.  Colbert.  Memphis 
James  M.  Bethea.  Memphis 
Edward  T.  Brading,  Johnson  City 
W.  O.  Tirrill,  Nashville 
Edward  Buchner.  Jr.,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner.  Memphis 
Bart  N.  White.  Murfreesboro 
John  Youmans,  Nashville 
Harry  Jenkins.  Knoxville 
Cancer 

C.  H.  Heaeock,  Chairman.  Memphis  (1956) 
Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marshbanks.  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders.  Memphis  (1954) 

General  Practice 

C.  B Roberts.  Chairman.  Sparta  (1955) 

J.  Paul  Baird.  D.versburg  (1956) 

Estill  L.  Caudill,  Jr.,  Elizabethton  ( 1954 1 
Emergency  Medical  Service 
James  E Wilson.  Chairman.  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio.  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan.  Chattanooga 
J.  R.  Thompson.  Jr..  Jackson 
Industrial  Health 

Otis  S.  Warr.  Chairman.  Memphis  (1956) 
George  Duncan.  Nashville  (1955) 

Thomas  A.  Lincoln.  Oak  Ridge  (1954) 

Prepaid  Insurance 

N.  S.  Shofner.  M.D..  Chairman.  Nashville 

John  T O’Connor,  Knoxville 

Clyde  York.  Columbia 

R.  H.  Peoples.  Memphis 

R.  B Wood.  M.D.,  Knoxville 

J.  P Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr..  M.D  , Chattanooga 

W.  C.  Chaney.  M.D  . Memphis 

A.  J.  Baird,  Nashville 

Executive  Subcommittee 

N S.  Shofner.  M.D.,  Chairman.  Nashville 

D.  W Smith,  M.D..  Nashville 

R H Kampmeier.  M.D..  Nashville 
Charles  L.  Cornelius.  Sr.,  Nashville 
John  R.  Glover.  Sr.,  Nashville 
Public  Service 

L.  W.  Edwards.  Chairman.  Nashville  (1954) 

H.  L Monroe,  Erwin  (1956) 

C C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1956) 

Ogle  Jones,  Centerville  1 1955) 


W.  N.  Cook.  Columbia  (1954) 

J.  R.  Thompson,  Jr..  Jackson  (1956) 

Paul  Baird.  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-I,arge 

J.  O.  Manier,  Nashville  (1956) 

C.  B Roberts,  Sparta  (1955) 

W C.  Chaney,  Memphis  (1954) 

R.  B Wood.  Knoxville  (1956) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards.  Nashville  (1954) 

J O Manier.  Nashville  (1956) 

Charles  C Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt.  Chairman,  Knoxville  (1955) 

Cecil  E.  Newell,  Chattanooga  (1956) 

J.  S.  Hall.  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman.  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
David  Hickey,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards.  Nashville 
J.  B.  Naive,  Knoxville 
W.  C.  Chaney,  Memphis 
H.  L.  Monroe,  Erwin 

H.  D.  Hickey,  Chattanooga 
Robert  C.  Robertson,  Chattanooga 
T R Ray.  Shelbyville 
Thurman  Shipley.  Cookeville 
Fount  Russell.  Clarksville 
John  R.  Thompson,  Jr.,  Jackson 
J.  Paul  Baird.  Dyersburg 
Dr.  John  E.  Cox,  Memphis 
Liaison  Committee  to  State  Dept,  of  Public  Welfare 
R.  H.  Kampmeier.  Chairman.  Nashville 
W.  W.  Hubbard,  Nashville 
Ernest  Kelly,  Memphis 
Beulah  Kittrell,  Maryville 
J.  N.  Thomasson.  ex  officio.  Nashville 
Tuberculosis  Committee 
Carl  Hartung,  Chattanooga 
Joe  L.  Raulston,  Knoxville 
Hollis  Johnson,  Nashville 
James  C.  Gardner,  Nashville 
Duane  Carr,  Memphis 
R.  David  Taylor,  Dyersburg 
R.  B.  Trumbull.  Memphis 
Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954 
Rae  B Gibson,  Greeneville  (1954) 

James  S Hall.  Clinton  (1956) 

Henry  T Kirby-Smith,  Sewanee  (1955) 

Thurman  Shipley,  Cookeville  (1954) 

T.  G.  Cranwell.  Pikeville  (1956) 

James  A Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  ( 1956) 

John  L Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Jr.,  Germantown  ( 1954) 

Grievance  Committee 

Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Daugh  W.  Smith,  Nashville  (1956) 

Blood  Banks 

M.  L.  Trumbull,  Chairman.  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams.  Chattanooga 

Physical  Therapy 

George  W.  Shelton.  Chairman,  Chattanooga 
S Ben  Fowler.  Nashville 
Marcus  Stewart,  Memphis 

Mental  Health 

Myrtle  Smith,  Chairman  Livingston 
Robert  Foote,  Nashville 
O S.  Hauk,  Nashville 
Carrol  Turner.  Memphis 
Frank  Luton.  Nashville 
Autopsy  Committee 

Leland  Johnston,  Chairman.  Jackson 
W.  W.  Hurteau,  Memphis 
George  S.  Mahon,  Knoxville 
David  Gotwald.  Nashville 

C.  B Roberts,  Sparta 
Health  Project  Contest 

Mrs.  S.  J.  Sullivan,  Chairman.  Cleveland 
C B.  Roberts  Sparta 
Daugh  W.  Smith,  Nashville 
Labor  Liaison 

Daugh  W.  Smith,  Chairman.  Nashville 
John  Winebrenner,  Knoxville 
H.  D.  Hickey,  Chattanooga 
Baker  Hubbard.  Jackson 
H L.  Monroe.  Erwin 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President— A.  M.  Patterson,  M.D.,  918  Medical  Arts 
Building,  Chattanooga 

President-Elect — John  R.  Thompson,  Jr.,  M.D., 
Jackson 

Vice-President — S.  J.  Sullivan,  M.D.,  Cleveland 

Vice-President — Henry  T.  Kirby-Smith,  M.D.,  Se- 
wanee 

Vice-President — Malcolm  Aste,  M.D.,  Memphis 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  319-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

William  J.  Sheridan,  Jr.,  M.D.,  Medical  Arts  Build- 
ing, Chattanooga  (1956) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

Daugh  W.  Smith,  M.D.,  Doctors  Building,  Nashville 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 


COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 
Second  District — Joe  L.  Raulston,  M.D.,  Knoxville 
( 1955) 

Third  District— Franklin  B.  Bogart,  M.D.,  Chatta- 
nooga (1954) 

Fourth  District— John  T.  Moore,  Jr.,  M.D.,  Algood 
( 1955) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville, 
Chairman  (1955) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
PlG3S3nt  ( 1954) 

Eighth  District — Leland  M.  Johnston.  M.D.,  Jack- 
son  (1954) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1955) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1955) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1955) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1955) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1955) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1953 


Anderson- Campbell 

J.  W.  Riggs,  LaFollette,  Pres. 

R.  C.  Pryse,  LaFollette,  Sec. 

Hedford 

B.  S.  Swindoll,  Tullahoma,  Pres. 
Taylor  Farrar,  Shelbyville,  Sec. 

Blount 

Frank  S.  Lovingood,  Maryville,  Pres. 
W.  N.  Dawson.  Maryville,  Sec. 

Bradley 

Joseph  McCoin,  Cleveland,  Pres. 
William  R.  Smith,  Cleveland,  Sec 
Cocke 

W.  C.  Ruble,  Jr.,  Newport,  Pres. 

W.  E.  McGaha,  Newport,  Sec. 
Consolidated  Medical  Assembly 
T.  N.  Humphrey,  Selmer,  Pres. 

S.  M.  Herron,  Jackson,  Sec. 
Cumberland 

H.  F.  Lawson,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec. 

Davidson  County 

W.  O.  Tirrill,  104  Twentieth  Ave., 
N„  Nashville.  Pres. 

Oscar  Noel,  2118  West  End  Ave., 
Nashville,  Sec. 

Jack  Ballentine,  647  Doctors  Bldg., 
Nashville,  Exec.  Sec. 

Dickson 

J.  T.  Jackson,  Dickson,  Pres. 

Mary  B.  Cook.  Dickson,  Sec. 
Dyer-Lake-Crockett 

W.  E.  Anderson,  Dyersburg,  Pres. 
W.  I.  Thornton,  Jr.,  Dyersburg,  Sec 
Fentress 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec. 

Franklin 

Ruth  Cameron.  Sewanee.  Pres. 
George  L.  Smith,  Winchester,  Sec. 
Giles 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec. 

Greene 

N.  P.  Horner,  Greeneville,  Pres. 

W.  L.  McGuffin,  Greeneville,  Sec. 

Hamblen 

John  E.  Pierce,  Morristown,  Pres. 
Y.  A.  Jackson,  Morristown,  Sec. 

Hamilton 

Wm.  G.  Stephenson,  612  Medical 
Arts  Bldg.,  Chattanooga,  Pres. 
Arch  Bullard,  Medical  Arts  Bldg., 
Chattanooga,  Sec. 


Henry 

John  E.  Newman,  Paris,  Pres. 

W.  G.  Rhea,  Paris,  Sec. 

Humphreys 

J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec. 

Jackson 

L.  R.  Anderson,  Gainesboro,  Pres. 
L.  R.  Dudney,  Gainesboro,  Sec. 
Knox 

S.  J.  Platt,  603  W.  Main,  Knoxville, 
Pres. 

Ralph  H.  Monger,  Medical  Arts 
Bldg..  Knoxville,  Sec. 

Lauderdale 

O.  F.  Moore.  Jr..  Ripley,  Pres. 

C.  R.  Webb.  Ripley,  Sec. 

Lawrence 

V.  H.  Crowder,  Lawrenceburg.  Pres. 
L.  B.  Molloy,  Lawrenceburg,  Sec. 

Lincoln 

W.  S.  Joplin,  Petersburg,  Pres. 

W.  D.  Jones,  Fayetteville,  Sec. 

Macon 

E.  M.  Froedge.  LaFayette,  Pres. 

C.  C.  Chitwood,  LaFayette,  Sec. 
Maury 

C.  D.  Walton,  Mt.  Pleasant,  Pres. 
Carl  C.  Gardner,  Jr.,  Columbia,  Sec. 

McMinn 

Charles  T.  Carroll,  Athens,  Pres. 
Jess  A.  Powell,  Jr.,  Athens,  Sec. 

Monroe 

James  Barnes.  Sweetwater,  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec. 
Montgomery 

V.  H.  Griffin,  Clarksville,  Pres. 
Charles  A.  Trahern,  Clarksville,  Sec. 

Obion 

H.  W.  Calhoun.  Union  City,  Pres. 

R.  C.  Gilliam,  Union  City,  Sec. 
Overton 

A.  B.  Qualls.  Livingston.  Pres. 
Myrtle  Lee  Smith.  Livingston,  Sec. 
Putnam 

K.  L.  Haile,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec. 

Roane 

Paul  Spray,  Medical  Arts  Bldg. 
Oak  Ridge,  Pres. 

W.  P.  Hardy,  Medical  Arts  Bldg., 
Oak  Ridge.  Sec. 


Robertson 

W.  B Dye,  Springfield.  Pres 
John  S.  Freeman.  Springfield,  Sec. 

Rutherford 

Gilbert  Gordon,  Murfreesboro, 

Pres. 

S.  C.  Garrison,  Jr.,  Murfreesboro,  Sec. 
Scott 

D.  T.  Chambers,  Norma,  Pres. 

Milford  Thompson,  Oneida,  Sec. 

Sevier 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec. 

Shelby 

E.  Guy  Campbell,  1118  Madison. 
Memphis,  Pres. 

Jean  M.  Hawkes,  1374  Madison, 
Memphis,  Sec. 

Robert  C.  Bird,  1363  Union,  Exec. 

Sec. 

Smith 

Robert  E.  Key,  Carthage,  Pres. 

David  Gordon  Petty,  Carthage,  Sec. 
Sullivan- Johnson 

Thomas  H.  Kuhnert,  Bristol,  Va.. 
Pres. 

Julian  Williams,  Kingsport,  Sec. 
Sumner 

J.  W.  Osborne,  Hendersonville,  Pres. 
W.  B.  Farris,  Gallatin,  Sec. 

Tipton 

Pres. 

H.  Stirl  Rule,  Covington,  Sec. 
Washington- Carter- Unicoi 
Earl  Peterson,  Erwin,  Pres. 

John  M.  Wilson,  207  E.  Watauga  Ave., 
Johnson  City,  Sec. 

Weakley 

R.  W.  Brandon,  Martin,  Pres. 

G.  S.  Plog,  Martin.  Sec. 
White-Warren- Van  Buren 

John  T.  Mason,  McMinnville,  Pres. 
Hoyt  C.  Harris,  McMinnville,  Sec. 
Williamson 

Harry  Guffee,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec. 

Wilson 

J.  H.  Tilley,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec. 


1953  MEMBERS 


December,  1953 


1953  MEMBERS  OF  TENNESSEE 

I lie  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The  data 
arc  accurate  as  of  Decembet  10,  1953.  I lies  are  ar- 
ranged in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


STATE  MEDICAL  ASSOCIATION 

Towns  in  each  county  arranged  alphabetically  and 
the  members  in  each  town  arranged  alphabetically. 

List  of  members  residing  outside  the  state  arranged 
alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1953. 


ANDERSON 

COUNTY 

Clinton 

A.  YV.  Bishop 
Olga  Furth 
J.  S.  Hall 
Henry  Hedden 

E.  B.  Smith 
John  I Smith 

Lake  City 
J.  M.  Cox 

R.  B.  Scott 

Norris 

S.  G.  McNeelcy 

Oak  Ridge 
(See  Roane  County) 

BEDFORD 

COUNTY 

Shelbyville 
YV.  H.  Avery 
James  N.  Burch 
YV.  L.  Chambers 

A.  L.  Cooper 
Alfred  Farrar 
Taylor  Farrar 
Grace  Moulder 

T.  R,  Ray 
Carl  Rogers 
Sara  Womack 

Wartrace 

M.  L.  Connell 

BENTON 

COUNTY 

Camden 

J.  Mansfield  Bailey 
(Mbr.  Humphreys 
Co.) 

A.  T.  Hicks 
R I . 1 lorton 

BLEDSOE 

COUNTY 

Pikeville 

Thomas  G.  Cranwell 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Maryville 
* Oliver  k Agee 

I.  H.  Bowen 
k.  A.  Bryant 

Geo.  YV.  Burchfield 
Henry  A.  Callaway 
Lea  Callaway 
M.  A.  Carnes 
Marv  1).  Cragan 
YV.  C.  Crowder 
Lynn  F.  Curtis 
YV.  N.  Dawson 

R.  H.  Haralson 
IL  L.  Isbell 
E.  1*.  Kintner 
Beulah  Kittrell 
Samuel  S.  Lambeth 
Julian  C.  Lentz 
C.  B.  Lequirc 

G.  1).  Lequire 
‘Robert  Leyea 
L.  R.  Lingeman 
l . S.  Lovingood 
I w.  McCulloch 

J.  F.  Manning 
James  N.  Proffitt 

B.  P.  Ramsey 
Trent  Vandergriff 
Lowell  E.  Vinsant 
John  Yarbrough 

BRADLEY 

COUNTY 

Cleveland 
I).  N.  Arnold 


*lu  Service 


Wesley  A.  Barton 
YV.  B.  Campbell 

E.  R.  Ferguson 
Wm.  A.  Garrott 

C.  S.  Heron 

J.  C.  Lowe 
Joseph  McCoin 
Win.  I.  Proffitt 
YVm.  R.  Smith 
( I spec k.  Jr. 

YV.  C..  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
Madison  S.  Trewhitt 

CAMPBELL 
CO l NT\ 

Ca  ryvillc 
( has.  Rogers 
Jellico 
C.  F.  Ausmus 
Robert  L.  Brown 
Charles  A.  Prater 
Ned  C.  Watts 

La  Collette 
I I.  Baird 
M.  L.  Davis 
P.  T.  Howard 
P.  J.  O’Brien 
J.  YV.  Presley 
lohn  ( . Pryse 

R.  C.  Pryse 
James  W.  Riggs 
L.  J.  Seargeant 

( YNNON COUNTY 
Woodbury 
William  A.  Bryant 
(Mbr.  Rutherford 
Co.) 

Russell  F.  Meyers 
(Mbr.  Rutherford 
Co.) 

C AR  ROLL 
COUNTY 

Bruceton 

R.  T.  Keeton 
I . E.  Trcvathan 

Huntingdon 
R.  A.  Douglas 

B.  1 I lolladav 
R.  B.  Wilson 

McKenzie 

F.  E.  Edwards 
J.  T.  Holmes 

Trezeva  nt 
James  E.  Moselev 

CARTER  COUNTY 
Llizabethton 
R.  J.  Mien 
( has.  B.  Baughman 
I l ( uidill,  Ji 
lohn  A.  Knapp 
E.  'I'.  Pearson 
I S Shaver 
J.  M.  Willett 
Roan  Mountain 
YV.  I . Woodward 

CHI  \ 1 HAM 
COI  N I Y 
Ashland  City 
J.  P.  Glover 

CHESTER 

COUNTY 

Henderso  n 
YV.  O.  Baird 
*H.  I).  Farthing 
Ernest  P.  Guy 
O M McCallum 
Hunter  M.  Steadman 
J.  B.  Stephens 


CLAIBORNE 

COUNTY 

New  Tazewell 
11.  C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

( LAY  COUNTY 
Celina 

Champ  E.  Clark 
(Mbr.  Overton  Co.) 

COCKE  COUNTY 
Newport 

Donald  H.  Cates 
YV.  E.  McGaha 
Drew  A.  Mims 
L.  S.  Nease 
YV.  C.  Ruble,  Jr. 
Glen  C.  Shulls 
l ied  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
(Mbr.  Rutherford 
Co.) 

J.  H.  Farrar 
(Mbr.  Rutherford 
Co.) 

T ulla  homa 
R l Brickell 
(Mbr.  Bedford  Co.) 
Randolph  A.  ( ate 
(Mbr.  Davidson  Co.) 
B l Galbraith 
(Mbr.  Bedford  Co.) 

J.  M.  King 
(Mbr.  Bedford  Co.) 

C.  C.  Sn< >«M\ 

(Mbr.  Bedford  Co.) 
Brvant  S.  Svvindoll 
(Mbr.  Bedford  Co.) 

CROCKETT 
( ( )t  NT\ 

A la  mo 

E.  O.  Prather,  Jr. 

Bells 

F.  Farrow 

I . P.  Hess 

S.  E.  McDonald 
R.  YV.  Mayfield 
William  R.  Sullivan 


CUMBERLAND 

COUNTY 

Crossville 

Paul  A.  Erwin.  Jr. 
YVm.  E.  Evans 
II.  F.  Lawson 
Robert  M.  Metcalfe 
\ If  red  M 1 ayloi 

Pleasant  Jlill 
Margaret  k.  Stewart 

DAVIDSON 

COUNTY 

Ponelson 
E.  E.  Anderson 
Luther  A.  Beazlcv 
C.  N.  Gessler 
II . P.  Hyder 
Luther  E.  Smith 

Goodlettsville 
Roy  R Bowes 
R I Y\  hittakcr 

Madison 

Frederec  B.  ( ot’’*en 
George  E.  Horsley 


Margaret  Horsley 
Naomi  K.  Pitman 
|oe  E.  Sutherland 
Harry  Witztum 

Madison  College 
Julian  C.  Gant 
David  F.  Johnson 
< >iibii  i ii  John  < 'ii 
Cyrus  E.  Kendall 
James  1).  Schuler 

Nashville 
YValtei  M Adair 
Crawford  Adams 

I.  YV.  Alford,  Jr. 

' Y\  . 1 A lsobrook 
Edwin  B.  Anderson 

H.  R.  Anderson 
James  P.  Anderson 
Joe  I).  Anderson 

|.  Sumpter  Anderson 

J.  J.  Ashby 

G.  F.  Aycock 
Sidney  YV.  Ballard 
Edwin  IL  Barksdale 
Randolph  Batson 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lynch  Bennett 
Edmund  YV.  Benz 
Robert  C.  Berson 
lohn  IL  Beveridge 
\\  ( Bilbro 

Otto  Billig 
F.  T.  Billings,  Jr. 
Geo.  l Binkley , 1 1 
Lindsay  k.  Bishop 
James  IL  Boddie,  Jr. 
Anna  M.  Bowie 
John  M.  Bovlin 

H.  B.  Brack  in 
Cloycc  i B i adley 

( . Hi  .ii  n Bradley 

T.  F.  Bridges 
M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
J.  Thomas  Bryan 
I")iii  ( Burch 
Joseph  < - Burd 
R \ But  hanan . Jr. 
Roger  B.  Burrus 

B.  F.  Byrd 
B.  F.  Byrd,  Jr. 
Richard  O.  Cannon 
‘YVilliam  J.  Card 
George  K.  Carpenter 
Oscar  W.  Carter 
YV.  R.  Cate 
YV.  R.  Cate.  |i 
John  S.  Caycc 
Lee  F.  Cayce 
Amos  Christie 
Everett  M ( lav ton. 
Jr. 

Cully  A.  Cobb,  Jr. 
W.  J.  Core 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan 
Sam  C.  Cowan,  Jr. 
Frederic  E.  Cowden 
R.  R.  ( row< 

Rollin  A.  Daniel,  Jr. 
Philip  V.  Daugherty 
I . \\  Dav 
Wm.  A.  Demonbrcun 
Waltei  I Dively 
Earl  D.  Dorris 
Beverly  Douglas 
IL  L.  Douglass 
Price  Duff 
R.  S.  Duke 
Ceorge  Duncan 
Herbert  Duncan 
James  W.  Ellis 

I. .  YV.  Edwards 
Phillip  < I lliott 
Harry  M.  Estes 
Don  L.  Eyler 
Sam  J.  Fentress 
YV.  F.  Fessey 

R.  O.  Fessey 
Robert  M.  Finks 
Robert  M.  Foote 


Garth  E.  Fort 

S.  Benjamin  Fowler 
Richard  France 
Herbert  C.  Francis 
John  YV.  Frazier,  Jr. 
Thomas  Fern  Frist 
James  L.  Fuqua 
Robert  K.  Galloway 
( has.  K.  Gardner 

I.  C.  Gardner 
Sam  Y Garrett 
(Mbr.  Smith  Co.) 

R.  S.  Gass 
(Mbr.  Williamson 
Co.) 

R.  R Gatling 
(Mbr.  Franklin  ( «» 
Hamilton  V.  Gaydcn 
Horace  C.  Gayden 
John  R.  Glover,  Sr. 
lames  ( ioldsbc  i tv 
Robt.  A.  Goodwin 
E.  Y\\  Goodpasture 
David  K.  Gotwald 
< •<  < » I Gravi  i 
John  YV.  Griffith.  Jr. 
Thomas  Grizzard 
Laurence  A.  Gross- 
man 

Milton  Grossman 
* YVm.  I . Gupton, 

I' 

Roy  G.  Hammonds 
David  y\  i lailey 
Chas.  E.  Haines 
Thos.  B.  Haltom 

C.  M.  Hamilton 
G eo . H,  Harding 
Robt.  C.  Hartmann 
A.  B.  Harwell 
Fred  R.  Haselton 
().  S.  Hauk 
James  T.  Hayes 
I II  Head.  D.D.s, 
*J.  I..  Herrington 
lohn  G.  Herzfeld 
I.  B.  Hibbitts,  Jr. 
William  Higginson 
I Imore  Hill  D.M.D. 
I.  R.  Hillard 
lohn  YV.  Hillman 
R.  H.  Hirsch 
|.  Harvill  Hite 
\ N Hollabaugh, 
Jr. 

Chas.  I Hollabaugh 
Wm  \ Horan 
YV.  W.  Hubbard 
Granville  YVL  Hudson 
Vernon  Hutton,  Jr. 
M.  I).  Ingram 

I.  McK.  I vie 

John  A.  Jarrell,  Jr. 

I)  I Johns 
Hollis  E.  Johnson 
Ira  T.  Johnson 
Edmund  IV  Jones 

T.  M.  Jordan 

R.  H.  Kampmeier 
A.  E.  Keller 

J.  Allen  Kennedy 
YVm.  G.  Ken  non,  Jr. 
Carl  T.  Kirchmaier 

J.  A.  Kirtlev,  Jr. 
Leonard  J.  Koenig 
Ross  C.  Kory 

().  Morse  kochtit/kv 
Roland  1)  Lamb 
R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
Horace  T.  Lavely, 

Jr. 

YV.  P.  Law 
CL  Allen  Lawrence 
John  M.  Lee 
John  J.  Lentz 
Elias  A.  Lessem 
Jas.  D.  Lester 
Milton  S.  Lewis 
Richard  C.  Light 
Rudolph  Light 
John  P.  Lindsay 
*A.  IL  Lipscomb 


Jere  Lowe 
Jackson  P.  Lowe 
S.  L.  Lowcnstein 
I rank  II . Luton 
Philip  L.  Lyle 
Robt.  11.  Magruder 
( . 1 1 \ M ilford  Main 
I O w s ley  M an  i ei 
YV.  R.  Manlove 
Travis  II.  Martin 
YV.  D.  Martin 
Jas.  Andrew  Mayer 
Ben  R.  Mayes 
( . s M,  C|,  II. Ill 
C.  C.  McClure 

C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 
( S . M cM  u r r a y 
Barton  McSwain 

\\  in  i M<  .n  ham 
Arnold  M. 

Vleirovv'skv 

M.  Millet 
Lloyd  C.  Miller 
Harry  T.  Moore,  Jr. 
lohn  F.  Moore 
I Im odore  Morford 
Hugh  | Morgan 

N.  B.  Morris 

P.  G.  Morrissey,  Jr. 
M.  K.  Moulder 
Oscar  CL  Nelson 
Oscar  F.  Noel 
I).  Douglass  Odell 

O.  A.  Oliver,  D.D.S. 
YVm.  F.  Orr,  Jr. 
James  C.  Overall 
Fred  YV.  T.  Overton 
Homer  M.  Pace 
Roy  Wm.  Parker 

R < Patterson,  Jx 
Edna  S.  Pennington 
George  L.  Perler 

M.  A.  Pet i one 
‘David  Pickens,  Jr. 

I'. i im  < I" Pool 
Samuel  B.  Prevo 
Chas.  C.  Randall 
lames  Seay  Read 
E.  M.  Regen 
John  R.  Rice 
Greer  Ricketson 
Douglas  H.  Riddell! 
H.  P.  Rieger 

Elkin  L.  Rippy 

S.  S.  Riven 

Ben  EL  Robbins 
Miller  Robinson 
Dan  C.  Roehm 
Louis  Rosenfeld 

P.  M.  Ross 
Sam  T.  Ross 
IL  T.  Rucks 
Dan  Sanders,  Jr. 

J.  H.  Sayers,  !r. 

Win.  R.  Schaffarzick 
Lawrence  G.  Schull 
H.  YVm.  Scott 

A.  B.  Scoville,  Jr. 
George  F.  Seeman, 

D.D.S. 

D.  C.  Seward 
John  L.  Shapiro 
Harry  S Shelley 

N.  S.  Shofner 
H.  H.  Shoulders 
H.  S.  Shoulders 
Harrison  I.  Shull 
Ammie  T.  Sikes 

T.  E.  Simpkins 
Daugh  YV.  Smith 
Henry  C.  Smith 
Bertram  Sprofkins 
Frank  YV.  Stevens 
Hugh  L.  C.  Stevens 
Joe  M.  Strayhorn 
YV.  D.  Strayhorn 
Robt.  E.  Sullivan 
YVm.  I).  Sumpter.  Jr. 
Arthur  J.  Suther- 
land 

*Edw.  L.  Tarplcy 

Pauline  Tenzel 
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Robert  T.  Terry 

A.  B.  Thach,  Jr. 

C.  S.  Thomas 
John  B.  Thomison 

J.  N.  Thomasson 
W.  Oakes  Tirrill,  Jr. 
Kirkland  W.  Todd. 

Jr. 

Beverly  Tovvery 

C.  C.  Trabue,  IV 
C.  B.  Tucker 
Harlin  G.  Tucker 
John  M.  Tudor 
Graham  A.  Vance 

J.  T.  Vaughan, 

D.D.S. 

Wm.  O.  Vaughan 
Ethel  Walker 
Thomas  F.  Warder 
Paul  L.  Warner 

R.  J.  Warner 
Thomas  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
Frank  I Whitacrc 
(Mbr.  Shelby  Co.) 
Joe  T.  Whitfield 
W.  W.  Wilkerson, 

Jr. 

Earl  E.  Wilkinson 
Claiborne  Williams 
Edwin  L.  Williams 
Frank  G.  Wither- 
spoon 

Tack  Witherspoon 
Frank  C.  Womack 

C.  C.  Woodcock 

M.  C.  Wood  fin 

T.  Volney  Woodring 
John  R.  Woods 
John  L.  Wyatt 

R.  E.  Wyatt 
John  B.  Youmans 
T.  Hugh  Young 
Kate  Savage  Zerfoss 
Thomas  B Zerfoss 
Thos.  B.  Zerfoss,  Jr. 

Old  Hickory 
T.  D.  Dailey 
James  K.  Goldstene 

E.  P.  Tohnson 
R r Miller 

E.  B.  Rhea 
W.  W.  Wilson 

DECATUR 

COUNTY 

Parsons 

H.  L.  Conger 

DEKALB  COUNTY 
A lexandria 
Odell  Mason 
(Mbr.  Smith  Co.) 

DICKSON  COUNTY 
Charlotte 

Mary  Baxter  Cook 
James  C.  Elliott 

Dickson 

R.  P.  Beaslev 
W.  A.  Bell.  Jr. 

*W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C. 
Jackson 

W.  M.  Jackson 

DYER  COUNTY 
Dyers  burg 
W.  E.  Anderson 
J.  Paul  Baird 
Thos.  V.  Banks 
C.  R.  Bishop 
John  E.  Carne 
Percy  A.  Conyers 
Thomas  W.  Johnson 
Robert  T.  Kerr 

O.  B.  Landrum 

I.  A.  Ledbetter 
' foe  Moody 

].  B.  Moody 

J.  C.  Moore 
I ii  Nunn 
f.  G.  Price 

R.  David  Taylor 
W.  I.  T hornton,  Jr. 

P.  C.  Tipton 
Lydia  V.  Watson 

*In  Service 


Newbern 
J.  B.  Fuller 
Wm.  L.  Phillips 
).  C.  Smith 
Patrick  Widdis 


FAYETTE 

COUNTY 

Oakland 
L.  D.  McAuley 
Rossville 

F.  K.  West 

Somerville 
John  L.  Armstrong 
Marvin  Cheshire 
Frank  S.  McKnight 
John  W.  Morris 
Wm.  F.  Outlan 


FENTRESS 

COUNTY 

Jamestown 
R.  G.  Cravens 
Guv  C.  Pinckley 
I.  Peery  Sloan 

FRANKLIN 

COUNTY 

Cowan 

fames  Van  Blaricum 
Decherd 
P.  J.  Flippin 
Sewanee 
Ruth  Cameron 
Charles  B.  Keppler 
l \\  Kirb>  Smith 
IT.  T.  K 1 1 1 . v sin  iil i 

Winchester 
Reynolds  Fite 
George  L.  Smith 


GIBSON  COUNTY 
Bradford 

James  H.  Robertson 

Dyer 

F.  Douglass 

Humboldt 

H.  G.  Barker 
Chas.  W.  Davis 
A.  H.  Fick 
J.  W.  Ourslcr 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robt.  Morris 

Milan 

II.  P.  Clemmer 

E.  F.  Crocker 
James  O.  Fields 
R.  F.  Hughes 

F.  L.  Keil 

Rutherford 
W.  F.  Bell 

Trenton 

*Edw.  C.  Barker 
I nn.  S W Hall 
M.  D.  Ingram 
W.  C.  McRee 


GILES  COUNTY 
Bethel 

L.  A.  Edmondson 

Lynnville 
Peter  W.  Koenig 

Pulaski 

Robert  B.  Agee 

J.  H.  Hite,  Jr. 

F.  B.  Hulme 
W.  J.  Johnson 

K.  M.  Kressenburg 
Roy  W.  Money 
W.  K.  Owen 

I U . Speer 
Jack  S.  Springer 


GRAINGER 

COUNTY 

Rutledge 

L.  C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 


GREENE  COUNTY 
Greeneville 

V.  R.  Bottomley 
L.  E.  Coolidge 
R.  S.  Cowles,  Sr. 
Robt.  S.  Cowles,  Jr. 

N.  H.  Crews 
L.  E.  Dver 
*G.  C.  Ekvall 
Luke  L.  Ellenburg 
( B Fox  h. 
Haskell  W.  Fox 
R.  B.  Gibson 

J.  G.  Hawkins 
Hal  Henard 
\.  P.  Horner 
C.  B.  Laughlin 

W.  Lewis  McG tiffin 
R.  W.  McMullen 

Mosheim 
Dale  Brown 

T u sen  lurn 
J.  G.  Hawkins 
GRUNDY  COUNTY 
Coalrnont 
L.  F.  Littell 
(Mbr.  White. 

Warren,  Van 
Buren  Co.) 

HAMBLEN 

COUNTY 

Morristown 
Howard  T Brock 
J.  K.  Cooper 

C.  f.  Duby 

G.  I.  Hislop 

Y.  Alvin  Jackson 
F.  J.  Little.  It 

E.  Gene  Lynch 
Harold  B.  Marble 
L.  W.  Nabers 

F.  F.  Painter 
John  L.  Pearce 

R.  A.  Purvis 

J.  W.  Richardson 
* Powell  Trusler 

D.  J.  Zimmermann 

HAMILTON 

COUNTY 

Chattanooga 
Chester  Adams 
John  W.  Adams 
C.  H.  Alper 

E.  R.  Anderson 
Harry  S.  Anderson 
J.  J.  Armstrong 

I.  L.  Arnold 
Merton  Baker 
Robert  E.  Baldwin 
C.  H.  Barnwell 

H.  B.  Barnwell 

S.  FI.  Barrett 
W.  R.  Bishop 
Robert  J.  Boehm 
Walter  E.  Boehm 

F.  B.  Bogart 

I M . Bradley 
Frank  S.  Brannen 
A.  F.  Branton 

J.  C.  Brooks,  Jr. 
James  Y.  Bryson 
Arch  Bullard 

E.  F.  Buchner,  Jr. 
Vernon  A.  Burkhart 
W.  R.  Buttram 
W.  R.  Buttram.  Jr. 
fohn  R Cain 
Earl  R.  Cainpb<  II 
Maurice  A.  Canon 
E.  E.  Carrier 
Douglas 

Chamberlain 
Cleo  Chastain 

O.  H.  Clements 
George  E.  Cox 
John  M.  Crowell 
Tolbert  C.  Crowell 


Doyle  E.  Currey 
J.  Tom  Currey 

T.  H.  Curtis 
O.  M.  Derryberry 
Robt.  ( . Demo 
James  F.  Dietrich 
Paul  H.  Dietrich 
Richard  B.  Donald- 
son 

Albert  S.  Easley 
A.  F.  Ebert 
Robt.  E.  Eyssen 
J.  R.  Fancher 
E.  Marlin  Fitts 
Richard  Van 
Fletcher 
A.  C.  Ford 
Shelton  F.  Fowler 
Guy  M.  Francis 
J.  E.  Frazier 

J.  Marsh  Frere 

0.  C.  Gass 

G.  C.  Gibson 
Robt.  H.  Giles,  Jr. 

E.  Wayne  Gilley 
Dean  W.  Gollev 
Paul  M.  Gollev 

K.  N.  Gould 
Frank  Graham 
Men  in  H.  Grossman 

F.  Russell  Hackney 
Wm.  R.  Green 
Alton  G.  Hair 

R.  J.  Hall 

J.  L.  Hamilton 
Foster  Hampton,  Jr. 
Frank  F.  Harris 
E.  F.  Harrison 
(Mbr.  Williamson 
Co.) 

Carl  A.  Hartung 
Tohn  B.  Haskins 
Chas.  W.  Hawkins 

G.  P.  Hay  more 
Robt.  S Heilman 
Raymond  I). 

Henderson 

H.  B.  Henning 
George  K.  Henshall 
Flomer  D.  Hickey 
John  M.  Higgason 
J.  M.  Higginbotham 
I I Hobbs 

John  W.  Hocker 
J.  McC.  Hogshead 
Pope  B.  Holiday, 

Jr. 

C.  M.  Hooper 
Don  R.  Hornsby 
W.  P.  Hutcherson 

D.  Isbell 

Thomas  M.  Jackson 
DeWitt  B.  fames 
Harry  Jones 
Edward  G.  Johnson 
Franklin  Johnson 
Joseph  Johnson,  Jr. 
J.  E.  Johnson 
J.  Paul  Johnson 
Melvin  Johnson 
1).  B.  Karr 
Joe  B.  Killebrew 
John  J.  Killeffer 
John  E.  Kimball,  Jr. 
Clyde  R.  Kirk 
Gene  H.  Kistler 
C.  B.  Land ha m 
Rudolph  M.  Landiv 

M.  F.  Langston 
J.  V.  Lavecchia 

H.  P.  Larimore 
Chester  L.  Lassiter 
1 1 1 1 .i  mi  \ Laws  1 1 . 
Stewart  Lawwill 
Phillip  FI.  Living- 
ston 

H.  D.  Long 
Ira  M.  Long 

S.  H.  Long 

Hugh  B.  Magill,  Jr. 

T.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
M.  A.  Meacham 
William  MacGuire 
H.  J.  McAlister 
Cooper  H.  McCall 
David  McCallie 
Augustus  McCravey 
George  R.  McElrov 

1.  B.  McGee 

j . Edwa rd  McKi nney 

J.  D.  L.  McPheeters 
H.  C.  Miles. 

George  A.  Mitchell 
Fay  B.  Murphy 
Oscar  B.  Murray 


Robt.  W.  Myers 
Marvin  Nathan 
Cecil  E.  Newell 

E.  T.  Newell 
E.  T.  Newell,  Jr. 
Chas.  H.  Paine,  fi. 
A.  M.  Patterson 

R.  L.  Patterson 

E.  White  Patton 

F.  O.  Pearson 
J.  B.  Phillips 

W.  Houston  Price 
W.  D.  L.  Record 
I I Reisman  Si 
E.  E.  Reisman,  Jr. 
Herman  Renner 
Gilbert  M.  Roberts 

G.  Madison  Roberts 
Robert  C.  Robertson 

H.  A.  Schwartz 
Clarence  Shaw 
George  Shelton 
W.  J.  Sheridan 
fohn  N.  Shipp 
V.  F.  Shull 
Leopold  Shumacker 
*George  L.  Shi  Is 
Moore  J.  Smith,  Jr. 
Stewart  P.  Smith 
Richard  F.  Stappen- 

beck 

Eleanor  Stafford 
Harold  Starr 
John  B.  Steele 
Willard  Steele 
Willard  H.  Steele, 
Jr. 

William  A.  Stem 
Wm.  G.  Stephenson 
f.  E.  Strickland,  Jr. 
Harry  A.  Stone 
Wesley  Stoneburner 
Charles  L.  Suggs,  Ir. 
f.  B.  Swafford 
Jack  Tepper 
Chas.  Roberts 
Thomas 

Paul  C.  Thompson 
Robt.  C.  Thompson 
A.  S.  Ulin 
Louis  Ulin 
Roy  B.  Van  Allen 
Minnie  Vance 
Gus  J.  Vlasis 
O.  I..  Von  Canon 
Arthur  J.  Von 
Werrsowetz 
Wm.  E.  Van  Order 
Robert  A Waters 

L.  Spires  Whitaker 

G.  Victor  Williams 

S.  H.  Wood 
lames  C.  Wright 
George  C.  Young 
Roy  O.  Young 

Hixon 
Wm.  P.  Aiken 
C.  A.  Clements 
Preston  C.  McDow 
R.  J.  Pitner 

Ooltewah 
Eugene  M.  Ryan 

Soddy 
E.  L.  Jenkins 


HANCOCK 

COUNTY 


HARDEMAN 

COUNTY 


Bolivar 


E. 

I,. 

Baker 

D. 

L 

Brint 

IV, 

. E. 

Lawrence 

B. 

F. 

McAnulty 

J. 

Knox  Tate 

Grand  Junction 
L.  D.  Pope 

Whiteville 

P.  M.  Bishop 
Aubrey  Richards 

HARDIN  COUNTY 
Savannah 

H.  D.  Blankenship, 

Jr. 

J.  W.  Carroll 
R.  B.  Deberry 


O.  C.  I)otv 
J V.  Hughes,  Jr. 
Otis  Whitlow 

HAWKINS 

COUNTY 

Bulls  Gap 
J.  I7..  Kite.  Jr. 
(Mbr.  Greene  Co.) 

Church  Hill 
Warren  L.  Clark 
(Mbr.  Sullivan- 
Johnson  Cos.) 

Rogersville 
F.dw.  M.  Henderson 
(Mbr.  Sullivan. 
Johnson  Co.) 

HAYWOOD 

COUNTY 

Brownsville 

T.  C.  Chapman 
H.  L.  Gilliand 
Glenn  T . Scott 
David  E.  Stewart 
John  Thornton.  Jr. 
j.  K.  Welch,  Jr. 

HENDERSON 

COUNTY 

Lexington 
R.  M.  Conger 
C.  J.  Huntsman 
W.  C.  Ramer 


HENRY  COUNTY 

Paris 

Thomas  E.  Boston 
Arthur  Dunlap 
R.  Graham  Pish 
I H.  Jones 
Geo.  R.  McSwain 

I.  H.  McSwain 
E.  P.  Mobley,  Jr. 
John  E.  Neumann 
E.  B.  Pascliall 

W.  R.  Peebles 
(Mbr.  Consolidated 
Co.) 

W.  G.  Rhea 
| Roy  Smith 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 

COUNTY 

Centerville 
Parker  D.  Elrod 
(Mbr.  Davidson  Co.) 
Ogle  Jones 
(Mbr.  Davidson  Co.* 

HOUSTON 

COUNTY 

Erin 

O.  H.  Atkins 
(Mbr.  Montgomery 
Co.) 

Troy  Walker 
(Mbr.  Montgomery 
Co.) 

HUMPHREYS 

COUNTY 

IV  aver ly 

lames  T.  Allen 
H.  C.  Capps 

J.  C.  Armstrong 

JACKSON 
COUNTY 
Gainesboro 
L.  R.  Anderson 
W.  T.  Anderson 
L.  R Dudney 
R.  C.  Caw 

JEFFERSON 

COUNTY 

Dandridge 

Sam  D.  Sullenberger 
(Mbr.  Hamblen  Co.) 

Jefferson  City 

T.  A.  Caldwell 
(Mbr.  Knox  Co.) 
Sam  C.  Fain 
(Mbr.  Hamblen  Co.) 
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1 i.mk  Milligan 
(Mbr.  Hamblen  Co.) 
Estle  1\  Muncy 
(Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Robert  Creech 
(Mbr.  Kiu>\  Co.) 

R.  M.  Webster 
(Mbr.  Knox  Co.) 

White  Pine 

E.  Dale  Mien 
(Mbr.  Hamblen  Co.) 
E.  R.  Baker 
(Mbr.  Hamblen  Co.) 

JOHNSON 
COUNTY 
Mountain  City 
Raul  J.  Bundy 

R.  O.  Glenn 

KNOX  COUNTY 
Concord 
Maholm  Cobb 
R II  Duncan 
II.  D.  Goodgc 

Corryton 

M.  I..  Jenkins 

A.  D.  Simmons 

Fountain  City 
James  1*.  Harmon 

A.  L.  Jenkins 
Joe  I Raulston 

J.  Gordon  Smith 

Knoxville 

Eugene  Abercrombie 
Alton  Abshei 
J E.  Acker.  |r. 
Robert  L.  Akin 
Chas.  Armstrong 
John  W.  Avera 
Troy  I*.  Bagwell 
Robert  M.  Baker 
O.  E.  Ballou 
Floyd  N.  Bankston 
Spencer  Y.  Bell 
Vi  alt<  i II  B<  ned it  t 
Chas.  W.  Black 
Wade  H.  Boswell 
H o Boukard.  h 
M.  C.  Bowni  an 
Robert  Brashear 
Robert  Brimi 
Clayton  M B rodinc 
Horace  E.  Brown 
‘Richard  Butler 
John  Burkhart 
J.  Ed  Campbell 
I*.  H.  Cardwell 
C.  S.  Carlson 

I. .  G.  Cay  lor 
lack  Chesney 

I Warren  Chesncv 

H.  S.  Christian 

H.  E.  Christenberry 

H.^  E.  Christenberry, 

K W.  Christenberry 
W.  I . Christenberry 
C.  I . Chum  lev 
William  E.  Clark 
Edward  S.  Clayton 
Marghcrita  C.  Cook 
Sam  Cooper 
William  R.  Cross 
Miles  S.  Crowder 

J.  I*.  Cullum 

H.  K.  Cunningham 
Daniel  Davis 
Martin  Davis 
Olive  r Del  o/iei 

R.  V.  Depue 
W-  \.  DcSa u telle 
M . I . DeSau telle 
\ W.  Diddle 
Sheldon  Dotnm 
W.  E.  Dorsey 
John  Daugherty 
Fred  E.  Dupree 
Chas.  R.  Earnest.  Jr. 

I Gilbert  Eblen 
E.  M.  Edington 
Edward  W.  Ellis 
J.  B.  Ely 
W.  H.  Enneis 
Frank  Faulkner 
George  H.  Finer 
C.  E.  George 
(Mbr.  Hamblen  ( <>.  i 
Joseph  I.  Garcia.  Jr. 
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Garrison  (.eller 
Vivian  Gibbs 
W.  1).  Gibson 
Edgar  L.  Grubb 
Glenn  Grubb 
John  H.  Hall 
I amt  S I I I a I lev 
I R.  Hamilton 

B.  I.  Harrison 
Eugene  Haun 
Louis  A.  Haun 
\l.  I . Hefle> 

George  G.  Henson 
Howard  K . Hicks 
lames  II.  Hickman 
Hubert  C.  Hill 
Jesse  C.  Hill 
John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 
David  E.  Hoey 
I eon  C.  Hoskins 
George  Turner 
Howard,  Jr. 

Moses  l loward 
\ ( • i Juffstedler 
I red  E.  Hufstedler 
Berry  Huggin 

I ( Idol 
Geo.  Inge 

( . E.  Irwin 
W.  J.  Irwin 
Harry  II.  Jenkins 
William  S.  Jones 

II  M Kelso 
John  ()  Kennedy 
John  I Kesterson 
R C.  Kimbrough, 

Jr. 

II.  L.  Kitts 
Lamar  Knight 
\.  Hobart  Lancaster 
Robert  I . I .ash 
I . K.  Lawson 
Robert  I*.  Layman 
Robert  S.  Leach 
Rene  Ledbetter 
John  H Leslicr 
f orest  S.  LeTellier 
Felix  Line 
I liomas  I . Lomasney 
Geo.  S.  Mahan 
Joseph  T.  Marshall 
*C.  P.  McCammon 
Margaret  Maynard 
Roy  McCrary 
\ R.  McCullough 
VI  D Mc<  u Hough 
Roy  I..  McDonald 
P.  A.  McGinnis 
Richard  Mcllwaine 
R I Me ’Reynolds 
\ If  red  E.  Miller 
Id  win  E.  Miller 
John  l Mohi 
Ralph  II.  Monger 

I.  I..  Montgomery 
John  D Moore 
Owen  Moore 
loel  C.  Morris 

I.  F.  Morrow 
William  S.  Muse 
I B Naive 

I B.  Neil 

Car!  A.  Nelson,  [r. 
William  A.  Nelson 

II  I . Neuensch- 
wander 

Robert  Newman 
Eugene  P.  Nicely 
Hazel  Nichols 
Ralph  Nichols 
( ».  1 . Nov  inger 
Kenneth  A. 

O’Connor 
Homer  Ogle 

B.  M.  Overholt 
Nicholas  Pappas 
Robert  F.  Patterson 
Robert  F.  Patterson, 
Jr. 

I II  Payne 
Ilcrschel  Penn 
Jarrell  Penn 

II.  Dewey  Peters 
B.  F.  Peterson 

( ceil  E.  Pitard 

S.  Joe  Platt 
Herbert  L.  Pope 
W.  W.  Potter 
William  F.  Powell 
Bruce  Powers 
lames  C.  Prose 
I B.  Purkall,  Jr. 
lohn  A.  Range 
Paul  I)  Ri<  hards 
\\  D.  R i(  hards 


N.  G.  Riggins 
James  Roberts 
I rank  Rogers 
Win.  K.  Rogers 
Kenneth  Rule 
Richard  C.  Sexton 

I.  H.  Saffold 
Wm.  A.  Shelton 

A.  B.  Shipley 
!• . Chas.  Sienknecht 
Frank  J.  Slemons 
Chas.  C.  Sineltzer 
|oe  T.  Smith 
Philip  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
James  I . Sout Inven  t h 
1 M.  Stockman 
Thos.  Stevens 
Wm.  K.  Swann,  Jr. 
George  W.  I harp 
D R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 

I.ucian  I rent 
Geo.  M.  Trotter 
M.  Frank  Turney 

C.  L.  Walton 
R.  G.  Waterhouse 
David  Waterman 
\h  in  J.  W< bei . h 
I red  West 
loci  J.  White 
W.  L.  Whitehurst 
Richter  II  Wjggall 
G.  A.  Williamson, 
Jr. 

I con  J.  Willicn 
|.  D.  Winehrenner 
R B Wood 
Vincent  T.  Young 
I ugene  ( • /ac hary 

I . Russell  Zemp 
Charles  R Zirkle 
George  Zirkle 

Mascot 

II  J.  Bolin 

Joseph  K.  Seale,  Jr. 

Powell  Station 

I I ( 

I \KE  COUNTY 
Ridgrly 
W.  B.  Acree 
I I | abhour 

Tiptonville 
I R.  Holcficld 
\\  I Rainey 
E.  B.  Smvthe 

LAUDERDALE 

COUNTY 

Halls 

I.  G.  Olds 
Mbr.  Dyer,  Lake  &: 
Crockett) 

Hr  Titling 

W I.  B.  Williams 
Ripley 

I.  L.  Dunavant 
I R Lewis 

Olyn  Fred  Moore,  Jr. 
I andrum  S.  Tucker 
( R.  Webb 
( laud  M.  Williams 

LAWRENCE 

COUNTY 

Fawrencebnrg 
\.  II . Crowder 

J.  W.  Danley 
W.  O.  Crowder 

I co  C.  Harris,  Sr. 

I . B.  Mollov 
Min  i in  N ester 
( arson  lav  lor 

Foret  to 
V L.  Parrish 


LEWIS  COUNTY 
Holt  enwald 
W llliam  E.  Boyce 
Ml. i . Maury  Co.) 
lerome  Powers 
1 Mbr.  Consolidated 
Co.) 


LINCOLN 

COUNTY 

Fayetteville 
Helen  G.  Jones 
William  I),  Jones 
Ben  II.  Marshall 
R.  E.  McCown 

J.  V.  Me  Rady 

T.  A.  Patrick 
l \ Patrick,  1 1 
Howard  G.  Robert- 
son 

Petersburg 
W.  S.  Joplin 


LOUDON 

COUNTY 

Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Hughes  Johnson 
(Mbr.  Knox  Co.) 

J.  A.  Leeper 
(Mbr.  Knox  Co.) 

R V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Conic  Blair 
i M br.  Knox  Co.) 
Arthur  P.  Harrison 
(Mbr.  Knox  Co. 

W.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  I McPeakc 
(Mbr.  Knox  Co.) 

I R.  Watkins 
(Mbr.  Knox  Co. 


MACON  COUNTY 
Lafayette 
( . ( . Chitwood 

F.  M.  Frocdgc 
Max  E.  Painter 
' |ohn  R Smith 


MADISON 

COUNTY 

Rem  is 

I A.  Langdon 
Kelly  Smvthe 

Jackson 

J.  G.  Anderson 
Thomas  K.  Ballard 

C.  H.  Bcrryhill 
Wm.  H.  Brooks 
Swan  Burrus 
Swan  Burrus,  Jr. 
Hughes  Chandler 
Fate  B.  Collins 
Wm.  G.  Crook 

G.  B.  Dodson 
I Douglass 
J.  F.  Douglass 
Roy  A.  Douglass,  Jr. 
i \\  Edwards 
W.  T.  Fitts 
Robt.  L.  Gilliam 
Oliver  Graves 
W W Harrison 
Henry  H.  Herron 
s M Herron 
G.  B.  Hubbard 
Helen  Johnston 
I eland  M lohnston 
( hestcr  K tones 
G.  Frank  Jones 

I larold  I \L  I v cr 
Frank  A.  Moore 

II  N Moore 
Wm.  C.  Moore 
Lamb  B.  Myhr 

R.  M.  Ncudecker 
John  B.  Nuckolls 
I C.  Pearce 

|.  E.  Powers 
John  G.  Riddler 
Norris  Shelton 
Charles  C.  Stauffer 
J.  R.  Thompson,  Jr. 
Barbara  Truex 

S.  Allen  Truex 

W illiam  F.  Wagner 
Charles  F.  Webb 
Charles  H.  Webb 
R.  B.  White 
George  B.  Wyatt 
Paul  E.  Wylie 


MARION 

COUNTY 

Jasper 

I (.  McMillan 
(Mbr.  Hamilton  Co.) 

South  Pittsburg 
L B.  Havron 
( Mbr.  I lamilton  ( o.) 
William  Headrick, 

Jr. 

t Mbr.  I lamilton  ( o.) 
Viston  Taylor 
(Mbr.  Hamilton  ( o.) 

Whitwcll 
Win.  (..  Shull 
Mhi  ! lamilton  ( .<>.) 

MARSHALL 

COUNTY 

Belfast 

H.  A.  Morgan,  Jr. 
(Mbr.  Bedford  Co.) 

Lewisburg 
Kenneth  Brown 
(Mbr.  Bedford  Co.) 
J.  T.  Cordon 
(Mbr.  Bedford  Co.) 

J.  C.  Leonard 
(Mbr.  Maurv  Co.) 

K.  J.  Phelps 
(Mbr.  Bedford  Co.) 
William  S.  Porch 
(Mbr.  Bedford  Co.) 

MAURY  COUNTY 
Columbia 

D.  B.  Andrews 
Wendell  C.  Bennett 
II.  C.  Busby 
Mi  kited  Casey 
William  N.  Cook 
C.  C.  Gardner,  Jr. 
Daniel  Gray,  1 1 
Harry  C.  Helm 
Robin  Lyles 
Clay  R.  Miller 
James  B M iller 
< larcncc  S.  Morrow 
(Mbr.  Smith  Co.) 
Edwin  K.  Provost 
Warren  Rucker 
Leon  S.  Ward 
I W.  Wilkes,  Jr. 

E leanor  W ill i a m so n 
Watt  Yeiser 
Thomas  K.  Young 

Mt.  Pleasant 
G.  C.  English 
J.  H.  Jones 
C.  I).  Walton 

Spring  Hill 

B.  H Woodard 


McMINN  COUNTY 
Athens 

W.  R.  A r rants 
Helen  R.  Arterburn 
Charles  T.  Carrol! 

I i > Curtnei 

R.  W.  Epperson 

C.  O.  Foree 

W.  Edwin  Foree 
I \ Powell,  h. 
Edward  B.  Ranck 

L.  H.  Shields 

Etowah 

Thomas  C.  Beaman 
Harry  F..  Dickson 

S.  Boyd  McClary,  Jr. 
John  C.  Sharp 

H.  P.  Whittle 

McNAIRY 

COUNTY 

Selmer 

T.  N.  Humphrey 
w \ Phillips 
Montie  E.  Smith,  Jr. 

MONROE 

COUNTY 

Madisonville 
R.  C.  Kimbrough 
Horace  M.  McGuire 
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Sweetwater 
J.  H.  Barnes 
W.  J.  Cameron 

D.  F.  Heuer,  Jr. 

T.  A.  Lowry 

J.  E.  Young 

MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 

IL  II.  Edmonson 
V.  H.  Griffin 
B.  T.  Iglehart 
J.  H.  Ledbetter,  Sr., 
J.  II . Ledbetter,  Jr. 
William  C.  Lyle 
Dalton  Oliver 
Jack  Ross 
Bryce  F.  Run  von 

A.  F.  Russell 

M.  L.  Shelbv 
Charles  A.  Trahenv 
Paul  E.  Wilson 

R.  M.  Workman 

MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN 

COUNTY 

Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 
Horn  beak 
R.  C.  Latimer,  Sr. 
Kenton 

Alden  II.  Gray 
(Mbr.  Consolidated' 
Cos.) 

Obion 

Leon  I.  Runyon 
James  C.  Walker 

Union  City 
J.  Kelly  Avery 
M.  A.  Blanton,  Jr. 
Stevens  Byars 
Wm.  N.  Carpenter 
Robt.  M.  Darnall 

B.  O.  Garner 

R.  L.  Gilliam.  II 
R.  G.  Latimer,  Jr. 

R.  G.  Latimer,  Sr. 
James  W.  Polk 
Malcolm  T.  Tipton? 

OVERTON 

COUNTY 

Livingston 
Wm.  M.  Brown. 

J.  D.  Capps 
H.  B.  Neva  ns 
Denton  Norris 
A.  B.  Qualls 

F.  L.  Sidwell 
Myrtle  L.  Smith 

PERRY  COUNTY 
Linden 

O.  A.  Kirk 

Lobelville 

E.  W.  McPherson 
(Mbr.  Davidson  Co.)> 

PICKETT 

COUNTY 

Byrdstown 
Malcolm  E.  Clark 
(Mbr.  Overton  Co.) 

POLK  COUNTY 
Benton 
John  Lillard 
(Mbr.  McMinn  Co*)- 

Copperhill 
A.  R.  Evans 
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Mbr.  Hamilton  Co.) 
W.  Y.  Gilliam 
(Mbr.  Hamilton  Co.) 

H.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 
Oscar  L.  Simpson 
(Mbr.  Hamilton  Co.) 

Ducktown 

A.  J.  Gninn 
(Mbr.  Hamilton  Co.) 

PUTNAM 

COUNTY 

A Igood 
J.  T.  Moore 
J.  T.  Moore,  Jr. 

Cookeville 
J.  T.  Deberry 
Lex  Dyer 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
W.  A.  Howard 
William  Mattson 
Thurman  Shipley 
J.  Fred  Terry 

Granville 

L.  M.  Freeman 
Monterey 

C.  A.  Collins 
T.  M.  Crain 

RHEA  COUNTY 
Dayton 

Albert  C.  Broyles 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 

ROANE  COUNTY 
Harriman 

Thomas  L.  Bowman 

H.  Stratton  Tones 
L.  A.  Killeffer 
John  R.  Sisk 

Kingston 
Nat  Sugarman 

Oak  Ridge 
(Sec  Anderson  Co.) 
(.on Id  A.  Andrews 
Robt  P.  Ball 

R.  R.  Bigelow 
Marshall  Brucer 
Betty  Cooper 
Martin  Costello 
John  P.  Crews 
Dexter  Davis 
John  DePersio 
Robt.  E.  DePersio 

I.  L.  Diamond 
P.  M.  Dings 

I . Guy  Fortnev 
William  P.  Hardy 

J.  M.  Hays 
William  Holden 

R.  A.  Johnson 
Ralph  M.  kniselev 
Thomas  A.  Lincoln 
Joseph  S.  Lyon 
Dana  Nance 
Lewis  Preston 
William  Pugh 
Charles  J.  Ragan 

'I  L.  Ray 
Samuel  W.  Root 
Hyman  Rossman 
Henry  B.  Ruley 
Paul  E.  Spray 
Charles  R.  Sullivan 
Welby  N.  Tauxe 

R.  G.  Tromley 
Vrthui  i pton 

A.  N.  Ward 
Cordell  H Williams 

Oliver  Springs 

S.  J.  Van  Hook 
Fred  O.  Stone 
(Mbr.  Anderson 

Campbell  Co.) 

Rockiuood 
Robert  S.  Hicks 
R.  F.  Regester 

G.  E.  Wilson 
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ROBERTSON 

COUNTY 

Cross  Plains 
W.  H.  Stephenson 
Springfield 
W.  B.  Dye 
John  S.  Freeman 
J.  S.  Hawkins 
J.  M.  Jackson 

A.  R.  Kempf 
W.  P.  Stone 
J.  E.  Wilkison 

RUTHERFORD 

COUNTY 

Fagl&ville 
Ralph  Jones 

Murfreesboro 
Carl  E.  Adams 
W.  Stanley  Barham 
J.  B.  Black 
J.  T.  Boykin 
John  E.  Carlton 
John  F.  Cason 

B.  S.  Davison 

S.  C.  Garrison,  Jr. 
Gilbert  Gordon 
Sam  II  Hay 
R.  D.  Ho  Howell 
\ | Jamison 

J.  K.  Kaufman 
Lois  M.  Kennedy 
M B Murfree,  Jr. 
Eu gem  I’  Odom 

B.  W.  Rawlins 
J.  A.  Scott 
*Wm.  W.  Shack lett 
James  W.  Tenpenn> 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 

George  Goodall 
James  Lee  Moore 

SCOTT  COUNTY 
Norma 

I).  T.  Chambers 
Oneida 

M.  F.  Frazier 
II  \i  Leeds 
M.  E.  Thompson 
Milford  Thompson 

SEVIER  COUNTY 
Gatlinburg 
Ralph  11.  Shilling 
Bruce  H.  Sisler 

Sevierville 
Troy  J.  Beeler 
R.  A.  Broad v 
R.  A.  McCall 
Robert  F.  Thomas 

C.  P.  Wilson 
O.  H.  Yarberry 

SHELBY  COUNTY 
Collierville 

I. .  P.  Pearce 

R.  F.  Kelsey 

Cordova 

C.  A.  Chaffee 
Forest  FI  ill 

J.  E.  Clark 

Germantown 
John  T.  Carter,  Jr. 
Memphis 

Shields  Abernathy 
Robert  F.  Ackerman 
L.  H.  Adams 
W.  M.  Adams 
Justin  H.  Adler 
James  F..  Alexander 
( D Mien 
Chester  G.  Allen 

F.  Pearson  Allen 
Frank  S.  Allen 
F.  H.  Alley 
Jacob  Alperin 

S.  B.  Anderson 
William  F.  Andrews 
1).  H.  Anthonv 
Blake  Arnoult 

J.  M.  Aste 

H.  E.  Atherton 


Edgar  L.  Austin 
W.  W.  Aycock 
J.  C.  Ayres,  Jr. 

C.  O.  Bailey 
John  W.  Baird 
J.  Earl  Baker 
Malcolm  E.  Baker 

A.  L.  Ball 
Aden  W.  Barlou 

G.  H.  Bassett 
Paul  J.  Batson,  Jr. 

* Lawrence  N.  Bel  lew 
Arthur  L.  Bellott, 

Jr. 

Charles  A.  Bender 
J.  M.  Bethea 
Ralph  C.  Bethea 
James  I).  Biles,  Jr. 
W.  T.  Black,  Jr. 
Sam  Blackwell 
Basil  \.  Bland,  Jr. 
Breen  Bland 
C.  D.  Blassingame 
Phil  Bleecker 
Robert  F.  Bonner 
Howard  A.  Boone 

C.  Whitman  Borg 
R I Bourland 
R.  L.  Bowlin 
Earl  P.  Bowerman 

H.  B.  Bovd 
Winston  Braun 
R.  R.  Braund 
James  T.  Bridges 
Carey  Br ingle 

I).  A.  B toady 
J.  M.  Brockman 

J.  H.  Bronstein 
Harry  G Bryan 
Malvern  T.  Bryan 
Samuel  Bryan 

K.  M.  Bud; 

J.  A.  Buchignani 
W.  D.  Burk  ha  Iter 
Geo.  H.  Burkle,  Jr. 
Orin  1).  Butteriik, 

Jr. 

M.  K.  Callison 
E.  Guy  Campbell 
Ernest  A.  Canada 
Dominic  J.  Cara,  Jr. 

B.  W.  Cannon 
Robert  S.  Caradine 

D.  M.  ( 

David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 

L.  L.  Carter 
Sam  C.  Carter 

A.  II.  Chamberlain, 
Jr. 

J.  M.  Chambers,  Jr. 
\\  < ( ham  v 

R.  E.  Ching 
Joseph  M.  Chisholm 
Charles  I . Clark 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 

M.  D.  Cohen 
Max  II  Cohen 
W.  C.  Colbert 

F.  H.  Cole 

B.  C.  Collins 
James  II.  Collins 
Franl  H Collins 

E.  I).  Connell 
John  P.  Conway 
George  A.  Coors 
Giles  A.  Coors 
\rthur  A.  Cox 
Erwin  M.  Cox 
John  E.  Cox 

F.  \.  Crawford 
P.  T.  Crawford 
\ II  ( renshaw 

C.  V.  Croswell 
Orin  L.  Davidson 
I \i  Davis 
Charles  J.  Deere 

V.  J.  Demarco 
\\  E.  Denman 

M In  I lamilton  ( 
McCarthy  DcMere 
Richard  DeSaussure 
\lic<  R.  Deutsch 
I I Dies 
L.  W.  Diggs 

W.  T.  Dinsmore 
J.  M.  Dorris 
Thomas  G.  Dorrity 
|.  J.  Douglas 
Paul  T.  Drenning 
Horton  DuBard 
W.  1).  Dunavant 

I.  G.  Duncan 
Elmer  S.  Eddins 
Cyrus  C.  Erickson 
fames  N.  Etteldorf 


C.  B.  Etter 

J.  D.  Evans 

M.  L.  Evans 
Sidney  S.  Evans 
H.  B.  Everett 
Harold  G.  Farley 
Harold  Feinstein 
Daniel  F.  Fisher 
*J.  C.  Flaniken 
R.  B.  Flaniken 

J.  H.  Francis 
VV.  Edward  French 
Eugene  W.  Gadberry 
J.  A.  Gardner,  Jr. 
Onyx  P.  Garner 
Dan  C.  Gary 
Elsbeth  Gehorsam 
W.  S.  Gilmer,  Jr. 

C.  E.  Gilliespie 
George  E.  Gish 

C.  11.  Glover 
Fred  \.  Goldberg 
Ralph  Goldman 
Lester  I.  Goldsmith 

D.  W.  Goltman 
J.  S.  Goltman 

j.  O.  Gordon 
H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 
W.  H.  Gragg,  Jr. 

L.  M.  Graves 
\\  R (.i.ives 
H.  D.  Gray 
Arthur  W.  Green 
C.  R.  Green 
Jack  Green  field 

A.  J.  Grobmyer,  Jr. 

N.  W.  Guthrie 

E.  R.  Hall 

V.  A.  Hall 
Margaret  A.  Halle 
J.  F.  Hamilton 

E.  C.  Ham 

B.  F.  Hardin 
James  I).  Hardy 
j.  H.  Harris 
Mallory  Harwell 

A Kenneth  Hawkes 

C.  D.  Hawkes 
Jean  M.  Hawkes 
James  E.  Hayes 

I K Haynes 
C.  H.  Heacock 
J.  P.  Henry 

A.  L.  Herring 
George  B.  Higley 
Fontaine  S.  Hill 
J | Hobson 
C.  F.  Hoffman 

W.  K.  Hoffman.  Jr. 

M.  W.  Holehan 
J.  E.  Holmes 

I I ni..  1 1 I Hot<  Id  iss 
C.  H.  Householder 

I < >1 1 1 1 I Houston 
William  T.  Howard 

A.  G.  Hudson 
Joe  Hufstedler 
John  D.  Hughes 
James  G.  Hughes 
Max  O.  Hughes 
W.  E.  Hurt 
William  H.  Hurteau 
J.  H.  I jams 
C.  W.  Ingle 
A.  J.  Ingram 

F.  M.  Jacobs 
H.  J.  Jacobson 

G.  E.  James 
1).  H.  fames 
Hal  P.  James 
|.  A.  James 
Oliver  C.  Jeffers 
W.  I).  Jensen 
Donald  \.  lohnson 
A.  M.  Jones 
George  P.  Jones,  Jr. 
Harry  Johnson 
Robert  G.  Jordan 
A.  Wilson  julick 
L.  A.  Kasselberg 
Ernest  G.  Kelly 
Henry  G.  Kessler 
Webb  B.  Key 
Billy  W.  King 
Charles  M.  King 

I ( King 
\ D King 

T.  A.  Kirkland 
W.  F.  Klotz 
R.  A.  Knight 
Bernard  M.  Kraus 
Cary  M Kuykendall 

N.  W.  Kuykendall 
J.  Warren  Kyle 

H.  Z.  Landis 
F..  A.  I.aughlin 


0.  M.  La  ten 

i i .nd  \.  I .atham 
M.  W.  Lathram 

H.  G.  LaVellc.  Jr. 
Robert  E.  Lawson 

T.  F.  Leatherwood 
Gilbert  J.  Levy 

C.  K.  Lewis 
L.  C.  Lewis 

P.  M.  Lewis 
Hyman  I.ieber 
(Mbr.  Washington 

Carter  and  Unicoi) 
Kenneth  E.  Lindsay 
Alys  H.  Lipscomb 
Geo.  R.  Livermore 

D.  G.  Lockwood 
Charles  E.  Long 
J.  H.  Lotz 
Carruthers  Love 
George  S.  Lovejoy 
William  Lovejoy 
Edward  H.  Mabry 
W.  F.  Mackey 
Holt  B.  Maddox 
Chas.  K.  Mahaffey 
Battle  Malone  II 

T.  P.  Manigan 
Philip  M.  Markle 
Carl  D.  Marsh 

C.  II . Marshall 
A.  D.  Mason,  Jr. 
Charles  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 
u S Matthews 
William  P.  Maury 
R.  F.  Mayer 
L.  H.  Mayfield 
J.  E.  Meadors 
A.  H.  Meyer 

A.  H.  Meyer,  Jr. 
Robert  M.  Miles 

C.  W.  Miller,  Jr. 
Fox  Miller 
Harold  R.  Miller 
Richard  A.  Miller 
Richard  W.  Miller 
Dan  ( . Mills 
George  T.  Mills 
W.  D.  Mims 

1.  C.  Minkin 

B.  G.  Mitchell 

E.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 
E.  C.  Mobely 

J.  C.  Mobely,  Jr. 
Beniamin  \ Moeller 
E.  M.  Molinski 
l >a\  id  l Moore 
Fontaine  B.  Moore, 

Jr. 

Marion  R.  Moore 
Moore  Moore.  Jr. 

I ho  m a s l > M 

J.  L.  Morgan 
Henry  Moskowitz 
J.  P.  Moss 
T.  C.  Moss 
R.  Lyle  Motley 
Francis  Murphey 
W.  F.  M urrah 
Roland  H.  Mvers 
John  W.  McCall 
John  ( . McCai  II  I 
J.  J.  McCaughan 

D.  R.  McClary 

D.  C.  McCool 

R.  B.  McCormick 

O.  S.  McCown 

E.  F.  McDaniel 

| Wesley  \l i Kinnev 
I I M.  Kenzie 
I’,  i M<  l arty 
George  McPherson 
Elsie  McQuiston 
J.  A.  McQuiston 
Leon  V.  McVay.  Jr. 
John  ( Newton 

D.  W.  Oelker 
L.  C.  Ogle 
Charles  B.  Olim 
Robert  J.  O’Neil 

I.  C.  Orman 
Alfred  H.  Page 
Charles  E.  Pack.  Jr. 
Ira  O.  Park 
Joseph  B.  Parker, 

Jr. 

Samuel  Pastor 
George  1.  Pastorius 
Russell  H.  Patterson 
Morris  Pasternack 
Raphael  N.  Paul 

G.  E.  Paullus 

E.  M.  Peete 

B.  L.  Pentecost 


I D Piggoti 
W.  H.  Pistole 
Marv  Frances  Poe 

R.  M.  Pool 

A.  R.  Porter,  Jr. 

C.  H.  Porter 

I I W.  Qualls 

J.  W.  Ragsdale 

H.  R.  Raines 
J.  A.  Raines 

S.  L.  Raines 
Robert  Raskind 

R.  B.  Ray 
John  Redman 

j.  R.  Reinberger 
Hal  S.  Rhea 
Alma  B.  Richards 
W.  W.  Riggs 
M.  J.  Roach,  Jr. 

H.  J.  Roberts 
Richard  H.  Roberts 

S.  Gw  in  Robbins 

C.  G.  Robinson 
w w Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 
Nathaniel  E.  Rossett 

Josei»h  A.  Rothschild 
\\  \ Ruch 

W.  L.  Rucks 

H.  G.  Rudner 
Henry  G.  Rudner, 

Jr. 

W.  A.  Runkle 
r.  O.  Rychener 

I. .  C.  Sanders 

R.  L.  Sanders 

S.  II.  Sanders 
W.  T.  Satterfield 
David  1 Scheinberg 

H.  C.  Schmeisser 
p.  ( Schreier 
Einioi  C.  Schultz 
Joseph  I Soanm 

B.  Scott 
latnes  L.  Seale 
I I . sebulsky 
E Segerson 
M.  B.  Seligstein 

R.  E.  Semmes 
John  L.  Shaw 
|.  | Slic.i  It. 

| antes  R.  Shelton 
Saul  Siegel 
W.  It.  Simpson 
Paul  R Sissman 
Edward  E.  Skinner 
\l\  in  1 Smith 
Hugh  Smith 

0.  E.  Smith 

1 Ward  Smvtlie 
1 rank  V.  Smvtlie, 

WilViam  T.  Snoddy 
John  1.  Sohm 

I.  S.  Speed 
Douglass  H.  Sprunt 
Joseph  Stabnick 

( Coo pei  ''i  nii -mI 

1,  Jt  Stanford 
Roy  G.  Stark 
William  r.  Stepp 
Oscar  Stegall 
Newton  S.  Stern 

T homas  N.  Stern 
Cleo  W.  Stevenson 
j.  \f.  Stevenson 

F..  N.  Ste\enson 
M.  j.  Stewart 

S.  Fred  Strain 

D.  in. i M Street 
,\  N.  Streeter 
Hall  S.  Tacket 
It.  S.  Talley 
Finis  A.  Taylor 
James  A I loi 
Robert  C.  Taylor 
W.  W.  Taylor 
Morton  T Eendler 
Hanes  I I hump 

son.  Jr. 

I.ouis  E Tolbert.  Jr. 
William  W.  Tribby 
A B.  Tripp 
Merlin  L.  Trumbull 
I.  Frank  Tullis 
H.  K Turk’' 

John  C.  Turley 
R B.  Turnbull 

C.  C.  Turner 
Henry  B.  Turner 
Austin  R.  Tyrer,  Jr. 
Wm.  T.  Tyson,  Jr. 
Edmund  Utkov 

E.  A.  Vaccaro 
C.  F.  Varner 
Leonard  J.  Vernon 
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■Sidney  |)  \ick 

R.  Hudson  Vunk 
Frederick  E. 

W.ic  liter 
Y L.  Wad  ley 
Richard  P.  Walker 
W.  Hamilton  Walker 
W.  W.  Walker 
I red  C Wallace 

I.  urns  \ Wallace 
Cecil  E.  Warde 
Thomas  L.  Waring 

0.  S W arr,  Jr. 

W.  W.  Watkins 

J.  J.  Weems 

I 1).  Weiner 

s l Wcner 

1.  I).  West 

1 . H.  West 
William  G.  White 
1.  E.  Whitcleather 
W.  L.  Whittemore 
VV  altei  I Wilhelm 
ii  ( ■ Williams 
s.  B.  Williamson 
Harwell  Wilson 
James  E.  W ilson 
John  M.  Wilson 
j.  B.  Witherington 

C.  H.  Workman,  Jr. 
C.  W.  Woolley 
P.  11.  Wood 
Howell  D.  Woodson 
l It  m \ Wurzburg 
C.  F.  Yates 
Jack  G.  Young 
lohn  1).  Young 
Bernard  /ussman 

Millington 
N.  1)  \cree.  (r. 

\ J.  Cates 

R'llt'igh 

Hal  E.  Bennett 


Indian  Mound 
C.  \.  Keats 
\Ibr.  Montgomery 
Co.) 


SULLIVAN 

COUNTY 

Blountville 
I.  W.  Erwin 
Hint J City 
Virginia  Shepherd 
Clinton 

Sidney  S.  Whittaker 

Jiristol 
( I enn.-Va.) 

H. m \ W Bac liman 
I R.  Bowers 

B.  B.  Brinkley 
W.  C.  Carreras 

V I Chew 

V II.  Copenhavcr 
Bennett  Cowan 

W . s.  Credle 

E.  B.  Cunningham 
Arthur  B.  English 
Marshall  I).  Hogan 
\ i thui  Hooks 
lorn  II.  Kuhnert 

I. 0.  Marcy 
Fred  McCall 
L.  C.  McNccr 
B.  W.  Mongle 
Norman  G.  Patterson 
Seymour  Pelzer 

I.  E.  Phillips 
1 . W.  Suttcrlin 
I I I hat  kston 
T.  C.  Todd 
1).  1).  Vance 
I rederit  k Vance,  Jr. 
W in.  K.  Vance,  jr. 
Brute  E.  Walls 


V L.  Hyatt 
I.  S.  Ruffin,  Jr. 

H.  S.  Rule 

I.  C.  Witherington 
James  1).  Withering 

ton 

Mason 

\\  W . Wilder 
Mu  nford 

\ S.  Witherington. 
Jr. 

TROUSDALE 

COUNTY 

Hartsville 
Edgar  K.  Bratton 
1 M hr.  Smith  Co. ) 
Rhea  E.  Garrett 
(Mbr.  Smith  Co.) 

I \ I CO  I COUNTY 
Erwin 
R.  H.  Harvey 
II.  L.  Monroe 
I.  R.  Moody 
Earl  Peterson 

VAN  BUREN 
COUNTY 


C.  S.  Gresham 
lames  ().  Hale 
|.  L.  Hankins 
Walter  I).  Hankins 
George  B.  Hobach 
U.  G.  Jones 
John  I . Lawson 
Carroll  H.  Long 
W I Mathes 
Ray  W.  Mettetal 
George  E.  Miller 
Walter  R.  Millci 
I.  G.  Moss 
I.  T.  McFaddin 
T.  P.  McKee 
I.  B.  McKinnon 
Walter  A.  McLeod 
Harry  Myron,  Jr. 

I rank  D.  Owings 
Robert  E.  Piston 
William  G.  Picas 
lames  J.  Range 
Clarence  I Rullin 
[.  M.  Sams 
George  K.  Scholl 
Howell  W.  Sherrod 
Charles  K.  Slade 
Mel  1).  Smith 
Hugh  F.  Sw  ingle,  Jr. 
Harry  Waggoner 
T.  S.  Wedde 
Charles  P.  WrofTord 

i l \\  i i 

John  M.  Wilson 


SMITH  COUNTY 
Carthage 
Hugh  F.  Green 
R.  F.  Key 
Gordon  Petty 
L.  1).  Sloan 
I haver  S.  Wilson 

Chestnut  Mound 
I . 1).  Gross 


STEW  ART 
COUNTY 

Cumberland  City 

F.  A.  Martin 
(Mbr.  Montgomery 
Co.) 

In  Service 


Kingsport 
* 1 B.  \dams 
M.  J.  Adams 
M Shannon  Mien. 
Ir. 

Donald  W . Boles 
lames  H.  Boles 

H.  ().  Bolling 
II.  J.  Brown 
Robert  Hyatt  Brown 

I.  Sam  Brown,  Jr. 
H.  S.  Burem 

W.  B.  Camp 
Robt  ( (In istensen 
L.  C.  Cox 
Paul  W.  Cox 
C.  S.  Crook 

F.  M.  Duckwall 

G.  R.  Evans 

W . C.  Eversole 

J.  At  lee  Flora 


William  Harrison 
I.  V.  Hodge 
B.  Roy  Howard 
Robert  C.  Jones 
Kenneth  R.  Kiesau 
M.  I).  Massengill 
Eugene  Maul 
Robt.  E.  McCall 
Vnabcl  S McCon 
nell 

Frederick  (».  Mc- 
( onnell 

1 liomas  I'.  McNeer 
John  Munal 
Cecil  F.  Myall,  Ji 
I.  R.  Pierce 
I . S.  Powers 
I.  Shelton  Reed 
W.  H Reed 
W.  E.  Scribner 
Mcrrit  B.  Shobe 
R.  A.  Steadman 
F.  W.  Tipton 
lames  S.  Vermillion 
John  B.  Warren 
I.  Dwight  Whitt 
\\  \ Wiley 

I E.  Williams 
1 B.  Yancey 

Piney  Flats 
Aaron  Cole 
(Mbr.  Washington* 
Carter-Unicoi  Cos.) 


SUMNER 

COUNTY 

Pet  h page 
W.  W.  Roark 

Gallatin 
I.  11.  Beasley 
W.  M.  Dedman 
W.  B.  Farris 
C.  1).  Giles 
lames  A.  Loveless 
Vincent  M.  Small 
Limes  R . I routt 
John  B.  Wallace 

Hendersonville 
I.  Wesley  Osborne 

Portland 
Mbert  CL  Dittes 
Sidney  C.  Knight 
Ralph  \V.  Simonton 
Jr. 

TIP  I ON 

COUNTY 

Covington 
\.  J.  Butler 


Spencer 

Margaret  Wrenn 
Rhinehart 


WARREN 

COUNTY 

McMinnville 
J.  P.  Dietrich 
i I Edwards 
Hoyt  C.  Harris 
C.  E.  Peery,  Jr. 
lohn  T.  Mason 


WASHINGTON 

COUNTY 

Johnson  City 
1.  R.  Bowman 

F.  T.  Brading 

G.  J.  Budd 

E.  M.  Campbell 
Lewis  F.  Cosby,  Jr. 
Ralph  Cross 
T.  J.  Ellis 
C.  W.  Friberg 

\\  ( . III-! 

Lee  K.  Gibson 
’ Newton  F.  Gai  land 
Law  rence  E.  Gordon, 
Jr. 


Jonesboro 
A.  J.  Willis 

D.  C.  Nelson 

Limestone 
R.  H.  Ruble 
G.  V.  Stanton 

Mountain  Home 
C.  M.  Creech 
|oe  C.  Crumley 
Mi  Kinnon  I*. 1 1 is 
Charles  II.  Harney 

F.  B.  Kelly 
Martin  Kerlan 
lohn  i’.  JMat 
Eleanor  W.  Town- 
send 

Shelburne  D.  Wilson 


WAYNE  COUNTY 

Collinwood 
W.  W.  Rippy 
(Mbr.  Lawrence  Co.) 

Clifton 

John  T.  Keeton 
(Mbr.  Consolidated) 


IVaytiesboro 
Dexter  L.  Woods 
(Mbr.  Lawrence  Co.) 


WEAKLEY 

COUNTY 

Dresden 
M.  R.  Beyer 
Paul  W.  Wilson 

Gleason 

Robert  M.  Jeter 

Greenfield 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

R.  W.  Brandon 
R.  W.  Brandon,  Jr. 

H.  G.  Edmondson 
G.  S.  Plog 

E.  (..  Thurmond 
WHITE  COUNTY 

Sparta 

W.  11.  Andrews 


WILLIAMSON 
COI  NT\ 

College  Grove 
George  A.  Hatcher 
(Mbr.  Davidson  Co.) 

Franklin 
A.  B.  Bray 
Vincent  Di  Ricnzo 
Harry  L GufTee 
R.  H.  Hutcheson 
Mallei  Pyle 
(Mbr.  Davidson  Co.) 
T.  C.  Rice 
Louis  D.  Zicdbcrg 

WILSON  COUNTY 
Lebanon 

G.  M.  Allison 
(Mbr.  Smith  Co.) 

F.  B.  Dunklin 
O.  Reed  Hill 

R.  C.  Kash 
James  P.  Leathers 
Charles  T.  Lowe 

S.  B.  McFarland 

T.  R.  Purycar 

J.  II.  1 ill.  N 
VV.  K.  Tilley 
Phillips  Turner 

Watertown 
R.  E.  Mudd 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 


I I Mexander.  Stansburv  Building 
M.  W.  Barnard,  McWilliams  Bldg. 

I R Blanks,  203  H/S  Chickamauga  Avenue 
Henry  B Brackin,  Jr.,  7949  Temple  Road 
Earl  Best.  Jr.,  % General  Delivery  . 

H.  \V.  Crouch,  V eterans  Hospital 

Clarence  M Easley.  SO  Buchanan  \ venue  Asheville,  N.  ( 

Jean  S.  lelton,  Lniv.  of  Oklahoma.  School  of 


Rossville.  Ga. 
(Tarksclale,  Miss. 

Rossville.  Ga. 
Philadelphia,  Pa. 
.Vicksburg,  Miss. 
Jefferson  Barracks,  Mo. 


Medic  ine 
lames  L.  C Gardner 

lock  L.  Graeme,  5 5 ( > Morris  Vvenuc 
David  M Hall.  I ( )7  Calvin  Street 
( hat les  II  Harney,  >24  East  Drive 
< lain  I H<  itman,  201  ( alifoi nia  Bldg. 
R.  \.  Koch,  28  1)..  Druid  Garden 
\.  K Meyer,  1407  North  3rd  Street 
Sam  R.  Miller.  Jr. 

R.  H.  Millis,  Box  313 
B I Otey 
\.  ( Parker 
lulius  Parker 
I lospital 

1 cl  ward  C.  Perkins, 

150  5th  Ave.  ... 


Oklahoma  City,  Okla. 
IT  wood  City,  Pa. 
Summit,  N.  J. 

Ruston,  La. 
Sewickley,  Pa. 
Stockton,  Calif. 
I use aloosa,  Ala . 

Clinton,  Iowa 
Fontana.  N.  ('. 
VVabasso,  Florida 
I landreau.  So.  Dakota 
( larksdalc,  \ 1 1 


J.  C. 

(has 


Medical  Group,  Montefaire 

Bronx  (>7,  N 

Board  of  Missions  Church, 

New  York  LL  N.  V 


York 


Peterson.  Marquette  lniv . 
1 Sappington,  Box  573 


>f  Medicine 


Milwaukee.  Wise. 
Sunnysidc,  Wash, 
ohn  Samuels  Hickman.  Kv. 

|ohn  M.  Saunders,  Federal  Security  Agencv,  Regional 

Washington.  I).  C 

Solomon,  1075.5  C> rifling  Blvd.  Miami,  Fla. 


Off 
J.  II 


‘In  Service 


John  R.  Smith,  227  West  Northside  Drive 
II.  S.  Span 

George  Vassey,  Stansburv  Bldg. 

Starnes  E.  Walker.  303  Fast  Armour 
John  C.  Williams,  130  North  Shelbv 
J.  C.  Woodall 


().  F.  Von  Werssowets.  Cion/ales 
Foundation 


Warm  Springs 


Jackson,  Miss. 
Olive  Branch,  Miss. 
Rossville,  Ga. 
Kansas  City,  Mo. 
Greenville,  Miss. 
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ADRENAL  CORTICAL  INSUFFICIENCY,  cor- 
tisone therapy  as  a cause  of  (ed)  346 


CANCER 


ampulla  (cc) 

hypopharynx,  mixed  tumor  (*) 
Intra-oral  (*) 

oropharynx,  hypopharynx,  larynx, 
ment  of  (*) 
pancreas  (vv) 


59 

212 

41 

manage- 

452 

374 


AMERICAN  MEDICAL  ASSOCIATION,  lobby 
(ed)  . 32 


CESAREAN  SECTION:  see  Pregnancy 
CHOLECYSTITIS:  see  Gallbladder 


ANESTHESIA,  and  analgesia  with  trilene  (*)  87 

ANNOUNCEMENTS  39.  76,  118,  158,  230,  269, 

355,441,  485 


ANOREXIA,  NERVOSA  (cc) 

330 

ANTIBIOTICS 

abuses  in  the  use  of  (*) 

403 

penicillin  administered  vaginally 

and  orally, 

comparison  (ab) 

416 

CLINICAL  CONFERENCES 

Thayer  V.A.  Hospital  374 

University  of  Tennessee  59,  182,  290 

Vanderbilt  University  20,  91,  330,  461 


CLINICOPATHOLOGIC  CONFERENCES 


Baptist  Memorial  Hospital 
John  Gaston  Hospital 
Nashville  General  Hospital 
Vanderbilt  University  Hospital 


469 

25,  95,  253,  338 
424 
216 


ANXIETY  STATES  ( > 


445  COLITIS,  ulcerative  (*) 


357 


ARGYROSIS,  cornea  and  conjunctiva  (*)  11  CONVULSION:  see  Epilepsy 


ASSISTANCE  PROGRAMS,  FEDERAL  AND 


STATE 

dependent  children,  aid  to,  a report  104 

disabled,  aid  to  (ed)  300 

doctor’s  part  in  (ed)  102 

ATHEROSCLEROSIS,  relationship  of  physical 
hyperlipemia  to  (*)  52 

ATHLETE,  neglected  (*)  371 

BERI-BERI  (*)  14 

BOOK  REVIEWS  37.  74,  115,  155,  230,  267,  306, 

353,  392,  440,  483 

BRAIN,  thromboangitis  obliterans  of  (cc)  377 

BREAST,  gynecomastia  (*)  210 

BROMIDE  INTOXICATION  (cc)  182 


CORONARY  ARTERY  DISEASE:  see  Heart 

CORTISONE  therapy,  a cause  of  adrenal  cor- 
tical insufficiency  (ed)  346 

DEATHS  33,  70,  111,  188.  226,  262,  301,  350, 

387,  436,  479 

DIABETES  MELLITUS 

detection,  value  of  routine  blood  sugar  tests 


in  (ab)  282 

glucose  and  fructose,  metabolism  of  (ab)  36 

pregnancy  in  (ab)  252 

retinopathy,  X-ray  therapy  of  (ab)  345 

tuberculosis,  a survey  of  (ab)  13 

triopathy,  the  diabetic  (ab)  460 

DUODENUM,  ulcer,  vagotomy  and  antral  re- 
section in  treatment  of  (*)  275 

EAR 

Meniere’s  syndrome,  surgical  treatment  of 
(*)  326 


BUERGER’S  DISEASE:  see  Brain 
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suppuration  of  hypo-tmypanic  and  eustachian 
tube  regions,  operative  treatment  of  (*)  247 


ELECTROLYTES— FLUIDS 

balance  of,  in  medicine  (*)  239 

balance,  in  surgery,  in  adults  (*)  235 

therapy  in  infants  and  children  (*)  242 

EMBOLISM,  recurrent  of  cardiac  origin,  chron- 
ic anticoagulant  therapy  in  (ab)  268 


EPILEPSY,  convulsive  disorders  in  children  (*)  1 

EYE 


cornea  and  conjunctiva,  argyrosis  of  (*)  11 

eyelids,  some  simple  surgical  procedures  on 
(*)  287 

optic  chiasm,  recognition  of  lesions  (*)  407 

retinopathy,  X-ray  treatment  of  (ab)  345 

GALLBLADDER,  partial  cholecystectomy  in 

acute  cholecystitis  (*)  80 


GERIATRICS 

dermatologic  problems  in  (*) 
medical  conditions  associated  with 
management  of  (*) 
psychiatric  aspects  (*) 
surgical  patient,  management  of  (*) 

GYNECOMASTIA:  see  Breast 


HEADACHE,  management  of  (*)  202 

HEART 

architectonics  (ab)  402 

coronary  artery  diseases,  precordial  leads  in 
diagnosis  (ab)  10 

ectopia  cordis,  thoracico-abdominal  (ab)  419 

embolism,  recurrent,  chronic  anti-coagulant 
therapy  in  (ab)  268 

mitral  stenosis,  surgical  treatment  of  (cc)  461 

patent  ductus  arteriosus,  diagnosis  and  treat- 
ment of  (*)  205 

pericarditis  (cc)  20 

pericarditis,  acute  and  non-specific  (ed)  31 

pregnancy  and  (ab)  99 

pregnancy  and  (ed)  261 

rheumatic  disease  (cpc)  25 

thyrocardiac  disease  (ed)  383 


thyroid,  Im  in  treatment  of  heart  disease  (ab)  79 

HYPEREMESIS  GRAVIDARUM:  see  Pregnan- 
cy 

HYPERTENSION,  oxytocics,  following  the  use 


of  (ab)  225 

HYPERVENTILATION  SYNDROME  (ab)  286 


INFECTIOUS  MONONUCLEOSIS,  use  of  im- 
mune gamma  globulin  in  treatment  of  (*)  458 


INJECTABLES 

abuse  of  (ed)  431 

use  and  abuse  of,  in  office  practice  (*)  399 

INSULIN,  lipodystrophy  following  injections 
of  (ab)  248 

INTESTINE 

enteritis,  staphylococcal  (cpc)  469 

obstruction  of  (cc)  290 

JAUNDICE,  cancer  of  ampulla  (cc)  59 

JOURNAL,  readers,  poll  of  347 


KIDNEY,  nephritis,  glomerular  (cpc)  253 

LIPEMIA,  relationship  to  atherosclerosis  (*)  52 

LUPUS  ERYTHEMATOSUS 

discoid,  atabrine  therapy  in  (*)  283 

discoid,  treatment  of  (*)  279 

disseminated,  acute  (cpc)  338 

MEDICAL  CARE 

distribution  of  physicians  (pp)  260 

family  care  program  of  University  of  Ten- 

essee  (*)  49 

in  coal  mining  areas  (ed)  384 

indigents,  hospitalization  of  (ed)  67 

Magnuson  Commission  (ed)  33 

management’s  stake  in  (ed)  432 

president’s  reorganization  plan  (ed)  151 

V.A.  Hospital  and  medical  care,  our  policy  on 

(PP) 474 

Voluntary  prepayment,  the  Future  of  (ed)  478 

MEDICAL  EDUCATION 
medical  education  (pp)  297 

shades  of  Abraham  Flexner  (ed)  68 

MEDICAL  MIRROR  151,  225 

MEDICAL  NEWS  IN  TENNESSEE  72,  114,  154. 

189,  227,  265,  303,  351,  390,  437,  482 

MEDICINE,  ideals  and  ethics  of  (*)  197 

MENIERE’S  DISEASE:  see  Ear 

MILKER'S  NODULES  (*)  420 

MITRAL  VALVULAR  DISEASE:  see  Heart 

MIXED  TUMOR:  see  Cancer 

MOUTH,  cancer  of  (*)  41,  374 

NATIONAL  NEWS  36,  71,  113,  153,  189,  264,  302, 

351,  390,  481 


NEPHRITIS:  see  Kidney 

NURSES,  is  unionization  in  the  offing?  (ed)  224 

OPTIC  CHIASM:  see  Eye 

PANCREAS,  cancer  of  (cc)  374 

PARKINSONISM,  diagnosis  and  treatment  of 
(*)  143 

PATENT  DUCTUS  ARTERIOSUS:  see  Heart 

PEPTIC  ULCER:  see  Stomach  and  Duodenum 

PERICARDITIS:  see  Heart 

PERSONAL  NEWS  36,  73,  114,  154,  193,  229,  267, 

306,  353,  391.  439,  483 

PHLEBITIS,  post-phlebitic  leg,  management  of 
(*)  412 

PLACEMENT  SERVICE  38,  74,  116,  156,  231,  269, 

307,  354,  396,  484 


POISONING 

bromide  (cc)  182 

vitamin  D (*)  140 

POLIOMYELITIS 

value  of  early  diagnosis  in  prevention  of  pa- 
ralysis (*)  77 

gamma  globulin  in  (ed)  223 


316 

aging, 

313 

319 

321 


496 


INDEX  TO  VOLUME  46 


December,  1953 


PREGNANCY 

abortion,  therapeutic,  changing  indications 


and  contraindications  for  ( : ) 249 

diabetic,  pregnant  (ab)  252 

ectopic,  cul-de-sac  aspiration  and  other  di- 
agnostic aids  (ab)  204 

heart  disease,  and  (ab)  99 

heart  in  (ed)  201 

hyperemesis  gravidarum,  treatment  of  (*)  132 

PRESIDENT  146,  147 

PRESIDENT'S  PAGE  30.  66,  101,  148,  185,  222, 


260,  297,  344,  381,  429,  474 
PROGRAMS— MEDICAL  SOCIETIES  33,  70,  112, 


152,  188,  226,  263,  301,  350,  385,  436,  480 

PSYCHIATRY,  geriatric  care,  population  as- 
pects of  (*)  219 

PSYCHOLOGY,  practice  of,  the  doctor  and 
(ed)  398 

RHEUMATIC  FEVER 

aspirin,  ACTH  and  cortisone,  in  the  treatment 

of  (*)  337 

recurrences  of,  prophylaxis  with  penicillin 
(ab)  124 

RINGWORM  of  scalp  (*) 367 

SEX 

sex — the  doctor — Kinsey  (ed)  476 

sexes,  weaker  of  (ed)  150 

SKIN 

discoid  lupus  erythematosus,  atabrine  thera- 
py in  (*)  283 

discoid  lupus  erythematosus,  treatment  of 

(*)  27.) 

geriatric  patients,  dermatologic  problems  of 

(*)  316 

lesions,  excision  of  (*)  89 

scalp,  ringworm  of  (*)  367 

tumors,  small,  rational  treatment  of  (*)  214 

SPINAL  CORD,  trauma  of  (cc)  . 91 

STOMACH,  ulcer,  marginal,  management  of 
(*) 56 

SURGERY 

aged  patient,  management  of  (*)  321 

physiology  in  the  daily  practice  of  (*)  127 


preoperative  evaluation  from  the  medical 
viewpoint  (*)  417 

skin  lesions,  excision  of  (*)  89 

unnecessary  pelvic  (ed)  67 

SYPHILIS,  treponemal  immobilization  test 
(ed)  186 

TECHNICIANS,  medical  need  for  properly 
trained  (*)  433 

TENNESSEE  STATE  MEDICAL  ASSOCIA- 
TION 

annual  program  108 

annual  session  (ed)  102,  187 

board  of  trustees,  proceedings  of  168 

bowing  out  with  an  official  report  (pp)  148 

committees  40,  119,  195,  273,  311,  398,  443,  486 
conference  on  problems  in  the  bituminous 
coal  mining  areas  385 

house  of  delegates,  proceedings  of  159 

in  bulletin  of  American  College  of  Surgeons 
(ed)  299 

membership  roster  488 

message  of  appreciation  (pp)  101 

officers  120,  196,  234,  274,  312,  444,  487 

reports  of  officers  and  committees  170 

shall  be  coast  now — or  forge  ahead  (*)  125 

task  ahead,  the  (*)  121 

Tennessee  medical  foundation  (pp)  429 

tribute  to  Memphis  (pp)  185 

THYROID 

disease,  management  of  (*)  135 

Ii:u  in  treatment  of  heart  disease  (ab)  79 

thyrocardiac  disease  (ed)  383 

thyroiditis  (ab)  19 

THYROIDITIS:  see  Thyroid 

TREPONEMAL  IMMOBILIZATION  TEST 
(ed)  186 

TRILENE:  see  Anesthesia 

TUBERCULOSIS 

diabetics,  a survey  of  (ab)  13 

enteritis,  peritonitis,  miliary  (cpc)  216 

miliary  (cpc)  95 

miliary  and  meningeal,  treated  with  strepto- 
mycin, five  year  follow-up  (ab)  296 

of  spleen  (cpc)  424 

VITAMIN  D POISONING  (*)  140 

WOMEN’S  AUXILIARY  393 


Glea>uUeuL 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
- — Basal  Metabolism — Hydrotherapy 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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Many  specialty  groups  have  accepted  the  invitation  of  the  Board  of 
Trustees  to  meet  concurrently  with  the  State  Association  in  Memphis  on 
April  13,  14,  15,  and  16. 

A meeting  of  representatives  of  specialties  with  Dr.  R.  H.  Kamp- 
meier.  Chairman  of  the  Program  Committee,  and  your  Executive  Secretary 
was  held  last  month  to  discuss  the  new  arrangement.  As  a result,  it 
appears  certain  that  the  Tennessee  Chapter  of  the  College  of  Surgeons, 
the  Tennessee  Academy  of  General  Practice,  the  College  of  Chest  Physi- 
cians, the  Tennessee  Society  of  Radiologists,  the  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  the  Pediatric  Society,  and  the  Diabetes  Associa- 
tion will  cooperate. 

No  representative  from  the  Orthopedists  or  Pathologists  was  pres- 
ent. It  is  hoped  that  these  groups  will  meet  also.  Some  of  the  spe- 
cialty groups  have  By-Law  provisions  requiring  their  annual  meeting  to 
be  held  on  a different  date  from  the  State  Association.  In  these  cases, 
it  is  requested  that  the  officers  of  these  societies  request  the  members 
to  agree  to  hold  their  meeting  with  the  Association  in  lieu  of  their 
regular,  stated  meeting.  These  groups,  if  they  desired,  could  then 
amend  their  by-laws  to  set  their  annual  meeting  concurrently  with  the 
Association. 

It  was  the  consensus  of  opinion  of  those  attending  the  meeting  that 
the  new  arrangement  will  result  in  better  scientific  programs  and  better 
attendance.  Certainly  the  "a  la  carte"  scientific  menu  will  be  very 
attractive  to  all  physicians.  Here's  the  new  arrangement  in  brief: 

MONDAY — House  of  Delegates  meeting.  (No  scientific  programs,  general  or 
special. ) 

TUESDAY,  WEDNESDAY,  AND  THURSDAY  MORNINGS — General  Scientific  Sessions. 
TUESDAY,  WEDNESDAY,  AND  THURSDAY  AFTERNOONS — Specialty  Scientific  Ses- 
sions. 

MONDAY  NIGHT — Reserved  for  banquets,  annual  business  sessions,  election 
of  officers  for  all  specialty  groups. 

TUESDAY  NIGHT — President's  Night  (no  other  meetings,  please). 

WEDNESDAY  NIGHT — Fun  Night  (for  everybody). 

Specialty  sections  may  have  their  own  guest  speakers,  but  the  Gen- 
eral Sessions  have  been  reserved  for  papers  to  be  read  by  our  own  mem- 
bers. Officers  of  the  specialty  groups  planning  to  meet  with  the  Asso- 
ciation should  advise  the  Executive  Secretary  of  their  plans  in  order 
that  space  and  equipment  can  be  assigned  advantageously.  We  have  op- 
tioned all  the  public  space  of  the  Peabody  Hotel,  but  will  gladly  assign 
facilities  to  specialty  groups.  The  scientific  and  social  programs  of 
the  specialties  should  be  in  the  hands  of  the  Executive  Secretary  by 
March  1 for  publication  in  the  March  Journal  and  in  the  regular,  offi- 
cial program. 

The  new  arrangement  will  require  FOUR  days  for  this  meeting,  but  it 
is  hoped  that  the  House  of  Delegates  will  amend  the  By-Laws  to  provide 
that  the  House  meet  on  Sunday,  and  that  Monday,  Tuesday  and  Wednesday  be 
given  over  to  General  Scientific  and  Specialty  Sessions.  Many  members 
of  the  House  have  been  disappointed  to  find  that  their  specialty  has  had 
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its  programs  conflicting  with  the  House  in  the  past.  This  is  another 
significant  reason  for  the  new  arrangement. 


Finally,  the  new  arrangement  is  an  experiment.  The  sole  reason  for 
it  is  to  make  a bigger  and  better  meeting  possible  for  all.  Attendance 
at  the  State  Meeting  has  INCREASED  for  the  past  two  years,  while  other 
states,  with  few  exceptions,  have  witnessed  a DECLINE  in  attendance. 

The  new  "pseudo-sectional"  plan  should  bring  more  people  to  the  meeting, 
and  certainly  the  scientific  quality  of  the  meeting  should  show  even 
more  improvement. 


More  than  a month  ago,  all  46  local  societies  were  invited  to  nomi- 
nate a candidate  for  the  "Outstanding  General  Practitioner  Award."  So 
far,  not  a single  society  has  nominated  a candidate.  This  should  be 
done  soon.  The  brochure  describing  each  candidate  must  be  in  the  Execu- 
tive Secretary's  hands  by  March  15.  The  winner  will  be  elected  by  the 
House  of  Delegates  on  Monday  and  the  Award  will  be  made  during  the  Pres- 
ident's Night  program  on  Tuesday  night. 


1952  is  gone.  For  the  Association  it  had  been  a good  year — a year 
of  significant  progress  on  many  fronts.  Three  of  the  most  significant 
statistical  records  made  last  year  are  in  membership,  AMA  membership, 
and  participation  in  the  Revised  Tennessee  Plan. 


As  of  December  31,  there  were  2,137  members  of  the  Association — 
2,010  active  members,  127  veteran  members. 

In  1951,  there  were  1,953  active  members  and  110  veteran  members 
for  a total  of  2,063.  This  11.4%  increase  in  active  membership  is  re- 
markable for  a 123-year-old  organization. 


1,856  of  our  2,010  active  members  also  paid  1952  AMA  dues,  or  93%. | 
Last  year,  only  1,673  members  paid  AMA  dues,  or  86%.  The  payment  of  AULf 
dues  is  voluntary,  except  in  one  local  society,  and  this  record  is 
splendid.  We'll  look  forward  to  comparing  our  AMA  dues-paying  record 
with  other  states  when  the  reports  are  in. 

1,700  members  have  signed  participating  agreements  to  service  the 
Revised  Tennessee  Plan.  This  number  is  85%  of  our  active  membership. 

The  Tennessee  Plan  is  only  three  years  old,  and  the  development  of 
"service"  prepaid  plans  has  been  a development  of  little  more  than  a 
decade.  This  is  another  accomplishment  on  a voluntary  basis  that  we'll 
stack  up  against  the  national  average — and  almost  against  any  other 
state.  Blue  Shield  Plans,  for  example,  usually  require  only  51%  of  the  itu 
doctors  signing  in  a given  area  to  participate  and  operate.  The  splen- 
did physician  support  of  the  Tennessee  Plan  has  attracted  national  at- 
tention. |i:: 

In  reflection,  your  Executive  Secretary  has  observed  the  erection 
of  the  123rd  annual  milestone  in  the  history  of  this  Association.  On  it 
is  engraved  a long  list  of  accomplishments — too  long  to  recount  here. 

This  list  bespeaks  a vital,  progressive  growth  of  a great  profession — a 
profession  dedicated  to  "the  advancement  of  medical  science  and  the  pub-  : 
lie  health." 


Your  attention  is  called  to  page  34  which  shows  our  AMA  dues-paying 
record  and  participation  in  the  Tennessee  Plan  by  local  societies  on  a 
percentage  basis. 


Special  honors  and  recognition  go  to  the  following  local  county  so- 
cieties for  having  a 100%  record  in  BOTH  AMA  dues  and  participation  in 
the  Tennessee  Plan:  BRADLEY,  FRANKLIN,  JACKSON,  PERRY,  SEVIER,  TIPTON  It] 
and  WEAKLEY.  fill 


The  four  large  societies  have  the  following  percentages: 


|;ir 


AMA 

Tennessee 

Knoxville 

100% 

66% 

Memphis 

98% 

62% 

Chattanooga 

97% 

43% 

Nashville 

93% 

71% 

i 


( One  of  the  points  of  The  Tennessee  Ten  is  continuing  education  of  the  profession.  Doctor 
Paul  Williamson  has  made,  for  the  University  of  Tennessee  Medical  School , an  interesting 
and  significant  survey.  This  survey  is  published  below  for  your  information.) 

"This  is  a survey  and  commentary  on  non-urban  family  physicians  in  Tennessee, 
.ncluding  only  those  who  have  indicated  no  special  interest  in  any  field  of  medi- 
;ine.  Some  figures  on  specialized  physicians  are  included  for  purposes  of  compari- 
son and  illustration.  There  are  slightly  fewer  than  600  non-urban  family  physicians 
In  Tennessee.  Replies  have  been  obtained  from  546,  or  91  per  cent.  The  survey  has 
Deen  broken  down  by  age  groups  with  the  following  numerical  representation:  There 
are  188  physicians  under  40,  182  between  the  ages  of  40  and  60,  170  between  60  and 
30.  Six  are  over  80. 

"Of  the  total  group,  32  per  cent  do  not  do  any  of  their  own  surgery,  15  per 

;ent  do  no  pediatrics,  and  13  per  cent  do  no  obstetrics.  Broken  down  by  age  groups 

the  percentage  of  physicians  doing  surgery  is  reported  as  follows: 

Under  40  40  to  60  Over  60 

Do  all  surgery  73.5%  66.5%  36.3% 

Minor  surgery  only  4.3%  11.9%  11.0% 

"Older  physicians  tend  to  do  only  minor  surgery  and  tend  to  confine  their  sur- 
gery to  those  procedures  that  can  be  done  in  their  offices.  The  increasing  availa- 

bility of  adequate  hospital  accommodations  has  made  it  possible  for  younger  men  to 
put  into  practice  their  surgical  skills  while  these  skills  are  fresh  in  their  minds. 
This  increase  in  available  hospitalization  has  also  made  it  feasible  for  a general 
practitioner  to  acquire  increasing  surgical  skill. 

"If  one  may  accept  these  figures  and  the  conclusions  drawn  as  authoritative  in 
any  degree,  it  then  becomes  apparent  that  we  may  expect  an  increase  in  surgical 
practice  by  non-urban  general  practitioners  in  future  years.  The  trend  shown  by  the 
current  figures  is,  we  believe,  significant. 

"Obstetrics  and  pediatrics  done  by  general  practitioners  also  reveal  interest- 
ing trends  when  broken  down  by  age  groups.  Under  40  40  to  60  Over  60 

Do  pediatrics  93.5%  91.2%  68.5% 

Do  obstetrics  92.0%  95.0%  72.0% 


This  would  indicate  the  fact  that  most  general  practitioners  during  their  most  ac- 
tive years  do  nearly  all  the  obstetrics  and  pediatrics  for  their  patients.  Quite 
naturally,  as  these  physicians  get  older  they  become  less  and  less  interested  in 
the  long  hours  needed  to  do  adequate  work  in  these  fields. 

"While  adequacy  of  physical  equipment  and  assistance  should  play  a part  in  de- 
termining whether  the  practitioner  attempts  to  do  obstetrics,  there  is  nothing  in 
these  figures  to  indicate  that  this  is  so.  Pediatrics,  on  the  other  hand,  requires 
little  special  equipment  but  is  an  exceedingly  arduous  practice.  The  figures  ob- 
tained in  the  survey  are  exactly  as  would  be  expected. 

"There  is  a definite  tendency  toward  several  G.  P.'s  banding  together  to  form 
cooperative  groups.  The  numerical  difference  in  actual  tabulation  which  follows  is 
accounted  for  by  those  who  did  not  answer.  Under  40  40  to  60  Over  60 

Practice  alone  60.7%  76.0%  84.5% 

Practice  in  group  39.0%  24.0%  15.0% 

This  illustrates  a statistically  significant  trend  toward  group  practice.  If  the 
future  tendency  may  be  predicted  from  these  figures,  then  we  may  expect  the  future 
practitioner  to  be  a member  of  a group.  Except  in  the  smaller  towns,  the  'solo' 
practitioner  will  become  increasingly  rare.  This,  we  believe,  is  a good  thing,  for 
it  produces  a higher  grade  of  medical  practice  when  the  physician  has  professional 
colleagues  for  consultation.  It  also  makes  the  life  of  the  G.  P.  a great  deal  eas- 
ier and  affords  opportunity  for  relaxation  which  he  otherwise  would  not  have. 

"One  very  disturbing  element  in  this  survey  has  been  the  fact  that  very  few 
non-urban  physicians  show  interest  in  psychosomatic  medicine. 

"Only  an  insignificant  number  of  men  now  practicing  in  Tennessee  are  not  gradu- 
ates of  acceptable  medical  schools.  Over  80  per  cent  of  practitioners  have  had  some 
intern  training.  None  of  the  men  under  40  years  of  age  reported  no  internship, 
while  4.6  per  cent  between  40  and  60,  and  47  per  cent  of  those  above  60  have  not  had 
acceptable  intern  training.  The  duration  of  this  training  is  tabulated  as  follows: 

Under  40  40  to  60  Over  60 

14.5  6 

7.8  2.9 


Average  months  internship 
Additional  months  hospital  training 


13.3 

7.2 


There  is  no  correlation  between  the  size  town  in  which  the  practitioner  is  located 
and  the  amount  of  his  training. 

"We  had  thought  to  explain  the  lesser  of  intern  training  of  younger  G.  P.'s  by 
calling  attention  to  the  fact  that  many  have  done  internships  that  were  of  nine 
months  duration.  This,  however,  offers  no  explanation  for  the  fact  that  the  averagi 
hospital  training  for  the  younger  men  is  less  than  the  40  to  60  age  group. 

"Internship  training  for  specialized  physicians  is  not  significantly  different 
than  that  for  G.  P.'s.  In  additional  hospital  training,  the  specialized  physicians 
of  Tennessee  average  almost  three  times  as  many  months  as  non-urban  general  practi- 
tioners. 

"Postgraduate  education  by  means  of  short  courses  among  non-urban  family  physi- 
cians has  been  particularly  satisfactory  as  compared  with  available  figures  from 
other  states.  Of  the  entire  group,  53.8  per  cent  have  taken  a recognized  postgradu- 
ate course  within  the  past  three  years.  Broken  down  by  age  groups  the  figures  are 
as  follows:  Under  40  40  to  60  Over  60 

Postgraduate  Study  60.7%  69.5%  36.0% 

This,  we  believe,  is  proof  that  the  practitioner  during  his  most  active  years — be-  | 
tween  the  ages  of  40  and  60 — has  come  to  appreciate  the  fact  that  he  needs  continual  W'" 
education  in  order  to  perform  an  efficient  job  in  the  practice  of  medicine.  Over  I i#1 
two  of  each  three  of  such  men  have  taken  acceptable  postgraduate  work  in  the  past 
three  years  and  nearly  one-half  of  these  physicians  have  taken  more  than  one  course. 
This  is  a tribute  to  the  men  themselves  and  to  the  activities  of  the  various  post-  7 1 

graduate  groups  in  Tennessee.  The  figure  is  considerably  higher  than  that  for  some  w 
comparative  areas. 

"Specialized  physicians  tend  to  concentrate  in  urban  centers.  Of  those  spe- 
cialized physicians  with  over  24  months  of  specialized  training,  the  following  num- 
bers are  located  in  non-urban  areas: 


Population 

2,500-5,000 

1,000-2,500 

500-1,000 


Surgeons 

4 

1 

1 


Internists 

3 

1 


ENT 

2 

1 


This  tendency  is,  of  course,  fully  expected;  however,  over  60  per  cent  of  Tennes- 
see’s population  is  non-urban  in  location.  This  means  that  the  family  general  prac- 
titioner must  locate  in  the  smaller  communities  if  adequate  medical  service  is  to  bt 
rendered  to  the  people  of  the  state.  From  the  first  figures  we  quoted,  we  may  infei 
that  not  enough  younger  physicians  are  interested  in  non-urban  practice,  for  they  dc 
not  outnumber  the  older  men  in  such  work. 

"To  explain  this  statement:  There  are  188  replies  to  our  survey  from  physicianE 
under  40,  182  from  the  40  to  60  age  group,  and  170  from  those  physicians  above  60. 
Counting  the  normal  inroads  of  death  and  disability,  this  would  mean  that  there  are 
fewer  young  men  going  into  non-urban  practice  than  there  were  20  or  40  years  ago. 
This  is  most  certainly  an  unhealthy  trend. 

"Specialization  in  medicine  has  been  one  of  the  great  factors  in  medical  prog- 
ress, but  it  is  entirely  possible  to  reach  a stage  of  overspecialization.  There  is 
no  way  to  say  with  authority  that  this  stage  has  been  reached  or  even  approached  in 
Tennessee  but  the  question  is  worthy  of  consideration. 

"One  very  interesting  fact  is  that  the  time  spent  in  training  the  general  prac- 
itioner  in  internship,  residency  and  postgraduate  courses  is  not  significantly  dif- 
ferent now  than  it  was  20  years  ago.  In  drawing  inference  from  this  fact,  four 
things  must  be  considered: 

"1.  Is  the  field  of  the  general  practitioner  constantly  narrowing  so  that  he  is 
more  thoroughly  trained  to  do  fewer  things? 

"2.  Has  the  young  general  practitioner  become  disgusted  with  the  training  we 
give  him  and  found  more  practical  ways  to  supplement  his  education? 

"3.  Is  general  practice  more  simple  than  we  have  been  led  to  believe  so  that  it 
does  not  require  more  than  a given  amount  of  training? 

"4.  Is  our  training  now  so  much  more  superior  that  we  offer  more  material  in 
less  time? 

"We  believe  that  Nos.  3 and  4 can  be  eliminated  without  discussion.  We  are 
certainly  not  prepared  to  say  whether  No.  1 or  No.  2 is  the  correct  answer.  If  you 
will  permit  a sheer  guess,  we  would  say  that  the  second  statement  is  probably  cor- 


rect. 

"From  the  other  figures  offered  in  this  survey,  we  can  predict  a growing  tend- 
ency toward  expansion  of  the  scope  of  non-urban  practice,  which  we  believe  to  be 
a good  thing,  and  a tendency  for  the  younger  physician  to  enter  actively  into  the 
fields  of  obstetrics  and  pediatrics.  Postgraduate  work  has  been  satisfactory  and 
should  steadily  increase.  There  is,  however,  a lamentable  lack  of  knowledge  of  psy- 
chosomatic medicine.  There  is,  too,  a lamentable  lack  of  interest  by  younger  men  in 
the  non-urban  family  type  of  practice.  We  believe  young  men  should  be  sold  on  the 
advantages  of  such  practice.  PAUL  WILLIAMSON 

ANN  WILLIAMSON 
KITTY  BROACH" 
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Annual 

Meeting 

Highlights 

Timetable 
of  Events 


Plans  for  the  Annual  Meeting  are  shaping  up,  emphasizing  three  fea- 
tures again — business,  education  and  fun.  Here  are  some  highlights: 

DATE — April  13,  14,  15,  16.  (Monday,  Tuesday,  Wednesday,  Thursday.) 
PLACE — Memphis,  Hotel  Peabody,  Headquarters. 

SUNDAY,  APRIL  12 

Tennessee  Academy  of  General  Practice — Scientific  Session,  Pathology  In- 
stitute Building,  UT  Campus,  in  the  afternoon. 

Advance  Registration  for  Memphis  physicians — 1:00-5:00  p.m.  (Peabody). 

MONDAY,  APRIL  13 

House  of  Delegates — Assembly  Room,  Peabody,  9:00  a.m.  (Registration  8:00 

a. m. ) . 

Academy  of  Ophthalmology  and  Otolaryngology — Peabody. 

Scientific  Sessions,  morning  and  afternoon. 

Annual  Banquet  and  Business  Session,  evening. 

Tennessee  Pediatric  Society — Peabody. 

Scientific  Sessions,  morning  and  afternoon. 

Annual  Banquet  and  Business  Session,  evening. 

Woman's  Auxiliary. 

Tennessee  Academy  of  General  Practice — Peabody. 

Annual  Banquet  and  Business  Session,  evening. 

Postgraduate  Committee  Luncheon — Noon,  Room  306,  Peabody. 

TUESDAY.  APRIL  14 

GENERAL  SCIENTIFIC  SESSIONS  (Morning) — Ballroom,  Peabody. 

Woman's  Auxiliary. 

Public  Health  Council  Luncheon,  Noon,  Peabody. 

College  of  Surgeons,  Scientific  Sessions,  Afternoon,  Pathological  Insti- 
tute. 

Tennessee  Radiological  Association,  Scientific  Sessions,  Afternoon. 
PRESIDENT'S  NIGHT — BALLROOM,  PEABODY — 8:00  P.M. 

President's  Address. 

President-Elect's  Inaugural  Address. 

Presentation  of  Outstanding  General  Practitioner. 

Presentation  of  Essay  Contest  Winner. 

All-Physician  Orchestra  Debut — Dr.  E.  L.  Tarpley,  Director. 

WEDNESDAY,  APRIL  15 

GENERAL  SCIENTIFIC  SESSIONS  (Morning) — Ballroom,  Peabody. 

HOUSE  OF  DELEGATES  Final  Session,  9:00  a.m..  Assembly  Room,  Peabody. 
Woman's  Auxiliary. 

College  of  Surgeons,  Scientific  Session,  Afternoon,  Ballroom,  Peabody. 
Tennessee  Diabetes  Association,  Scientific  Session,  Afternoon,  Peabody. 
Tennessee  Academy  of  General  Practice,  Scientific  Session,  Afternoon, 
Peabody. 

BOARD  OF  TRUSTEES,  Afternoon,  headquarters,  Workroom,  Peabody. 

FUN  NIGHT — Entertainment  Arranged  for  Association  by  Memphis-Shelby 
County  Medical  Society. 

(Details  to  be  announced.) 

THURSDAY,  APRIL  16 

GENERAL  SCIENTIFIC  SESSIONS  (Final) , Ballroom,  Peabody. 

College  of  Chest  Physicians,  Afternoon,  Peabody  Ballroom. 


Note  to  IMPORTANT  NOTE  TO  GROUPS  PLANNING  TO  MEET  CONCURRENTLY  WITH  THE  ASSCIA- 

Groups  TION: 

Planning  to  In  order  to  assure  adequate  facilities  for  everyone — meeting  place, 

Meet  with  the  banquet  facilities,  luncheons,  etc.,  the  Association  has  optioned  all 
Association  public  space  at  the  Peabody,  BUT  IT  WILL  BE  ASSIGNED  TO  ALL  GROUPS  AC- 
CORDING TO  NEEDS.  Your  Executive  Secretary  needs  the  following  informa- 
tion at  once  from  all  groups: 

1)  WHEN  you  will  meet,  2)  HOW  MANY  you  expect.  3)  BANQUET  or  LUNCH- 
EON requirements,  4)  your  PROGRAM  for  publication  MARCH  1 DEADLINE. 

Committee  Three  important  committee  meetings  were  held  in  Nashville  last 

Activities  month.  A group  of  TSMA  and  Nashville  Academy  officials,  ten  in  number, 
met  with  Larry  Rember,  Field  Director  of  AMA's  Public  Relations  Depart- 
ment, for  dinner  and  an  evening  of  discussion  of  medical  public  rela- 
tions at  the  county,  state  and  national  levels.  Larry  was  most  helpful 
to  us,  and  we  hope  we  were  to  him.  At  any  rate,  he  said  that  he  ranked 
the  TSMA  among  the  five  leading  states  in  medical  PR  activities! 


Public 
Service 
Committee 
Special 
Meeting  of 
House  Called 


The  Public  Service  Committee,  with  twenty-two  present,  including 
guests,  held  an  all-day  meeting  on  January  25  and  completed  the  final 
draft  of  the  proposed  Indigent  Hospital  Service  Act  which  will  be  spon- 
sored in  the  Legislature.  At  the  request  of  the  Committee,  President 
Daugh  W.  Smith  called  a Special  Meeting  of  the  House  of  Delegates  for 
Sunday,  February  8,  in  Nashville  to  review  and  endorse  the  final  draft,  i 


UMWA 
Committee 
Moves 
Toward 
Solution  of 
the  Pruden 
Valley  Project 


The  UMWA  Liaison  Committee  met  in  Nashville  with  TSMA  officials  on 
January  28  for  a review  of  its  various  activities,  particularly  the  Pru- 
den Valley  Project.  The  Committee  will  continue  its  efforts  to  extend 
medical  care  to  this  area,  and  a special  delegation  of  the  Committee  was 
authorised  to  confer  with  officials  of  the  Commonwealth  Fund  in  New  York 
on  January  30-31  on  matters  related  to  the  establishment  and  financing 
of  proper  facilities  in  the  Pruden  Valley. 


The 

Tennessee 

Plan 

Discussed  in 
New  York 


Physician 

Orchestra 

Organized 


Refund  of 
H&A 

Premiums  to 
Military 
Service 
Members 


Indigent  Bill 
Endorsed  in 
Special 
Session  of 
the  House 


Your  Executive  Secretary  addressed  the  national  Health  Insurance 
Council  in  New  York  City  on  January  13  on  "The  Tennessee  Plan  from  the 
Doctor's  Point  of  View."  The  Council  consists  of  representatives  of 
nine  national  associations  in  the  insurance  industry  which  in  turn  are  < 
made  up  of  companies  writing  health  coverage.  The  Tennessee  Sub-Commit-; 
tee  of  the  Council  graciously  substituted  the  Executive  Secretary's  ad-  , 
dress  for  its  annual  report  on  The  Tennessee  Plan. 

A three-year  dream  to  have  an  All-Physician  Orchestra  perform  at 
the  Annual  Meeting  will  come  true  in  Memphis  on  President's  Night,  Tues-i  ■ 
day,  April  14.  Dr.  E.  L.  Tarpley,  Nashville,  has  accepted  the  director- 
ship  of  this  project  and  has  already  formed  a nucleus  which  has  held 
practices.  Assured  is  a trio  consisting  of  piano,  clarinet  and  viola. 

Dr.  Tarpley  urges  doctors  and  doctors'  wives  who  can  adequately  handle 
classical  chamber  music  on  any  of  the  following  instruments  to  offer  I ’■ 
their  services:  violin,  viola,  cello,  piano,  French  horn,  aboe,  bassoon,  |:: 
clarinet,  flute.  HIS  ADDRESS  IS  2118  West  End  Avenue,  Nashville. 


The  Hartnett-Geny  Co.,  exclusive  underwriters  of  the  Association's 
group  Health  and  Accident  policy,  announces  that  refunds  of  unearned 
premiums  will  be  returned  to  any  insured  physician  who  enters  the  mili- 
tary service.  Just  advise  the  Company  of  your  date  of  entry.  Equally 
as  important  is  their  reinstatement  plan  for  physicians  returning  to 
private  practice  after  service.  If  application  for  reinstatement  is 
made  within  45  days  after  re-entering  private  practice,  the  Company  will 
accept  the  application  regardless  of  physical  condition,  otherwise  an 
impaired  risk  would  require  underwriting. 
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The  House  of  Delegates,  meeting  in  called  session  in  Nashville  on 
Sunday,  February  8,  approved  with  minor  changes,  the  revised  draft  of  a I •• 
proposed  Act  which  would  establish  a system  of  Hospital  Service  for  the 
Indigent.  The  all-day  session  of  the  House  culminated  in  an  enthusias-  JjSE 
tic  endorsement  of  the  work  of  the  Public  Service  Committee  in  working 
out  the  multitudinous  details  of  the  Bill. 

Upon  suggestion  of  Dr.  R.  B.  Wood,  Knoxville,  the  House  constituted 
itself  as  a Committee  of  the  Whole  to  work  "solidly  for  the  enactment  of 
the  bill  in  this  session  of  the  Legislature." 


(This  is  one  of  a series  of  Case  Histories  in  Public  Service"  concerning  individual  Tennessee  doctors . 
If  you  know  of  other  such  cases,  in  any  field  of  Public  Service,  please  send  the  details  or  highlights  to 


In  every  successful  cause,  campaign,  crusade, 
there  is  always  one  torchbearer  who  will  never  say 
die.  This  man,  or  this  woman,  will  just  not  take 
"no"  for  an  answer,  even  though  he  or  she  may  stand 
alone  at  times  in  the  fight. 

The  man  pictured  here,  who  is  a charter  member 
of  the  Public  Service  Committee  of  the  TSMA,  was  the 
one  crusader  who  refused  to  give  up  the  fight  for  a 
modern  hospital  for  Unicoi  County.  On  January  18 
that  hospital  was  dedicated  and  it  was  a heart- 
warming experience  to  hear  what  his  fellow  physi- 
cians, and  many  laymen,  had  to  say  about  Dr.  Monroe. 

Dr.  Daugh  Smith,  President  of  TSMA,  told  a 
throng  of  several  thousand  at  the  dedication: 

"This  humanitarian  institution  stands  as  a mon- 
ument to  a man  whose  courage,  missionary  seal  and 
determination  would  not  let  him  give  up.  I pay  spe- 
cial tribute — and  I know  you  join  me — to  Dr.  Harmon 
L.  Monroe . " 

At  a special  luncheon  preceding  the  dedication, 
the  people  who  worked  with  him  presented  Dr.  Monroe 
a gift. 

Mr.  Earle  Hendren,  an  Erwin  businessman  gifted  with  words,  told  the  story  of 
Dr.  Monroe's  successful  fight  to  bring  to  his  people  the  medical  facility  they  de- 
serve. Said  Mr.  Hendren: 

"I  was  present  at  the  conception  of  this  brain  child  sired  by  a man  with  an 
obsession.  I observed  it  in  the  embryo  stage,  assisted  in  its  pre-natal  care  and  I 
am  here  today  to  rejoice  with  you  in  its  birth  and  participate  in  the  christening. 

"In  order  that  I may  get  to  the  point  I will  ask  you  to  permit  me  to  become 
personal.  I have  been  interested  in  and  connected  with  the  thought,  idea  and  plan 
for  a new  modern  hospital  in  Unicoi  County  for  the  past  ten  or  twelve  years.  All  of 
this  was  inspired  by  a man  with  what  I at  first  thought  was  a fantastic  dream... 
this  man  who  solicited  my  cooperation  and  assistance  in  his  noble  purpose.  At  first 
I humored  him,  then  tolerated  him,  then  gradually,  after  long  and  continuous  expo- 
sure to  his  contagious  zeal  and  faith  I became  infected  with  his  obsession  and  en- 
tered into  the  spirit  of  the  cause.  Thereafter  I did  everything  I was  big  enough  to 
do... but  that  man  was  bigger  than  I... mentally  as  well  as  physically. 

"Ordinarily  I am  an  optimistic  person.  I believe  that  faith  is  fine  but  like- 
wise think  that  faith  must  be  supported  by  work  and  backed  up  with  funds,  especially 
in  this  situation.  We  had  the  faith,  we  had  worked,  but  could  not  produce  or  find 


the  necessary  dollars.  We  were  discouraged,  disappointed  and  in  despair.  I was 
ready  to  go  to  the  graveyard  and  give  up.  But  that  man  with  an  obsession  kept  pres- 
suring, prodding,  and  plodding.  He  subscribed  to  an  adage  in  McGuffy's  Reader,  'If 
at  first  you  don't  succeed,  try,  try  again,'  and  stuff  like  that.  I was  afraid  to 
quit,  knowing  that  he  would  consider  me  as  one  of  those  sons  as  Harry  Truman  de- 
scribed Drew  Pearson. 

"Blessed  be  the  name  and  benefits  of  the  Hill-Burton  Act,  which  became  a law  in 
reality  during  the  midst  of  our  despair.  Our  discouragement  vanished  at  the  moment. 

Our  hero,  and  I say  that  not  facetiously,  hastily  sketched  his  idea  of  a hospital 
floor  plan  on  a scrap  of  butcher  paper,  and  I might  add  that  the  present  floor 
plan  is  substantially  the  same  as  his  original  sketch.  He  flew  to  Washington  with  , 
his  plan  and  was  kindly  received. . .with  no  hint  of  the  red  tape,  delayed  action  and 
burdensome  bureaucracy,  to  which  we  were  to  be  subjected  and  forced  to  endure.  We 
were  by-passed,  run-around,  rebuffed,  and  thwarted  by  regulations,  conditions,  situ- 
ations, and  obstacles,  which  we  never  dreamed  would  or  could  exist.  The  original  ^ 
dream  of  a new  modern  hospital  oftentimes  became  a nightmare,  but  the  man  with  an 
obsession  kept  plugging. 

"No  individual  or  organisation  is  wholly  or  entirely  responsible  for  this  suc- 
cessful accomplishment.  It  required  patience,  teamwork  and  cooperation.  Every  per- 
son here  today  contributed  help,  aid  and  assistance  to  the  cause.  We  owe  a debt  of 
deep  gratitude  to  those  in  position  and  authority  with  the  State  of  Tennessee  Health  . 
Department  as  well  as  staunch  friends  in  Washington,  D.  C.  The  Unicoi  County  Court, 
under  the  able  leadership  of  Judge  Fred  Booth,  our  Mayor,  Dr.  Monroe  and  Board  of 
Aldermen  of  the  Town  of  Erwin.  The  Unicoi  County  Memorial  Hospital  Board  of  Con- 
trol, of  which  I served  as  the  original  Chairman,  wherein  harmony  prevails  and  no 
dissenting  vote  has  been  cast.  The  good  physicians  of  Erwin  who  refer  to  themselves  ’ 
as  'Four  Country  Doctors'  ; they  may  be  'Country  Doctors'  but  not  horse  and  buggy 
doctors  in  any  sense  that  they  are  old-fashioned  and  not  up  to  date  in  knowledge  and  i 
practice. .. .Last  but  not  least  99.44%  of  the  citizens  of  our  County  backed  the  proj- 
ect with  unselfish  interest  and  moral  support.  Even  many  of  the  disgruntled  malcon-  i 
tents  that  are  usually  'agin'  everything  were  for  it  and  some  rendered  service.  It 
was  a forty  horse  team  spurred  on  by  a driver  with  the  reins  in  one  hand  and  a whip 
in  the  other ....  That  man  with  an  obsession. 

"Friends,  in  every  organization,  more  especially  those  of  altruistic  and  noble 
enterprise,  it  is  necessary  to  have  a leader  to  inspire,  spark-plug,  and  ramrod  to  a i 
successful  conclusion  the  project  at  hand.  We  were  blessed  and  indeed  fortunate  in 
having  such  a man  in  our  midst,  a man  possessed  with  foresight,  vision,  wisdom, 
knowledge,  ability,  experience,  enthusiasm,  zeal  and  faith.  I fear  to  think  what 
the  results  could  and  would  have  been  if  we  had  not  such  a man  as  a leader  and  I 
likewise  fear  to  think  what  any  other  town  or  county  could  and  would  do  without  such  , 
a man  in  regards  to  a project  such  as  ours. 

"He  is  the  man  who  phoned  or  called  on  me  in  person  every  hour  on  the  hour, 
eighteen  times  a day  for  ten  years.  He  would  come  to  my  home  at  midnight,  staying 
for  at  least  four  hours.  He  came  to  my  office  all  hours  of  the  day  and  night,  espe- 
cially when  I was  most  busy,  bringing  with  him  some  meager  bit  of  information,  gov- 
ernment bulletin,  the  Congressional  Record  or  a verbal  report  of  conversation  he  had 
with  local  doctors  or  information  that  he  had  received  at  an  area  or  state  medical 
meeting.  Frankly  it  became  aggravating  and  to  some  extent  worrisome,  but  after  all 
it  has  been  rather  a nice  worry  and  aggravation.  I once  told  him  if  he  worked  as 
hard  and  worried  as  much  about  getting  into  the  Kingdom  of  Heaven  that  he  would  un- 
doubtedly make  the  grade . . . . ' I ' 11  settle  for  a hospital  for  our  people,'  was  his  re- 
ply. 

"In  behalf  of  the  members  of  the  Unicoi  County  Memorial  Hospital  Board  of  Con- 
trol and  Hospital  Supervisor  Mrs.  Pauline  Vaughn,  I wish  to  present  this  small  token 
as  an  expression  of  our  great  admiration,  appreciation,  respect,  and  high  regard  for 
that  man  with  an  obsession. .. a magnificent  obsession. .. the  father  of  the  Unicoi 
County  Memorial  Hospital ...  Dr.  H.  L.  Monroe." 
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Annual 

Meeting 

Revised  Time 
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Major  Events 
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Plans  for  a great  Annual  Meeting  are  now  practically  complete. 

Since  there  have  been  some  changes  and  additions  since  last  month,  the 
highlights  are  outlined  again.  Date — April  13,  14,  15,  16.  Place — Mem- 
phis, Hotel  Peabody,  Headquarters. 


Advance  Registration 
for  Memphis  Physicians 


SUNDAY,  APRIL  12 


Lobby,  Peabody 
1:00-5:00  P.M. 


Buffet  Supper 
Tennessee  Pediatric 
Society 


University  Club 
5:30-7:30  P.M. 


House  of  Delegates 

Tennessee  Academy  of 
Ophthalmology  and 
Otolaryngology 
Tennessee  Pediatric 
Society 

Woman's  Auxiliary 

Tennessee  Academy  of 
General  Practice 

Postgraduate  Committee 


MONDAY,  APRIL  13 
First  Session 
(Registration  8:00  A.M.) 
Scientific  Sessions, 
Luncheon 

Annual  Banquet  (evening) 
Scientific  Session 

Registration,  afternoon 
Board  Dinner  6:30  P.M. 
Annual  Banquet 
6:30  P.M. 

Business  Session 
Luncheon 


Cadet  Room,  Peabody 
9:00  A.M. 

Louis  XVI  Room,  Peabody 
Room  200,  Peabody 
Louis  XVI  Room,  Peabody 
Le  Bonheur  Hospital 

Peabody 

Pompeiian  Room,  Peabody 
Ballroom,  Peabody 


Room  306,  Peabody 


TUESDAY,  APRIL  14 

GENERAL  SCIENTIFIC  SESSIONS  (morning) 


Woman's  Auxiliary 


College  of  Surgeons 

Tennessee  Radiological 
Society 

President's  Night 

President's  Address 


Registration  (continued) 
General  Session 
10:00  A.M. 

Luncheon 

Installation  Dinner 
6:00  P.M. 

Scientific  Session 
2:00-5:00  P.M. 

Luncheon  12:30 
Scientific  Session 
8:00  P.M. 


Ballroom,  Peabody 
Peabody 

Louis  XVI  Room,  Peabody 

Georgian  Room,  Peabody 
Georgian  Room,  Peabody 

UT  Pathology  Institute 

Cadet  Room,  Peabody 
Cadet  Room,  Peabody 
Ballroom,  Peabody 


President-Elect's  Inaugural 


Musical  Interlude — Trio 

Presentation  of  Outstanding  General  Practitioner 
Presentation  of  Essay  Contest  Winner 


WEDNESDAY,  APRIL  15 
GENERAL  SCIENTIFIC  SESSIONS  (morning) 


House  of  Delegates 
College  of  Surgeons 
Scientific  Session 
Tennessee  Diabetes 
Association 
Tennessee  Academy  of 
General  Practice 


9:00  A.M. 

2:00  P.M. 

Luncheon 

Scientific  Session 
Scientific  Session 


Ballroom,  Peabody 
Cadet  Room,  Peabody 
Ballroom,  Peabody 

Louis  XVI  Room,  Peabody 
Louis  XVI  Room,  Peabody 

Georgian  Room,  Peabody 


All  Groups 
Cooperate 


Program 

Details 


Final  Call 
for  All- 
Physician 
Orchestra 


Candidates 
for  GP 
Award 


Reports  of 
Officers  and 
Committees 
Due 

Visit  Our 
Exhibitors 


Headquarters 

Staff 

Services 


May  Journal 

to  Record 
Meeting 


Local 

Committee  on 
Arrangements 
Working 


Woman's  Auxiliary  Board 

Meeting  10:00  A.M.  Pompeiian  Room,  Peabody 

FUN  NIGHT  6:30  P.M.  Ballroom,  Peabody 

Annual  Dinner  and  Professional  Entertainment 
Arranged  by  Memphis-Shelby  County  Medical  Society  Committee 
Dr.  Ralph  0.  Rychener,  Chmn. 

Dr.  Arthur  Porter,  Jr. 

Dr.  Roland  Meyers 

THURSDAY, APRIL  16 

GENERAL  SCIENTIFIC  SESSIONS  (morning)  Ballroom,  Peabody 

College  of  Chest  Physicians  (afternoon)  Ballroom,  Peabody 

Thanks  are  in  order  for  wonderful  cooperation  with  this  office  by 
all  the  groups  listed  above.  Some  organisations  were  kind  enough  to 
accept  changes  in  meeting  places  in  order  that  the  space  of  the  Peabody 
could  be  utilised  to  the  best  advantage.  As  of  now,  every  group  has 
been  assigned  meeting  facilities. 

Detailed  programs  outlined  above  occur  on  pages  108-111  of  this  is- 
sue. An  official  program  is  now  being  published  and  should  reach  every 
member  within  a few  days.  You  should  have  received  your  announcement 
of  the  meeting  by  this  time.  Be  sure  to  mail  your  hotel  reservation 
card  (enclosed  in  announcement)  now. 

This  is  a final  call  for  physicians  and  their  wives  who  would  like 
to  join  the  all-physician  musical  group  that  will  make  its  debut  Presi- 
dent's Night.  Anyone  who  can  handle  classical  chamber  music  on  any  of 
the  following  instruments  should  communicate  with  Dr.  E.  L.  Tarpley, 
Director,  2118  West  End  Avenue,  Nashville — violin,  viola,  cello,  piano, 
French  horn,  oboe,  bassoon,  clarinet,  flute. 

This  is  also  a final  call  for  candidates  for  the  Outstanding  Gen- 
eral Practitioner  Award.  Societies  planning  to  have  candidates  should 
urge  their  Committee  on  the  GP  Award  to  advise  the  Executive  Secretary 
of  his  candidacy  and  furnish  a brochure  of  information  on  the  candidate 
for  the  Reference  Committee's  use. 

All  officers  and  committee  chairmen  are  reminded  that  three  copies 
of  their  report  to  the  House  of  Delegates  should  be  in  the  Executive 
Secretary's  hands  by  March  15.  These  copies  are  necessary  for  reference 
committees,  the  Speaker's  table  and  the  Secretary's  minutes. 

We  will  have  a record  number  of  exhibitors,  both  technical  and  edu- 
cational, this  year.  More  than  forty  exhibits  are  reserved  already. 

Our  exhibitors  make  a valuable  contribution  to  the  scientific  excellence 
of  the  meeting.  They  also  help  defray  the  cost  of  the  meeting  by  paying 
for  their  space.  Time  has  been  arranged  during  the  Scientific  Sessions 
for  regular  visits  to  the  exhibitors.  Every  physician  is  urged  to  visit 
every  booth  frequently  during  the  meeting. 

Your  headquarters  staff  will  occupy  Room  212  (adjoining  the  House 
of  Delegates)  during  the  entire  meeting.  The  workroom  will  be  equipped 
with  emergency  telephones,  regular  office  equipment  and  personnel.  All 
members  of  the  staff  will  gladly  be  of  every  possible  assistance  to  mem- 
bers . 


Watch  for  your  May  issue  of  the  Journal.  It  will  be  the  official 
Annual  Meeting  number.  It  will  carry  an  abstract  of  the  minutes  of  the 
House  of  Delegates  and  the  Board  of  Trustees,  abstracts  of  officers'  re- 
ports, abstracts  of  committee  reports,  and  other  valuable  records  of  the 
meeting. 

A special  note  of  thanks  is  due  the  Local  Committee  on  Arrangements 
of  the  Memphis-Shelby  County  Medical  Society — hosts  for  this  meeting. 

The  Committee,  appointed  by  President  E.  G.  Campbell,  is  hard  at  work 
preparing  a gala  evening  for  you  on  Wednesday.  FUN  NIGHT,  a feature  of 
the  meeting,  will  afford  everyone  an  evening  of  pleasure,  replete  with 
cocktails,  dinner,  professional  entertainment,  and  dancing.  The  Commit- 
tee is  as  follows:  Dr.  Ralph  0.  Rychener,  Chairman,  Dr.  Roland  Meyers, 

and  Dr.  Arthur  Porter,  Jr.  Dr.  Rychener  has  graciously  agreed  to  pre- 
side during  the  President's  Night  program  on  Tuesday  evening  in  the 
Ballroom. 
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Honest  confessions,  they  say,  are  good  for  the  soul.  Then  let  us 
confess  that  we  have  not  done  a very  effective  job  of  explaining  the 
costs  of  medical  care. 

With  the  exception  of  the  occasional  exorbitant  fee,  I think  the 
costs  of  medical  care  need  much  more  explaining  and  much  less  apologiz- 
ing. 

We  have  not  asked  the  critics  of  medical  cost  if  they  realise  what 
they  are  buying  when  they  pay  a medical  or  surgical  fee  and  we  have  not 
pointed  out  that  many,  many  times  they  get  a bargain. 

Let's  take  the  case  of  a factory  worker  who  makes  his  living  with 
his  hands.  A machine  mangles  his  right  hand  in  an  unguarded  moment  and 
he  is  rushed  to  a doctor.  The  surgeon's  own  facile  fingers,  plus  his 
knowledge  and  judgment,  repair  the  hand  so  that  it  performs  as  well  as 
the  uninjured  hand. 

This  worker  receives  a statement  for  $75.00  for  "professional  serv- 
ices." Those  two  dignified  words  do  not  tell  the  story.  What  does  the 
worker  get  for  his  $75.00?  He  gets  a completely  functional  hand,  with- 
out which  he  could  not  continue  to  make  a living  in  the  only  job  he 
knows.  Without  benefit  of  the  surgeon's  skill,  he  would  have  to  join 
the  long  line  of  handicapped  people.  He  would  be  a miserable  misfit, 
frustrated  and  bitter  because  he  was  really  a capable  and  ambitious 
worker  who  loved  his  job.  Should  he  complain  about  the  $75.00  fee? 

Many  of  them  do,  as  our  health  insurance  files  will  show. 

Perhaps  the  doctor  in  this  case  should  send  a statement  for  his 
services  which  reads:  "For  restoring  to  perfect  use,  your  mangled  hand 

— $75.00."  Of  course  this  is  a deliberate  exaggeration,  indulged  in  to 
make  the  point. 

I once  knew  a newspaper  proofreader,  one  of  many  Americans  who  make 
their  livings  with  their  eyes.  An  acid  solution  in  the  composing  room 
splashed  into  both  eyes  and  he  was  threatened  with  blindness.  He  and 
his  wife  had  little  money  in  the  bank  and  they  were  almost  frantic  over 
the  prospects  of  the  threatened  blindness.  The  proofreader  went  to  an 
eye  specialist,  and  after  months  of  skilled  treatment,  he  was  able  to 
return  to  his  proofreading  job  and  to  continuance  of  a happy  and  useful 
life.  In  this  case,  the  man  did  not  consider  the  fee  of  $300.00  exorbi- 
tant. He  had  spent  many  hours  in  the  doctor's  treatment  room.  He  was 
also  keenly  conscious  of  what  he  had  bought,  the  restoration  of  his  pre- 
cious eyesight. 

Of  course,  literally  millions  of  Americans  during  this  century  have 
bought  back  their  own  lives  when  death  was  near.  Sometimes  the  cost  of 
buying  back  their  life  is  ridiculously  low.  It  is  not,  and  should  not 
be,  based  on  the  fact  that  the  patient  is  paying  for  a life.  But  it  is 
a thought  that  might  occur  to  him  when  he  sits  down  to  write  his  doctor 
a protest  against  a fee  that  might  amount  to  his  salary  for  one  month. 

(A  California  Medical  Society  has  suggested  that  no  fee  for  surgery 
should  exceed  a man's  salary  for  one  month.) 

A friend  of  mine  suffered  persistent  colds  all  through  each  winter 
season  for  many  years.  He  was  a constant  visitor  in  the  doctor's  office 
and  about  once  each  winter  he  was  hospitalized.  He  was  advised  several 
times  to  have  his  tonsils  removed.  He  stubbornly  refused,  but  finally 
gave  in,  after  he  was  thirty  years  old.  Since  the  tonsillectomy,  he  has 
had  few  colds,  despite  frequent  exposures,  and  he  is  glad  to  attribute 
it  to  the  tonsillectomy. 
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What  is  the  economic  moral  in  this  case?  It  is  simply  this.  This 
man  spent  more  in  an  average  winter  obtaining  treatment  for  his  colds 
than  he  did  for  the  tonsillectomy  plus  the  hospital  bills. 

In  Roanoke,  Virginia,  last  month,  a speaker  at  the  AMA  Rural  Health 
Conference  said  that  doctors  in  his  area  charged  an  average  of  $1.00  per 
mile  for  night  calls  made  into  rural  areas.  That  would  be  $10.00  for  a 
call  requiring  the  doctor  to  travel  ten  miles,  round  trip.  I asked  a 
young  doctor  who  knows  medical  economics  quite  well  how  much  he  would 
net  out  of  such  a $10.00  fee.  He  did  some  figuring  and  came  up  with 
this  answer — $2.50.  It  cost  him  the  other  $7.50  to  pay  all  the  overhead 
and  other  expenses  of  his  practice  for  the  time  and  expense  required  to 
make  the  call.  Yet,  I am  sure  that  many  people  would  complain  that 
$10.00  was  too  much  for  that  call.  L 

I hope  you  will  pardon  this  personal  reference.  On  a recent  Sun-  'le 
day,  a doctor  was  called  to  our  home  to  attend  our  young  daughter.  He  il» 
examined  her  thoroughly,  instructed  my  wife,  wrote  a prescription  and  If 
then  spent  some  extra  time  when  my  wife  telephoned  him  twice  later. 

The  day  before  our  daughter  became  ill,  a plumber  came  to  the  house 
to  repair  a leaking  faucet  in  the  sink.  He  drove  approximately  the  same  . 
distance  the  doctor  did  but  was  on  the  job  about  half  the  time  required  I* 
of  the  doctor. 

The  doctor  sent  me  a bill  for  $6.00.  The  plumber  sent  me  a bill 
for  $12.00.  My  daughter  recovered  quickly;  the  faucet  still  leaks.  in 

If 

People  complain  about  hospital  costs.  An  acquaintance  once  told  me , 
he  could  not  understand  why  he  could  go  to  a first-rate  hotel  and  spend  .e 
twenty-four  hours  in  a nice  private  room  for  $5.00  and  yet  he  had  to  pay 
$16.00  for  a private  room  at  the  hospital.  I checked  with  a first-rate  !" 
hotel  and  added  up  the  cost  of  all  the  services  my  friend  had  been  given  f 
in  the  hospital  for  twenty-four  hours.  The  hospital  charged  him  $15.00 
for  these  services,  including  three  meals  in  bed,  a bath  in  bed,  visits 
by  the  nurse  to  attend  his  wants,  and  four  doses  of  medicine.  For  these 
identical  services  and  materials,  the  hotel  would  have  charged  him 
$43.45.  ||| 

L 

Although  doctors  have  no  control  whatever  over  the  costs  of  drugs,  . 
they  frequently  are  blamed.  However,  the  sick  man  gets  much  more  of  a ^ 

bargain  than  he  realizes  when  he  spends  a chunk  of  his  medical  care  dol-  , 

lar  for  a modern  antibiotic.  One  of  these  so-called  "wonder"  drugs  will 
put  the  sick  man  back  on  the  job  in  approximately  half  the  time  as  that 
required  twenty-five  years  ago.  The  drug  business,  it  seems  to  me,  is 
missing  a bet  by  not  explaining  to  the  public  why  a new  and  potent  drug 
is  costly  when  first  put  on  the  market,  although  it  may  drop  drastically  lei 
within  a year  or  two.  The  public  does  not  realize  that  the  drug  firm  4f| 

has  spent  a tremendous  amount  of  money  in  research  over  a period  of  Co 

years  developing  the  drug  to  the  point  where  it  is  safe  and  potent.  If  Spi 
the  drug  houses  could  not  recover  much  of  the  money  expended  in  develop-iilo 
ing  an  antibiotic,  they  would  have  no  money  to  spend  in  developing  an-  Co 
other  lifesaving  drug.  That  is  just  one  of  the  financial  facts  of  life. 
But  it  is  a "fact  of  life"  explained  almost  as  infrequently  as  one  of 
those  pertaining  to  sex. 

It  does  no  good  for  a doctor  to  observe  that  the  man  who  has  not 
paid  his  medical  bill  for  the  past  year  blossoms  out  with  a new  televi-  , 
sion  set  or  some  other  so-called  luxury.  T 

The  man  feels  that  his  family  is  entitled  to  the  luxury  of  a tele-  ,D 
vision  set.  It  may  be  the  only  luxury  his  family  enjoys  and  one  they  >°| 
can  all  share.  Illness  is  something  he  didn't  want,  something  he  didn't  es 
ask  for,  and  he  resents  it  as  one  of  the  trials  and  tribulations  of  Job, 
Therefore,  he  just  doesn't  laugh  out  loud  when  he  sits  down  to  write  a 
check  for  his  doctor,  for  a nurse,  for  the  hospital,  or  for  two  thimble- 
fuls of  an  antibiotic.  The  antibiotic  cured  his  baby's  strep  throat, 
but  no  matter,  it  cost  $4.84.  That  is  just  human  nature  and  they  sim-  M 
ply  haven't  developed  a drug,  or  surgery,  or  medical  treatment  yet  that , li0 
will  change  human  nature.  So  maybe  some  patient-explaining  of  medical  Coi 
care  costs  will  help. 
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The  May  issue  of  your  Journal  has  been  designated  as  the  "Official 
Annual  Meeting  Number."  It  will  bring  you  the  complete  story  on  the 
Annual  Meeting,  including  abstracts  of  the  proceedings  of  the  House  of 
Delegates,  the  Board  of  Trustees,  Committee  Reports,  Officers'  Reports, 
new  officers,  committeemen,  et  cetera.  It  will  be  a valuable  reference. 
Will  you  give  it  a special  place  in  your  files? 

This  month  has  been  an  extremely  active  one  for  many  committees  of 
the  Association.  A few  of  the  important,  recent  activities  of  commit- 
tees are  condensed  for  your  information. 

The  Committee  on  Emergency  Medical  Service,  Dr.  James  Wilson,  Mem- 
phis, Chairman,  held  a conference  with  the  officials  of  the  Tennessee 
Office  of  Civil  Defense  in  Nashville  on  March  8.  The  Office  had  re- 
quested specific  assistance  from  the  Association  on  1)  editing  and  ap- 
proving two  manuals  of  instruction  in  civil  defense  for  physicians,  and 
2)  to  devise  procedures  for  setting  up  an  8-hour  lecture  course  in  civil 
defense  for  all  physicians  in  Tennessee.  Prior  to  the  meeting  the  Com- 
mittee had  reviewed  the  manuals  and  they  were  officially  endorsed.  Dr. 
Wilson  has  written  the  foreword  for  the  manuals  carrying  the  Associa- 
tion's endorsement. 

The  Executive  Secretary  was  reqested  to  devise  the  mechanics  of 
setting  up  the  eight-hour  lecture  course  for  Tennessee  physicians  to 
which  dentists  and  other  health  personnel  would  be  invited.  At  present, 
it  appears  that  the  mechanics  of  our  regular  postgraduates  circuit  would 
be  best,  although  many  of  the  PG  locations  would  be  combined,  with  pos- 
sibly five  locations  in  each  of  the  three  grand  divisions.  It  also  ap- 
pears that  the  eight,  one-hour  lectures  could  be  condensed  into  two 
afternoons.  "Both  OCD  officials  and  MDs  will  conduct  the  lectures. 

The  Committee  on  Veterans'  Affairs,  of  which  Dr.  H.  H.  Shoulders, 
Nashville,  is  Chairman,  sponsored  an  all-day  conference  with  representa- 
tives of  the  American  Legion,  the  Tennessee  Hospital  Association,  the 
State  Dental  Association,  Veterans  of  Foreign  Wars,  and  the  Public 
Health  Department  in  Nashville  on  March  22.  Fifteen  conferees  represent- 
ing the  above  groups  were  present.  Dr.  Shoulders,  Dr.  Daugh  W.  Smith, 
President,  and  your  Executive  Secretary  represented  the  Association. 

The  conference  was  called  to  explore  the  broad  aspects  of  the  present  VA 
program  of  medical  and  hospital  benefits  to  veterans  with  non-service 
connected  disabilities.  A fine  spirit  of  mutual  cooperation  prevailed 
and  the  problem  was  discussed  frankly  and  openly  from  all  points  of 
view.  A significant  result  of  the  conference  was  action  to  create  a 
permanent  liaison  committee  representing  all  of  the  above  organizations 
that  will  meet  regularly  for  review  and  coordination  of  efforts.  This 
is  another  "first"  for  the  Tennessee  State  Medical  Association.  The  AMA 
has  encouraged  all  State  medical  associations  to  initiate  such  confer- 
ences. Tennessee  medicine  is  the  first  to  take  the  initiative,  although 
five  other  states  have  held  similar  conferences  at  the  invitation  of 
other  organizations,  particularly  the  Legion. 

Real  progress  is  being  made  on  the  Pruden  Valley  Medical  Care  Proj- 
ect. Our  UMWA  Liaison  Committee,  headed  by  Dr.  Ben  Overholt  of  Knox- 
ville, initiated  the  project.  It  rapidly  exceeded  the  appropriate  pre- 


Tennessee  rogatives  of  the  Committee,  with  the  result  that  a Council  on  Health  and 
Medical  Medical  Care  of  the  Tennessee  Medical  Foundation  has  been  appointed  to 

Foundation  carry  on.  Members  of  the  Council  are  Dr.  B.  M.  Overholt,  Chairman,  Dr. 

Forms  Council  Cecil  Newel,  Dr.  J.  S.  Hall,  Dr.  Daugh  W.  Smith,  Dr.  E.  G.  Kelly,  Dr. 
on  Health  R.  H.  Hutcheson,  and  Dr.  R.  H.  Kampmeier. 


Broad  As  a result  of  the  UMWA  Committee's  spadework,  and  subsequent  work 

Program  to  of  the  Foundation's  Council,  the  Commonwealth  Fund  is  interested  in 
Supply  financing  an  adequate  survey  to  determine  the  needs  of  the  Pruden  Valley 

Medical  Care  area  and  other  marginal  areas  in  Tennessee.  A meeting  of  members  of  the 
in  Marginal  Council  was  held  in  Nashville  on  March  31  to  interview  persons  for  em- 
Areas  ployment  to  conduct  the  surveys,  and  to  act  as  Field  Secretary  to  the 

Council.  The  Council  moved  rapidly  toward  a concrete  program  of  extend- 
ing medical  care  into  marginal  areas.  Its  plans  are  now  ready  for  sub- 
mission to  the  Association's  House  of  Delegates,  the  Board  of  Trustees, 
and  the  Commonwealth  Fund. 


Physician  The  Council  on  Medical  Service  of  the  AMA  conducted  a conference  on 

Placement  Physician  Placement  in  Memphis  on  March  28,  29.  There  were  more  than  30 
Conference — persons  present — representatives  of  the  AMA  and  ten  southern  states. 
Memphis  Your  Association  was  represented  by  Dr.  W.  C.  Chaney,  Mr.  George  Cum- 

mings, Field  Secretary  of  the  Postgraduate  Committee,  Mr.  Bob  Bird,  Ex- 
ecutive Secretary  of  the  Memphis-She lby  County  Medical  Society,  and  your 
Executive  Secretary. 


— Better  The  conference,  designed  to  assist  and  encourage  state  medical  as- 

Services  sociations  to  establish  effective  placement  services  for  physicians,  was 

Planned  a big  success.  Many  states,  including  Tennessee,  already  have  such 

services.  Others,  with  the  information  gained  at  the  conference,  plan 
to  initiate  or  expand  a placement  program. 

— Tennessee's  Your  Executive  Secretary  outlined  the  operation  of  this  Associa- 

Program  tion's  Placement  Service,  explaining  that  three  questionnaires  are  used 

to  get  pertinent  information  on  1)  the  community  needing  or  requesting  a 
doctor,  2)  doctors  seeking  locations  in  Tennessee,  and  3)  confirming 
data  on  the  community's  need  from  the  local  medical  society.  Informa- 
tion on  both  physicians  available  and  on  communities  needing  a physician 
is  carried  in  condensed  form  in  the  "Placement  Service"  section  of  the 
Journal  monthly. 

Our  use  of  the  pages  of  the  Journal  to  carry  information  about  doc- 
tors and  communities  is  unique,  and  several  other  states  are  planning  to 
use  their  Journals  in  their  placement  service.  Although  our  placement 
service  has  been  on  a formalized  basis  for  less  than  one  year,  we  have 
been  instrumental  in  getting  TWELVE  doctors  and  communities  together. 

We  have  in  our  active  files  now  eighteen  physicians  looking  for  a loca- 
tion in  Tennessee,  and  twenty  communities  and  other  openings  for  physi- 
cians. 
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In  order  to  expedite  the  work  of  the  House  of  Delegates,  all  Offi- 
cers and  Committee  Chairmen  have  been  requested  to  furnish  this  office 
with  three  copies  of  their  annual  reports  prior  to  the  meeting.  These 
copies  are  distributed  IN  ADVANCE  of  the  meeting  to  1)  the  Speaker's 
file,  2)  the  chairman  of  the  appropriate  reference  committee  of  the 
House,  and  3)  the  Executive  Secretary's  desk  for  the  record. 


The  Goal — These  reports  indicate  another  year  of  unusual  activity  and  accom- 

Better  plishment.  While  some  of  them  are  more  dramatic  than  others,  it  must  be 

Medical  Care  remembered  that  the  duties  and  responsibilities  of  our  committees  vary 
greatly.  Some  have  only  routine  surveillance  of  established  programs — 
others  are  deeply  involved  in  planning — and  still  others,  by  virtue  of 
the  exigencies  of  the  situation,  are  taking  positive  action.  Your  As- 
sociation, through  its  officers  and  committees,  is  pioneering  and  lead- 
ing in  many  projects  designed  to  render  better  medical  care  to  the 
public. 
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Members  of  this  Association  have  one  special  opportunity  to  render 
public  service  this  year  without  even  leaving  their  offices. 

We  are  indebted  to  Dr.  R.  H.  Hutcheson,  Tennessee  Public  Health 
Commissioner,  for  disclosing  a situation  in  which  this  public  service 
can  be  rendered. 

Polio  hit  the  Nation  harder  last  year  than  ever  before  and  still 
appears  to  be  on  the  upswing,  particularly  among  children. 

The  use  of  gamma  globulin,  made  from  human  blood,  was  dramatized  in 
several  epidemic  spots  in  Tennessee,  as  well  as  throughout  the  nation, 
last  fall. 

The  United  States  Public  HealthService , and  State  Public  Health 
Departments  are  busy  now  in  cooperation  with  other  agencies,  making 
plans  to  allocate  and  distribute  gamma  globulin  to  the  States  in  the 
future. 

Two  changes  in  the  present  system  by  which  private  practitioners 
report  polio  cases  should  make  it  possible  to  allocate  the  limited  sup- 
ply of  nGG"  expeditiously  and  equitably  during  the  forthcoming  polio 
season.  These  changes  have  the  approval  of  the  National  Office  of  Vital 
Statistics . 

The  changes  are  set  forth  by  Dr.  Hutcheson  as  follows: 

"Poliomyelitis  should  be  reported  by  type.  This  means  that  you 
should  report  to  the  proper  authorities  in  your  county,  city,  town  or 
community  all  cases  coming  to  your  attention,  provisionally  as  paralytic 
or  nonparalytic  at  the  time  of  reporting." 

This  means  that  if  our  members  cooperate  100%,  Dr.  Hutcheson  will 
be  able  to  make  a complete  weekly  telegraphic  report  of  notifiable  dis- 
eases to  the  Public  Health  Service  showing  the  number  of  polio  cases 
which  are  paralytic , nonparalytic , and  if  any  are  not  specified,  unspec- 
ified. The  important  thing  is  to  specify  paralytic  or  nonparalytic  when 
this  is  possible  at  the  time  of  reporting.  It  is  also  most  important 
that  they  be  reported  promptly. 

While  our  information  does  not  specifically  say  so,  it  is  obvious 
that  an  allocation  of  an  adequate  supply  of  gamma  globulin  to  a state 
will  depend  upon  the  prompt,  complete  and  accurate  reporting  of  polio 
cases  to  public  health  authorities  by  private  practitioners.  In  this 
matter,  we  sincerely  urge  your  100%  support.  As  a public  service  proj- 
ect, we  hope  Tennessee  physicians  turn  in  a top  job  in  the  Nation  by 
leaving  none  of  these  cases  unreported  or  unclassified,  whenever  this  is 
possible. 

Doctor  Hutcheson,  who  cooperates  with  the  Tennessee  State  Medical 
Association  far  beyond  the  call  of  duty  in  all  matters  of  health  and 
welfare,  deserves  special  support  in  this  matter. 

Winners  of  the  Woman's  Auxiliary  Essay  Contest  have  been  young  Ten- 
nesseans who  already  had  developed  the  habit  of  winning.  You  recall  the 
backgrounds  and  qualifications  of  the  past  winners. 

Comes  again  a young  student — a boy  this  time — whose  high  school 
record  sounds  like  a page  torn  from  Who's  Who  of  American  Youth.  Print- 
ed copies  of  his  winning  essay  were  given  to  you  at  the  118th  Annual 
Session  of  the  TSMA  at  Memphis  last  week,  but  here  we  publish  a brief 
biography  of  Ross  Lee  Franks  written  by  Miss  Tommye  Russell,  his  spon- 
soring teacher  in  Whitehaven  School,  on  the  fringe  of  Memphis. 
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"Ross  Franks,  17,  the  son  of  Mr.  and  Mrs.  A.  L.  Franks,  is  a native 
of  Whitehaven  and  has  attended  Whitehaven  School  throughout  his  twelve 
years  of  school. 

"A  senior  and  honor  student,  Ross  is  a member  of  the  Beta  Club, 
which  is  a national  honor  society.  He  is  also  active  in  the  Hi-Y,  one 
of  the  school's  most  outstanding  service  clubs. 

"He  is  a member  of  the  Whitehaven  Presbyterian  Church  and  takes 
part  in  the  activities  of  the  Sunday  School  and  Presbyterian  Youth  Fel- 
lowship. 

"Ross  has  excelled  in  his  school  groups  in  creative  writing,  hav- 
ing won  awards  both  in  prose  and  poetry.  During  his  junior  year  one  of 
his  poems  was  published  in  the  National  Anthology  of  High  School  Poetry. 
Poems  which  he  has  written  during  his  senior  year  are  now  entered  in  the 
state  and  national  poetry  contests.  His  entry  in  the  Lion  Oil  Scholar- 
ship Essay  Contest  won  an  honor  award  of  twenty-five  dollars  last  Novem- 
ber. His  subject  was:  'My  Definition  of  Good  Citizenship. ' 

"Ross  wrote  the  lyrics  for  an  Alma  Mater  song  which  has  been  set  to 
music  and  will  be  published  and  adopted  as  the  school's  official  song. 
The  song  was  presented  in  assembly  by  the  senior  chorus  as  a surprise  to 
students  and  faculty  on  February  6.  As  a token  of  appreciation  to  Ross, 
the  school  presented  him  with  a gold  key  chain  and  engraved  name  plate. 

"He  is  now  engaged  in  writing  an  extensive  history  of  his  native 
Whitehaven  Community. 

"Ross  passed  the  N.  R.  0.  T.  C.  mental  test  but  did  not  qualify  for 
a scholarship  because  of  imperfect  vision  in  one  eye. 

Exam  "Ross's  mother  is  a very  talented  reader  and  outstanding  worker  in 

church  and  cultural  circles.  She  is  a Fourth  Grade  teacher  in  the 
Whitehaven  Grammar  School.  His  father,  Amos  Lee  Franks,  is  a veteran  of 
both  World  Wars.  Since  World  War  II,  he  has  been  disabled  with  spinal 
arthritis  and  lives  in  the  Veterans  Hospital  in  Hot  Springs,  Arkansas. 

"Ross  is  descended  from  a line  of  professional  men.  His  maternal 
grandfather.  Dr.  John  Waller  Johnston,  was  a brilliant  student  and  grad- 
uate of  the  old  Memphis  School  of  Medicine,  the  leading  school  of 
Medicine  in  this  section  prior  to  the  founding  of  the  University  of 
Tennessee  in  the  Whitehaven  Community. 

"Brothers  of  this  grandfather  were:  Dr.  Joseph  Eggleston  Johnston, 

dentist  in  Cold  Water,  Mississippi  ; Judge  Thomas  Johnston,  Corinth,  Mis- 
sissippi ; Judge  Harry  Johnston,  Fresno,  California.  (These  men  were  di- 
rect descendants  of  General  Albert  Sidney  Johnston,  famous  Confederate 
general  who  fell  in  the  Battle  of  Shiloh.) 

"His  maternal  grandmother,  Lizzie  Hannah  Johnston,  was  the  daughter 
of  Anthony  Wayne  Hannah,  a planter  originally  of  Jackson,  Tennessee,  and 
longtime  resident  of  Whitehaven." 
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Another  Annual  Meeting  has  come  and  gone.  From  an  over-all  point- 
of-view,  it  must  be  regarded  as  a successful  meeting.  Like  the  previous 
three  meetings,  it  was  designed  around  three  major  themes-Business , Edu- 
cation, Fun.  Here  are  some  highlights  that  clearly  demonstrate  that 
these  objectives  were  obtained. 

On  the  business  side  were  the  two  sessions  of  the  House  of  Dele- 
gates, the  annual  meeting  of  the  Board  of  Trustees,  and  the  annual  busi- 
ness sessions  of  the  specialty  groups  which  met  concurrently  with  the 
Association.  In  addition  to  these  major  policy-making  and  administra- 
tive bodies,  other  significant  meetings  of  responsible  groups  were  sand- 
wiched into  an  already  crowded  schedule,  including  the  Public  Health 
Council,  the  Postgraduate  Committee,  the  Public  Service  Committee,  the 
Board  of  Directors  of  the  Tennessee  Medical  Foundation,  the  Council,  and 
others. 

This  issue  has  been  designated  the  "Annual  Meeting  Reference  Number" 
and  carries  abstracts  of  the  proceedings  of  the  House  of  Delegates,  the 
Board  of  Trustees,  and  reports  of  Officers  and  Committees  which  reflect 
the  amazing  amount  of  business  and  hard  work  which  the  various  official 
groups  and  officers  have  put  into  another  great  year  of  the  Association. 

On  the  education  side,  the  meeting  was  not  lacking.  The  General 
Sessions,  held  on  Tuesday,  Wednesday  and  Thursday  mornings  and  planned 
by  Dr.  Kampmeier  and  his  Scientific  Program  Committee,  presented  a total 
of  nineteen  subjects  with  thirty-two  lecturers  and  discussors  partici- 
pating. The  fields  covered  by  the  program  included  subjects  in  geri- 
atrics, internal  medicine,  pediatrics,  chest  diseases,  dermatology,  ob- 
stetrics, cardiac  surgery,  and  general  surgery. 

In  addition  to  the  General  Sessions,  all  of  these  fields  of  medical 
interest  were  augmented  and  more  specifically  treated  in  the  scientific 
programs  of  the  Tennessee  Academy  of  General  Practice,  the  Tennessee 
Chapter  of  the  American  College  of  Surgeons,  the  Tennessee  Pediatric  So- 
ciety, the  Tennessee  Radiological  Society,  the  Diabetes  Association,  the 
Tennessee  Academy  of  Ophthalmology  and  Otolaryngology,  and  the  newly  or- 
ganised Tennessee  Thoracic  Society. 

These  scientific  programs  gave  every  physician  in  attendance  a wide 
selection  of  papers  of  special  interest,  and  through  the  cooperation  of 
the  specialty  groups  in  arranging  their  programs  in  the  afternoons,  a 
new  and  interesting  "a  la  carte"  scientific  menu  was  provided.  Although 
unqualified  to  judge  the  merits  of  the  scientific  programs,  your  Execu- 
tive Secretary  doubts  that  a more  versatile  program  of  postgraduate  edu- 
cation has  ever  been  presented  by  the  Association. 

Augmenting  and  supplementing  the  scientific  presentations,  thirty- 
six  commercial  and  technical  exhibits,  and  nine  scientific  exhibits  were 
presented.  A 30-minute  intermission  was  given  daily  at  mid-morning  for 
visiting  the  various  exhibits.  Our  exhibitors  are  an  important  member 
of  the  medical  team.  One  regret  of  the  meeting  is  that  the  exhibitors 
did  not  receive  more  of  the  physician's  time.  They  deserved  it.  Let's 
really  show  them  that  we  appreciate  them  next  year  by  visiting  and  reg- 
istering with  every  one  of  them  100%. 
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The  Fun  side  was  not  lacking  either.  In  addition  to  the  good  fel- 
lowship, the  meeting  of  old  friends,  the  little  private  groups,  the 
lovely  private  parties,  the  fellowship  hours  and  annual  banquets  of 
specialty  groups,  and  the  President's  dinner-all  added  up  to  lots  of 
pleasure  and  fun. 

Then,  to  climax  the  fun  theme,  the  Memphis-Shelby  County  Medical 
Society  staged  the  official  FUN  NIGHT  program  in  the  Ballroom  of  the 
Peabody.  It  was  replete  with  cocktails,  dinner,  a floor  show  and  danc- 
ing. Fun  Night  means  just  what  it  suys-no  formality,  no  speeches,  no 
business.  IT  WAS  FUN! 

Our  deep  appreciation  is  due  the  Memphis  Society's  Committee  on  Ar- 
rangements for  planning  the  Fun  Night  program.  Dr.  Henry  Gotten,  Dr. 
Roland  Myers,  and  Dr.  Arthur  Porter, Jr. , ably  assisted  by  the  Society's 
Executive  Secretary,  Mr.  Bob  Bird,  did  a swell  job.  We  are  also  grate- 
ful for  the  masterful  way  Dr.  Henry  Gotten  presided  during  the  Presi- 
dent's Night  program. 

President's  Night,  held  Tuesday  evening  in  the  Grand  Ballroom  of 
the  Peabody,  will  be  long  remembered.  Designed  to  honor  our  President, 
Dr.  Daugh  W.  Smith,  it  paid  a fitting  and  dignified  tribute  to  his  year 
of  devotion  to  and  leadership  of  this  Association.  Dr.  Smith's  Presi- 
dential address,  printed  in  full  in  the  April,  1953  issue  of  the  Journal 
was  an  inspiring  and  challenging  message  to  the  profession.  Then  fol- 
lowed the  inaugural  address  by  Dr.  A.  M.  Patterson  outlining  "The  Task 
Ahead."  After  a delightful  interlude  of  chamber  music  under  the  direc- 
tion of  Dr.  E.  L.  Tarpley,  Dr.  Paul  Hawley  delivered  an  address  on  "The 
Ideals  and  Ethics  of  Medicine." 

Then  came  well-deserved  awards. 

Dr.  Smith  was  presented  with  the  Presidential  gavel.  Ross  Lee 
Franks,  Memphis,  read  his  winning  essay  and  received  a $500.00  U.  S. 

Bond  from  Dr.  James  C.  Gardner  on  behalf  of  the  Association.  As  a fit- 
ting close,  Dr.  Charles  C.  Trabue  presented  the  Association's  Citation 
of  "The  Outstanding  General  Practitioner  of  the  Year"  to  Dr.  A.  J. 

Willis  of  Jonesboro. 

* 

MEETING  BRIEFS 

Registration  (incomplete)  totaled  562.  Of  the  total  405  were  phy- 
sicians—33  out-of-State.  In  addition  to  physicians,  48  internes  and 
residents,  89  exhibitors,  and  20  headquarters  staff  and  other  lay  per- 
sonnel attended. 

171  Memphis  physicians  were  registered.  In  view  of  the  fact  that 
it's  difficult  for  the  "home  town'  doctor  to  attend  meetings,  it  is 
gratifying  that  almost  40%  of  the  active  membership  of  the  host  society 
was  in  attendance. 

Members  of  the  House  of  Delegates  got  special  envelopes  containing 
everything  from  the  constitution  and  handbook  to  notebooks  and  pencils 
to  add  to  the  orderliness  and  efficiency  of  the  sessions. 

Board  of  Trustees  completed  its  session  in  4 hours  and  17  minutes. 

Workroom,  located  immediately  o °f  the  House  of  Delegates,  provided 
valuable  stenographic  and  clerical  assistance  to  members  of  the  House. 


There  was  one  "sour  note"-Dr.  H.  L.  Monroe  had  to  come  down  with 
the  mumps  on  the  second  day  of  the  meeting! 


THE  TENNESSEE  TEN 


Report  of  the  Public  Service  Department 
To  the  House  of  Delegates,  Memphis 

Dr.  L.  W.  Edwards,  Chairman  of  the  Public  Service  Committee,  has 
reported  to  the  House  on  the  two  major  projects  of  the  past  year— passage 
of  the  "Hospital  Service  for  the  Indigent  Act"  and  the  Get-Out-The-Vote 
campaign. 

This  is  a supplemental  report  of  other  activities  of  the  Committee 
as  implemented  by  the  staff  serving  the  Committee.  The  report  is  de- 
partmentalized to  show  the  groups  contacted  and  served. 

MEDICAL  SOCIETIES 

1.  Arranged  a total  of  27  special  programs  for  local  Medical  Soci- 
eties, all  focused  upon  Public  Service  problems.  One  program  for  a 15- 
county  society  provided  speakers  on  the  subjects  of  "Unnecessary  Sur- 
gery," "The  Abuses  of  Hospitalization  Insurance,"  and  ""Medico-Legal 
Headaches. " 

2.  Set  up  and  operated  Fair  Exhibits  for  two  Societies  and  drafted 
blueprints  for  three  others. 

3.  Conducted  Public  Relations  Courses  for  Doctors'  Assistants  from 
26  counties.  This  was  a continuation  of  a project  which  has  now  reached 
1,280  persons  who  work  in  doctors'  offices  and  hospitals. 

ASSOCIATION  COMMITTEES 

4.  Assisted  Committee  on  PublicPolicy  and  Legislation  in  matters  of 
drafting,  introducing  and  steering  legislation  before  recent  session  of 
the  Tennessee  legislature  ; also  assisting  in  contacts  with  Tennessee 
Congressional  delegation  in  matters  pertaining  to  health  and  welfare  of 
the  people. 

5.  Made  two  surveys  for  Committee  on  Liaison  to  the  United  Mine 
Workers  of  America,  in  connection  with  the  four  projects  reported  by  Dr. 
B.  M.  Overholt  to  seek  funds  for  these  projects. 

6.  For  the  Rural  Health  Committee,  organized  a local  Health  Council 
for  Gibson  County  and  assisted  Committee  in  special  meeting  looking  to 
cooperation  with  900  Community  Improvement  Clubs  and  their  health  proj- 
ects. 

7.  Assisted  Chairman  of  Committee  on  Veterans  Affairs  in  a new 
"grass  roots"  approach  to  problem  of  VA  hospitals  admission  practices. 

8.  Assisted  Physiotherapy  group  with  drafting  of  bill  for  licensing 
Physiotherapists.  (Bill  was  tabled  in  the  Senate.) 

9.  For  Committee  on  Scientific  Work,  made,  tabulated  and  analyzed 
membership  opinion  survey  on  the  Journal  of  the  TSMA. 

10.  Set  up  and  conducted  two  pioneer  Postgraduate  courses  for  the 
Tennessee  Academy  of  General  Practice  and  the  Five-County  Medical  Soci- 
ety; arranged  and  promoted  a third  pioneering  PG  course  for  Andrew  Jack- 
son  Academy  of  General  Practice. 

11.  Met  with  Tennessee  Hospital  Directors  to  discuss  hospitaliza- 
tion insurance,  tissue  committees,  legislation  and  possibility  of  estab- 
lishing a time  limit  on  drugs  ordered  by  doctors. 


12.  With  President  Smith  and  Dr.  Overholt,  assisted  local  citizens 
with  plans  to  build  community  hospitals  at  Wartburg,  LaFollette  and 
Clairf ield. 

13.  Worked  with  new  Executive  Director  of  Tennessee  Hospital  Asso- 
ciation in  promotion  of  legislation,  particularly  increase  in  workman's 
compensation  allowance  of  a $1,500  maximum. 

INSURANCE 

14.  As  a direct  result  of  our  Public  Relations  Course  for  Doctors' 
Assistants,  one  of  the  Underwriters  of  the  Tennessee  Plan  (Tennessee 
Hospital  Service  Association)  is  offering  hospital,  surgical,  obstetri- 
cal and  orthopedic  insurance  at  near-group  rates  to  all  doctors  in  the 
Association  and  all  personnel  in  their  offices.  (The  last  enrollment 
period  ended  April  but  a new  one  will  begin  soon.  You  will  be  notified 
in  advance.) 

15.  Nine  speeches  made  to  civic  clubs,  etc.,  on  the  subject  of  The 
Tennessee  Plan  of  Voluntary  Health  Insurance. 

16.  Approximately  200,000  pieces  of  literature  on  health  insurance 
given  to  the  public  at  Fair  Exhibits  sponsored  by  local  Medical  Socie- 
ties. 


WOMAN'S  AUXILIARIES 

17.  Assisted  State  Auxiliary  in  (1)  Essay  Contest,  (2)  Vote  Cam- 
paign, (3)  Legislation,  (4)  Publicity  and  (5)  Directors'  Meetings. 

18.  Conducted  Public  Relations  and  Legislative  Programs  for  seven 
of  the  nine  local  Auxiliaries. 


PUBLIC  GROUPS 

19.  Twenty-seven  speeches  made  to  civic  clubs,  P.T.A.'s,  church 
groups,  county  courts  and  local  medical  societies. 

20.  Arranged  for  address  to  State  Meeting  of  Funeral  Directors  on 
the  subject  of  "The  Medical  Science  Value  of  Obtaining  an  Autopsy."  Dr. 
Kampmeier  tackled  this  delicate  public  relations  task  and  he  did  a su- 
perb job.  With  a few  exceptions,  this  field  of  public  relations  is  a 
"neglected  garden."  Your  Public  Service  Department  and  the  Tennessee 
Society  of  Pathologists  is  beginning  a positive  program  of  Public  Rela- 
tions with  Funeral  Directors. 

21.  Assisted  two  Heart  Societies  with  plans  and  publicity  for  their 

fund  campaigns. 

22.  Worked  with  four  Dairy  Councils  on  Health  Education  campaigns. 

23.  During  the  second  consecutive  session  of  the  Tennessee  Legisla- 
ture, assisted  the  Society  of  Opticians  in  their  efforts  to  obtain  con- 
structive legislation.  For  the  second  time,  the  legislation  failed. 
Explanation  of  why  it  failed  would  produce  another  chapter  on  the  gener- 
al subject  of  the  treachery  of  politics. 

24.  Worked  with  President  Smith  in  his  program  of  Labor  Relations. 

The  Public  Service  Committee  soon  will  project  a drive  for  estab- 
lishment of  a Medical  Student  Loan  Fund,  in  accordance  with  Section  VIII 

of  The  Tennessee  Ten. 

Provisions  of  the  Loan  Fund  will  guarantee  better  distribution  of 
doctors  to  rural,  medically-isolated  sections  of  Tennessee.  All  contri- 
butions to  the  Fund  will  be  income  tax  deductible. 


Now  We 
Know 


Our  Good 
Points 


Our  Bad 
Points 


Physician 
Interest 
Rated  Low 


Sales  Poor 


Doctors 

Scarce 


Over-All 
Rating  Not 
Good 


We  Must  Do 
a Better  Job 


Exhibit 

Values 


Doctors 
Can  and 
Must  Help 


ORGANIZATIONAL  NEWS 


We  have  often  wondered  just  how  our  commercial  exhibitors  feel 
about  our  Annual  Meeting.  Now,  we  know.  The  Medical  Exhibitors  Asso- 
ciation had  a representative  to  appraise  our  Annual  Meeting  in  Memphis 
FROM  THE  EXHIBITOR'S  POINT  OF  VIEW.  Thirty-four  of  our  thirty-five  ex- 
hibitors filled  out  questionnaires  which  served  as  the  principal  basis 
for  the  Association's  report. 

Our  meeting  rated  high  on  the  following  scores: 

1)  Suitability  of  convention  city,  2)  Suitability  of  exhibit  hall, 

3)  Hotel  accommodations,  4)  Cooperation  of  Medical  Association's  repre- 
sentatives, and  5)  Porter  service. 

Actually,  we  are  responsible  for  only  the  last  two  high  scores.  Ed 
Bridges  did  do  a wonderful  job  as  Director  of  Exhibits  and  we  hired  the 
necessary  porters  to  handle  the  exhibitor's  booths,  boxes  and  supplies. 

Here  are  points  on  which  we  received  low  ratings: 

1)  Physician's  interest  in  exhibits,  2)  Flow  of  physician  traffic, 

3)  Sale  of  products,  and  4)  The  exhibitor's  own  rating  of  the  meeting. 
These  low  ratings  deserve  our  careful  attention  and  must  guide  us  in 
future  meetings  if  we  want  to  keep  the  good  will  and  financial  support 
of  our  exhibitors  who  have  shown  such  loyalty  and  interest  all  these 
years . 

Physician  interest  in  exhibits  drew  low  scores  from  every  class  of 
exhibitor.  Pharmaceutical  representatives  rated  physician  interest  as 
follows:  Good — 4,  Fair — 9,  Poor — 5.  Two  book  publishers  said:  Good-1, 
Fair — 1.  Equipment  dealers  were  surely  ignored.  None  said  interest  was 
Good,  none  said  it  was  Fair — All  said  it  was  Poor!  Physician  interest 
received  fair  and  poor  scores  from  surgical  supply  houses  and  food  sup- 
pliers also. 

On  the  "sale  of  products"  score,  not  a single  exhibitor  reported 
"good"  results.  All  said  sales  were  either  fair  or  poor — most  said 
"poor. " 

Exhibitors  were  sorely  disappointed,  too,  on  the  number  and  flow  of 
physicians  in  the  exhibit  hall.  Only  5 out  of  34  said  that  "there  were 
enough  doctors  around" — 8 said  there  was  a fair  number — and  18  said 
physician  traffic  was  Poor! 

These  items  all  added  up  to  an  unsatisfactory  meeting  from  the  ex- 
hibitor's point  of  view.  Here's  their  report:  4 said  it  was  "a  good 

meeting,"  21  said  it  was  "a  fair  meeting,"  and  7 said  it  was  "a  poor 
meeting. " 

Frankly,  your  headquarters  staff  is  worried  about  this  report.  It 
will  have  wide  circulation  among  potential  exhibitors  in  the  future  when 
they  decide  "where  to  show."  It  can  result  in  our  meeting  being  dropped 
by  some  of  the  companies  who  have  stayed  with  us  so  long.  We  must  do  a 
better  job  for  them  if  we  want  to  keep  them. 

Exhibits — good  ones — make  two  important  contributions  to  a medical 
meeting:  1)  They  contribute  important  scientific  value,  and  2)  They 

contribute  needed  financial  support.  Our  revenues  from  exhibitors  at 
the  last  meeting  was  $4,800.  This  revenue  was  enough  to  defray  the  to- 
tal cost  of  the  meeting.  Without  it,  a registration  fee  of  at  least  $10 
would  have  been  required. 

We  must  do  what  we  have  already  done  for  exhibitors  such  as  have  an 
intermission,  distribute  folders  urging  doctors  to  visit  them,  have  good 
lighting  and  good  physical  arrangements  for  them.  What  additional  must 


be  done  is  largely  in  the  doctor's  hands.  IF  DOCTORS  HAD  VISITED  THE 
BOOTHS,  LISTENED  TO  THE  EXHIBITOR'S  STORY,  AND  EXPRESSED  APPRECIATION 
FOR  THEIR  CONTRIBUTION  TO  THE  MEETING,  THE  SCORE  WOULD  HAVE  BEEN  QUITE 
DIFFERENT.  After  all,  the  exhibitor  has  one  supreme  reason  for  being 
there — and  that's  to  make  physician-contacts.  Let's  give  them  the  play 
they  deserve  from  now  on  and  get  back  in  the  category  of  "a  good  meet- 
ing." These  comments  were  made  by  our  friends,  in  all  frankness — for 
our  benefit.  We  would  make  a serious  blunder  not  to  consider  them  seri- 
ously. 
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The  Committee  on  Health  and  Medical  Care  of  the  Tennessee  Medical 
Foundation  is  moving  rapidly  toward  a concrete  program  of  extending  med- 
Medical  Care  ical  care  to  marginal  areas — particularly  the  Pruden  Valley.  Inasmuch 

as  many  members  may  not  know  about  the  Foundation  and  its  purposes,  some 
of  the  highlights  will  be  presented  for  general  information. 


Facts  About  The  Tennessee  Medical  Foundation  was  chartered  on  July  10,  1952, 

the  Tennessee  pursuant  to  a resolution  adopted  by  the  House  of  Delegates  of  the  Ten- 
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nessee  State  Medical  Association  at  the  Annual  Meeting  in  Knoxville, 
April  16,  1952.  One  of  the  purposes  in  forming  the  Foundation  was  to 
create  an  agency  that  could  accept  contributions  and  own  property  for 
scientific  purposes,  and  by  nature  of  its  non-profit  status,  assure  the 
tax-deductibility  of  such  contributions. 

Since  the  Foundation  has  been  incorporated,  all  contributions  to 
the  former  building  fund  of  the  Tennessee  State  Medical  Association  are 
being  made  to  the  Tennessee  Medical  Foundation. 

While  the  construction  of  a headquarters  building  to  serve  this  As- 
sociation and  other  allied  groups  is  only  in  the  planning  and  "hoping" 
stage,  many  other  challenging  situations  are  claiming  the  Foundation's 
interest . 

The  UMWA  Liaison  Committee,  composed  of  Dr.  B.  M.  Overholt,  Knox- 
ville, Chairman,  Dr.  Cecil  Newell,  Chattanooga,  and  Dr.  J.  S.  Hall, 
Clinton,  had  been  working  at  the  job  of  trying  to  plan  ways  and  means 
for  solving  a medical  care  problem  in  the  coal-mining  section  of  upper 
East  Tennessee.  This  problem,  since  it  involved  medical  services  for 
miners,  was  brought  to  the  Association's  attention  by  the  AMA  Survey 
Team  which  studied  medical  care  in  the  entire  Tennessee-Kentucky-West 
Virginia  bituminous  coal  area. 


It  became  clear  to  the  UMWA  Committee  that  the  problem  of  attempt- 
UMWA  Liaison  ing  to  solve  medical  care  problems  for  a whole  community  in  which  per- 
Committee  sons  other  than  miners  lived — to  say  nothing  of  areas  where  coal  miners 
Exceeded  by  might  not  live — would  involve  responsibilities  beyond  the  scope,  author- 
Problems  ity  and  resources  of  the  UMWA  Liaison  Committee. 


Committee  on  Other  communities,  not  dependent  upon  coal  mining,  had  also  enlist- 

Health  and  ed  the  help  of  the  UMWA  Committee  in  the  solution  of  medical  care  prob- 
Medical  Care  lems.  When  the  challenge  of  "doing  something"  for  these  several  mar- 
Takes  Over  ginal  communities  was  presented  to  the  Directors  of  the  Tennessee  Medi- 
cal Foundation,  the  Directors  voted  unanimously  to  create  a Committee  on 
Health  and  Medical  Care  of  the  Foundation  "to  study  ways  and  means  for 
solving  medical  care  problems  in  marginal  areas  in  Tennessee." 


Committee 

Personnel 


Long  Range 
Plans 


The  Committee  was  appointed  on  February  6,  1953,  and  is  composed  of 
the  following:  Dr.  B.  M.  Overholt,  Chairman,  Dr.  Cecil  Newell,  Dr.  J. 

S.  Hall,  Dr.  Daugh  W.  Smith,  Dr.  Ernest  Kelly,  Dr.  R.  H.  Hutcheson,  and 
Dr.  R.  H.  Kampmeier.  At  a meeting  of  the  Board  of  Directors  in  Nash- 
ville, on  May  24,  1953,  called  to  hear  a report  and  recommendations  of 
the  Committee,  Dr.  Robert  Berson,  Assistant  Dean,  Vanderbilt  Medical 
School,  was  added  to  the  Committee  and  designated  Secretary  Pro  Tem. 

The  Committee  has  moved  along  rapidly  and  plans  to  submit  a long- 
range  program  of  community  studies  and  assistance  to  the  Commonwealth 
Fund  with  the  hope  that  the  Fund  will  provide  necessary  funds  to  start 
the  program  which  calls  for  employing  a Field  Secretary  to  the  Committee 
who  will  coordinate  and  participate  in  the  basic  community  planning  un- 
der the  direction  of  the  Committee  on  Health  and  Medical  Care. 


Foundation  Directors  of  the  Tennessee  Medical  Foundation  are:  Dr.  Ralph  H. 

Directors  Monger,  Knoxville,  President;  Dr.  Ernest  Kelly,  Memphis,  Vice-President; 

Dr.  A.  M.  Patterson,  Chattanooga;  Dr.  Frank  L.  Roberts,  Memphis;  Dr. 

John  B.  Youmans,  Nashville;  and  V.  0.  Foster,  Secretary. 
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A recent  issue  of  Home  Life,  a Baptist  magazine,  published  an  arti- 
cle full  of  implications  that  the  medical  profession — specifically  the 
A.  M.  A. — is  holding  down  the  production  of  doctors. 

The  author  apparently  did  not  know  that  medical  education  has  ex- 
panded at  an  unprecedented  rate  since  World  War  II  and  hit  its  peak,  to 
date,  in  the  year  1952. 

Here  are  the  facts  and  figures  on  Medical  Education  in  the  United 
States.  They  are  based  on  a survey  just  completed  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  A.  M.  A.  We  hope  every  member  of 
the  T.  S.  M.  A.  will  disseminate  this  authentic  information  at  every  op- 
portunity. 

How  many  medical  schools  are  there  in  the  United  States? 

There  are  72  medical  schools  and  seven  basic  science  schools. 

How  do  basic  science  schools  differ  from  medical  schools? 

Basic  science  schools  offer  only  the  first  two  years  of  the  medical 
curriculum — the  laboratory  courses — while  the  four  year  curriculum 
in  medical  schools  includes  both  laboratory  and  clinical  courses. 
What  was  the  enrollment  in  these  schools  in  1951-52? 

Total  enrollment  was  27,076,  a record-breaker  for  the  fourth  con- 
secutive year.  The  number  of  students  studying  medicine  increased 
3.4%  over  1950-51. 

How  do  these  totals  in  1951-52  compare  with  the  pre-World  War  II  enroll- 
ment in  1940-41? 

During  the  past  eleven  years  total  enrollment  has  jumped  26.6%  from 
21,379  to  27,076. 

How  many  physicians  were  graduated  f rom  medical  schools  in  1952? 

The  6,080  graduated  in  1952  constituted  the  largest  class  ever 
graduated  from  medical  schools  while  on  regular  schedules.  This  is 
an  increase  of  983  or  19.2%  over  1940-41. 

Is  this  upward  trend  expected  to  continue? 

Yes.  With  the  1951-52  freshman  class  in  medical  schools  numbering 
7,441,  the  largest  on  record,  and  a 27.5%  increase  over  the  class 
of  1940-41,  this  upward  trend  is  expected  to  continue  because 
plans  are  now  well  underway  for  the  establishment  of  several  new 
medical  schools. 

Are  enrollments  in  the  medical  and  basic  science  schools  keeping  pace 
with  the  tremendous  growth  of  p opulation  in  the  United  States? 

The  increase  in  production  of  physicians  is  well  ahead  of  the  in- 
crease in  the  U.  S.  population.  The  Bureau  of  the  Census  estimates 
that  from  July,  1942,  to  July,  1952,  the  population  increased 
16.4%,  while  in  the  same  period  of  time  medical  school  enrollments 
leaped  22.8%. 

Who  determines  the  number  of  student s to  be  admitted  to  medical  schools? 
The  faculties, administrative  officers  and  governing  boards  of  each 
school  set  the  size  of  the  classes.  Students  are  admitted  in  ac- 
cordance with  the  school's  educational  philosophy  and  its  own  judg- 
ment of  its  educational  resources. 

What  is  the  attitude  of  the  American  Medical  Association  toward  these 
increased  enrollments? 

The  A.  M.  A.  has  lent  every  aid  and  encouragement  to  sound  expan- 
sion. Many  state  medical  societies,  which  comprise  the  A.  M.  A., 
have  been  among  the  leaders  in  encouraging  the  establishment  and 
expansion  of  medical  schools. 

Are  there  any  sub-standard  medical  a nd  basic  science  schools  in  the 
United  States? 

No.  All  schools  training  medical  doctors  are  fully  approved  by  the 
American  Medical  Association  and  the  Association  of  American  Medi- 
cal Colleges.  Schools  are  approved  only  after  a careful  survey  by 
both  organizations. 

Are  only  "A"  students  adm itted  to  me dical  schools? 

Definitely  not.  Of  the  1951-52  freshman  class,  only  30%  had  "A" 
averages.  Approximately  55%  had  "B"  averages,  and  slightly  more 
than  15%  had  averages  of  "C"  or  lower  in  their  college  work. 

Once  admitted  to  medical  school,  how  many  students  are  eliminated? 

Because  of  thorough  screening  by  faculty  admission  committees,  less 
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than  15%  of  all  students  in  Americal  medical  schools  are  dropped 
during  the  entire  four-year  course.  In  many  European  schools, 
which  admit  large  classes  without  careful  pre-admittance  screening 
sometimes  as  many  as  50-75%  of  the  medical  students  are  failed 
within  the  first  one  to  three  years  of  study. 

Are  medical  school  enrollments  limited  only  to  those  studying  to  become 
physicians?  I 

Quite  the  contrary.  Medical  schools  provided  instruction  for  55,- 
437  other  students  in  1951-52 — more  than  twice  the  number  of  27,07( 
medical  students. 

Who  are  these  55,457  "extra11  students? 

These  students  include  physicians  and  other  graduate  students  work- 
ing toward  advanced  degrees,  students  in  allied  fields  (physical 
and  occupational  therapists,  laboratory  and  X-ray  technicians,  and 
medical  record  librarians),  interns,  physicians  serving  residencies 
or  fellowships,  and  dental,  pharmacy,  and  nursing  students.  Of 
their  number,  17,144  are  receiving  full  courses  of  instruction  fron 
medical  faculties. 
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What  is  the  financial  status  of  medical  education  today? 

Medical  education  is  better  supported  today  than  at  any  time  in  its 
history.  However,  operational  expenses  have  increased  greatly. 

Is  it  true  that  the  American  Medical  Association  opposes  all  federal  aic 
to  medical  education? 

No.  The  A.  M.  A.  approves  of  one-time  federal  grants  for  medical 
school  construction  and  renovation  and  of  federal  grants  for  spe- 
cific research  projects  (cancer,  heart  disease,  etc.).  It  does  op- 
pose, however,  the  appropriation  of  federal  funds  for  medical 
school  operating  expenses. 

Why  does  the  A.  M.  A.  make  a distinction  between  these  appropriations? 
Government  financing  of  specific  research  projects  or  construc- 
tion would  cease  at  the  completion  of  the  project  or  building, 
whereas  continuing  annual  appropriations  for  salaries  and  other  op- 
erating expenses  could  lead  to  government  control  of  all  medical 
education. 

Does  there  appear  to  be  a need  for  government  subsidies? 

Without  federal  government  subsidy,  funds  available  to  medical 
schools  for  their  operations  have  increased  69%  during  the  past  six 
years!  For  the  academic  year  1952-53,  the  total  of  the  budgets  of 
the  medical  and  basic  science  schools  is  approximately  $80,885,000. 

How  many  medical  schools  are  privately  owned? 

Of  the  79  medical  and  basic  science  schools  in  the  U.  S. , 41  are 
privately  owned,  35  are  state  owned,  and  3 are  municipally  owned. 

What  are  the  enrollments  in  state  and  private  schools? 

During  1951-52,  14,441  students  were  enrolled  in  private  schools 
(53.4%)  and  12,631  were  in  state  schools  (46.6%). 

What  is  the  estimated  cost  of  training  a physician? 

In  the  early  1930's  it  cost  approximately  $5,000  to  train  a physi- 
cian during  a four-year  medical  course.  Now  it  takes  $10,000  to 
$12,000,  chiefly  because  of  costly  laboratory  facilities,  the  high 
ratio  of  teachers  required  for  students,  and  the  complicated  train- 
ing techniques  growing  out  of  recent  scientific  advances. 

How  much  of  this  training  cost  is  borne  by  the  medical  student? 

The  average  tuition  for  resident  students  in  U.  S.  medical  schools 
for  1952-53  is  $623.  The  range  of  fees  in  all  schools  is  from  $97 
to  $968,  except  for  one  school  which  charges  a tuition  of  $1,289. 
Tuition  fees  account  for  only  21.5%  of  medical  school  operating 
budgets;  legislative  grants  and  appropriations,  gifts,  alumni 
funds,  and  proceeds  from  fund-raising  groups  make  up  the  remainder. 

What  is  the  total  expenditure  of  a student  attending  medical  school? 

The  average  financial  outlay  for  a student  for  one  academic  year  is 
estimated  to  be  from  $880  to  $2,750,  with  a median  of  $1,980. 
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What  are  the  prospects  for  creating  new  medical  schools? 

There  has  been  no  slackening  of  the  widespread  interest  in  the  . 

creation  of  new  medical  schools  that  has  been  demonstrated  in  re-  .l 
cent  years.  The  University  of  California  at  Los  Angeles  admitted 
its  first  freshman  class  to  its  new  medical  school  in  1951,  and  the  " 
University  of  Miami  (Florida)  began  instruction  of  its  first  fresh- 
man class  in  medical  school  in  1952.  The  state  universities  of  „ 

Mississippi,  Missouri,  North  Carolina,  and  West  Virginia  are  now  ' 

expanding  their  basic  science  schools  to  four-year  medical  schools. 
Yeshiva  University  of  New  York  City  is  now  building  the  first  unit  j 
of  a new  medical  school.  The  possibility  of  establishing  new  medi-  , 
cal  schools  is  being  considered  by  the  University  of  Florida,  the 
University  of  Kentucky  and  in  C onnecticut . 
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Your  Association,  through  the  Emergency  Medical  Service  Committee 
and  this  office,  is  cooperating  with  the  Tennessee  Office  of  Civil  De- 
fense in  planning  a course  in  "Standard  Emergency  Treatment  of  Atomic 
Bomb  Injuries"  for  all  physicians  in  Tennessee.  Since  dentists  and 
osteopaths  will  be  working  along  side  physicians  in  the  event  of  atomic 
disaster,  they  will  be  invited  to  attend  the  lectures  presented  by  this 
Association. 

The  course  will  consist  of  eight  one-hour  lectures  on  the  following 
subjects:  1)  General  Orientation — bomb  phenomenology,  effects,  casualty 
patterns.  2)  Health  Services  in  Civil  Defense — defense  aims,  organiza- 
tion, disaster  problems.  3)  Biological  and  Psychological  Effects  of 
Atomic  Warfare — effects  of  ionizing  radiation,  tissue  sensitivity,  clin- 
ical aspects  of  radiation  sickness,  public  education  and  morale.  4) 
Radiation  Sickness — gross  and  microscopic  pathologic  changes,  altered 
physiology,  hemotology,  diagnosis  and  prognosis.  5)  Management  of  Trau- 
matic Injuries — incidence,  clinical  findings,  diagnosis,  definitive 
treatment.  6)  Management  of  Burns — incidence,  clinical  findings,  diag- 
nosis, definitive  treatment,  types.  7)  Internal  Radiation  Problems — 
toxicology  of  fission  products,  fission  products  hazards,  types  of 
entry,  criteria  for  evaluation.  8)  Role  of  Physicians,  Dentists  and 
Osteopaths  in  Atomic  Warfare  and  Radiological  Defense — description  of 
duties,  standard  procedures,  casualty  handling  and  triage,  facility  and 
personnel  organization. 

Fifteen  teaching  centers — five  in  each  Grand  Division  of  the  State- 
have  been  chosen  on  basis  of  accessibility  and  doctor  population  centers 
as  follows: 

EAST  TENNESSEE 

Chattanooga — Interstate  Building  Auditorium 
Athens — Epperson  Hospital 

Knoxville — Knoxville  Academy  Assembly  Hall 
Morristown — County  Health  Center 
Johnson  City — Mountain  Home  VA  Hospital 
MIDDLE  TENNESSEE 

Clarksville — Clarksville  Hospital 

Nashville — Academy  Auditorium,  Doctors  Building 

Columbia — Oakes-Nichols  Funeral  Home 

Shelbyville — Bedford  County  Hospital 

Cookeville — Cookeville  General  Hospital  Cafeteria 

WEST  TENNESSEE 

Memphis — Auditorium,  Institute  of  Pathology 
Jackson — Jackson  Memorial  Hospital  Cafeteria 
Paris — City  Hall  Library 

Union  City — Obion  County  General  Hospital 
Ripley — Ripley  Hospital 

Three  teams  of  lecturers — one  for  each  Grand  Division — will  be 
chosen  by  the  Committee  to  present  the  course  on  a "circuit-riding" 
basis.  Analysis  of  the  subject  matter  discloses  that  a lecture  team  of 
four  persons  handling  two  subjects  each,  can  do  the  job.  Lecturers 
should  be  selected  from  the  following  fields:  public  health,  radiology, 
surgery,  and  specialists  in  toxicology  of  fission  products. 

The  lecture  team  for  Middle  Tennessee  has  already  been  selected  on 
the  above  basis.  Lecturers  for  East  and  West  Tennessee  are  being  se- 
lected. It  now  appears  that  all  details  of  the  course  will  be  worked 
out  in  time  to  present  the  lectures  throughout  the  State  during  the 
months  of  October  and  November.  It  is  believed  that  the  eight  lectures 
will  be  presented  in  eight  sessions  of  one  hour  each  in  the  metropolitan 
centers  ; while  smaller  centers  will  prefer  to  have  four  lectures  on  two 
separate  half-days,  and  possibly  in  some  instances,  have  all  eight  lec- 
tures presented  in  one  day.  Local  preference  will  guide  the  Committee 
on  this  matter. 
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Many  persons  have  asked  why  this  course  should  be  taken  to  physi- 
cians, dentists  and  osteopaths  in  the  rural  areas  where  no  towns  are 
likely  to  suffer  an  atomic  attack.  The  reason  is  that  health  personnel 
and  facilities  in  target  areas  (metropolitan  centers)  could  be  destroyed 
and  the  task  of  handling  casualties  would  fall  upon  physicians  and  hos- 
pitals in  adjacent  areas;  furthermore,  there  is  need  for  every  physician 
and  dentist  to  know  his  proper  role  in  the  handling  of  casualties  and  to 
become  acquainted  with  the  specific  problems,  organisation,  and  standard 
procedures  that  would  be  necessary  for  efficient  handling  of  such  casu- 
alties as  would  probably  occur  in  the  event  of  atomic  attack. 

In  order  to  perfect  the  organisation  of  the  course — including  se- 
curing lecturers,  meeting  halls,  and  determining  dates,  the  Emergency 
Medical  Service  Committee  of  this  Association  has  been  broken  down  into 
Regional  Sub-Committees  with  two  Committee  members  serving  as  Co-Chair- 
men of  the  sub-committees  in  each  of  the  Grand  Divisions  as  follows: 

EAST  TENNESSEE — Dr.  Joe  Raulston,  Knoxville,  Dr.  W.  J.  Sheridan,  Chatta- 
nooga 

WEST  TENNESSEE — Dr.  James  Wilson,  Memphis,  Dr.  John  R.  Thompson,  Jackson 
MIDDLE  TENNESSEE — Dr.  James  C.  Gardner,  Nashville  and  Dr.  W.  C.  Dixon, 
Nashville. 

The  plan  for  the  CD  course  has  been  submitted  to  the  Committee  on 
Accreditation  of  the  American  Academy  of  General  Practice.  It  is  hoped 
that  this  course  will  be  approved  by  the  Academy  of  General  Practice  in 
order  for  all  general  practitioners  attending  to  receive  credit  on  their 
required  postgraduate  training.  This  approval  is  expected. 

The  Emergency  Medical  Service  Committee  has  already  edited  and  ap- 
proved two  manuals  which  will  be  used  as  the  basis  of  the  CD  course. 

The  actual  presentation  of  the  course  is  a follow-up  of  the  action  of 
the  House  of  Delegates  taken  in  Memphis  during  the  Annual  Meeting  which, 
by  resolution,  approved  the  Committee's  undertaking  such  a course  and 
urged  support  of  the  course  by  all  members  of  the  Association. 

Specifically,  the  course  is  to  prepare  physicians  for  their  proper 
role  in  civil  defense  and  to  cooperate  with  the  Tennessee  Office  of 
Civil  Defense  in  over-all  civil  defense  planning.  Doctors  in  Tennessee 
have  led  in  the  establishment  of  civil  defense  in  Tennessee,  and  they 
are  to  be  commended  for  making  certain,  through  proper  study,  that  they 
are  prepared  to  assume  their  role  in  the  event  of  atomic  attack. 

* 

The  Committee  on  Health  and  Medical  Care  of  the  Tennessee  Medical 
Foundation  is  ready  to  proceed  with  its  task  of  providing  better  medical 
care  to  certain  marginal  areas  in  Tennessee.  The  Committee  is  now 
awaiting  word  from  the  Commonwealth  Fund  with  respect  to  an  application 
for  a $20,000.00  grant.  Indications  are  that  the  grant  (for  one  year) 
will  be  received.  A meeting  of  the  Committee  will  be  called  immediately 
after  approval  of  the  grant  has  been  received  for  the  purpose  of  employ- 
ing a Field  Secretary  to  the  Committee  and  for  specific  planning  of 
remedial  programs  for  the  four  areas  now  under  considration  by  the  Com- 
mittee. -k 

The  Physician  Placement  Service  operated  by  your  headquarters  of- 
fice is  becoming  a significant  project.  Started  only  one  year  ago  (in 
earnest)  we  have  been  specifically  responsible  for  placing  thirteen 
physicians  in  Tennessee,  most  of  them  in  rural  communities.  Others 
placed  were  additional  personnel  to  partnerships,  clinics,  and  associate 
relationships. 

Mayors,  county  judges,  and  civic  groups  know  about  this  service. 

We  simply  act  as  an  intermediary  for  "getting  the  doctor  and  the  commu- 
nity together."  The  mechanics  of  the  Service  is  as  follows:  Question- 
naires are  sent  to  physicians  desiring  a location  in  Tennessee  for  per- 
tinent information.  A special  questionnaire  is  also  sent  to  a commu- 
nity, usually  to  a community  leader,  which  gives  us  a picture  of  the 
community  and  its  physician  needs  ; and  finally,  a questionnaire  is  sent 
to  the  local  medical  society  for  its  opinion  of  a given  community's  need 
for  a doctor  or  for  an  additional  doctor. 

Brief  abstracts  of  both  communities  needing  doctors,  and  of  doctors 
seeking  a location  are  carried  in  the  Journal  each  month.  Doctors  and 
communities  (or  other  doctors  seeking  associates)  are  put  into  communi- 
cation with  each  other  on  the  basis  of  full  information  about  each. 

Frequently,  a community  will  appoint  a "get-a-doctor  committee" 
that  visits  our  office  to  learn  of  available  physicians  and  negotiations 
with  the  available  doctors  start  from  this  point.  Such  personal  confer- 
ences enable  us  to  point  out  the  community's  responsibilities  in  getting 
and  keeping  a doctor,  which,  of  course,  goes  a long  way  in  making  a com- 
munity attractive  to  the  physician. 
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On  July  9 the  mailman  brought  to  Dr.  B.  M.  Overholt  a momentous 
message.  It  was  a letter  from  Mr.  Malcolm  P.  Aldrich,  Chairman  of  the 
Board  of  the  Commonwealth  Fund.  The  letter  said  the  Fund  was  granting 
$19,900  to  The  Tennessee  Medical  Foundation  for  use  in  extending  high 
quality  medical  care  to  isolated  Tennessee  areas. 

The  generous  grant  crowns  with  success  the  efforts  begun  last  year 
by  the  Liaison  Committee  to  the  United  Mine  Workers  of  America.  Dr. 
Overholt  is  Chairman  and  the  other  two  members  are  Dr.  James  S.  Hall  of 
Clinton  and  Dr.  Cecil  Newell  of  Chattanooga. 

This  small  Committee  worked  with  such  zeal  and  determination  that 
the  project  has  been  adopted  by  the  Health  and  Medical  Care  Council  of 
The  Medical  Foundation.  This  is  composed  of  Drs.  Overholt,  Daugh  W. 
Smith,  Ernest  G.  Kelly,  R.  H.  Hutcheson,  R.  C.  Berson,  R.  H.  Kampmeier, 
Newell  and  Hall. 

Dr.  Overholt's  report  to  the  House  of  Delegates  of  the  Memphis  An- 
nual Session  made  a profound  impression.  This  announcement  will  be  good 
news  to  those  who  were  particularly  interested  in  the  report. 

Special  thanks  is  due  to  Dr.  John  D.  Winebrenner,  of  Knoxville, 

Area  Director  of  Medical  Care  for  the  UMWA  Welfare  and  Retirement  Fund. 
He  accompanied  Dr.  Overholt  and  me  t o Washington  to  make  the  first  con- 
tact with  Dr.  Harry  Handley,  the  Commonwealth  Fund  representative  with 
whom  we  have  dealt  throughout  pressing  of  the  application  for  funds. 

Dr.  Handley  made  two  trips  into  Tennessee  and  made  a careful,  exhaustive 
investigation  of  the  project. 

The  second  contact  was  made,  in  New  York  City,  by  Dr.  Overholt,  Dr. 
Smith,  then  President  of  TSMA,  and  Dr.  Kampmeier.  They  were  questioned 
closely  by  Commonwealth  Board  and  staff  members.  The  Fund  has  done  a 
great  work  in  the  field  of  medical  philanthropy  for  many  years.  It  is 
generous,  but  careful,  with  the  money  left  in  trust  by  the  Harkness  fam- 
ily. Even  before  this  grant,  Tennessee  medicine  owes  it  much.  Three 
Tennessee  hospitals  owe  their  existence  to  the  Fund  and  some  35  Tennes- 
see physicians  their  medical  education. 

The  Health  and  Medical  Care  Council  meets  in  Nashville  on  Sunday, 
July  19,  to  consider  applicants  for  the  position  of  field  secretary,  to 
plan  future  Committee  work,  and  to  plan  especially  for  the  solution  of 
the  Pruden  Valley  medical  care  problem. 

While  the  extension  of  medical  care  to  the  population  of  the  Pruden 
Valley  is  the  Number  1 project,  the  Committee  also  will  give  assistance 
to  the  people  and  physicians  of  the  communities  of  LaFollette,  Morgan 
County  and  the  "Chattanooga  pocket"  in  Marion  County. 

Assistance  already  has  been  given  to  LaFollette,  by  helping  to  se- 
cure Hill-Burton  funds  for  a new  hospital,  and  to  Wartburg  and  Morgan 
County. 

Last  year  Dr.  Smith,  Dr.  Overholt,  Dr.  Winebrenner  and  the  Public 
Service  Director  met  with  a Citizens  Committee  in  Wartburg  to  advise  the 
Committee  on  nebulous  plans  for  a clinic  and  medical  care  center  for 
Morgan  County. 

On  July  6,  Dr.  Smith  cancelled  a busy  hospital  and  office  day  and 
returned  to  Wartburg  to  appear  before  the  annual  Budget  Session  of  the 
County  Court.  He  offered  the  assistance  of  the  Medical  Foundation  and 
the  TSMA,  saying  both  were  just  as  interested  in  medical  care  in  Morgan 
County  as  in  any  county  in  the  state. 
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One  elderly  Squire  stuck  his  pipe  in  his  mouth,  squinted  up  at  Dr. 
Smith  and  allowed  he  could  ask  a question  Dr.  Smith  couldn't  answer. 

"I  want  you  to  tell  me,"  said  the  Squire,  "where  we're  going  to  get 
the  money  to  build  this  clinic." 

Dr.  Smith  smiled  and  countered:  "Do  you  really  want  me  to  answer 

that  question?" 

The  Squire  nodded  vigorously  without  removing  his  pipe. 

"Well,"  Dr.  Smith  replied,  "you've  got  $22,000  in  your  courthouse 
improvement  fund,  haven't  you?  You  can  divert  that  to  build  a clinic." 

This  time  the  Squire's  pipe  came  out  of  his  mouth.  He  began  to 
murmur  something  about  the  need  for  courthouse  repairs. 

"Now  let  me  ask  you  a question, " Dr.  Smith  persisted.  "Which  does 
Morgan  County  need  the  most,  the  courthouse  improvements,  or  a medical 
center  and  several  new  doctors?" 

Other  court  members  began  to  stir  and  look  at  each  other.  A school 
principal  in  the  audience  came  forward  and  said  he  thought  Dr.  Smith  was 
making  a generous  offer  of  assistance  and  that  the  court  should  do  some- 
thing about  it. 

Upshot  of  the  meeting  was  that  a standing  hospital  committee  was 
instructed  to  bring  specific  recommendations  to  the  session  in  October. 
This  committee  is  being  assisted  in  its  duty  by  the  Medical  Foundation. 
We  hope  the  court  will  see  fit  to  divert  the  courthouse  fund  to  the  ben- 
efit of  humanity  in  Morgan  County.  The  Magistrates  have  an  opportunity 
to  build  a monument  to  their  records  as  public  servants.  Perhaps  they 
will  seise  it. 

The  desire  for  self-improvement  is  a rare  virtue.  Actual  self- 
improvement  is  even  more  rare.  I know  an  organization  dealing  with  the 
extension  of  medical  care  which  deserves  a bouquet  for  its  program  of 
self-improvement  among  its  members.  It  is  the  Society  of  Medical  As- 
sistants of  Nashville  and  Davidson  County.  This  group  was  organized  in 
the  wake  of  a series  of  courses  in  Public  Relations  conducted  throughout 
the  State  by  the  Public  Service  Committee.  Mrs.  E.  L.  Bass  is  Presi- 
dent. 

The  Nashville  SMA  (sounds  like  a baby  formula)  set  up  a series  of 
classes  for  its  members  especially  designed  for  self-improvement.  The 
series  was  presented  by  the  Projects  Committee  headed  by  Miss  Thelma 
Greene,  imaginative  and  energetic.  The  topics  were: 

1.  Collecting  The  Doctor's  Accounts. 

2.  The  Patient's  View  of  the  Doctor's  Office. 

3.  What  Some  Patients  Have  Told  Psychiatrists  About  Doctors'  Of- 
fices. 

4.  A Tour  Through  a Modern  Hospital  with  Explanations  of  Its  Oper- 
ation. 

The  classes  were  held  as  informal  discussions.  A collections  ex- 
pert spoke  on  the  delicate  problem  of  collecting  bills  and  keeping  pa- 
tients. (And  patience!)  Two  psychiatrists  gave  one  lecture,  and  an 
actual  patient  gave  her  own  views  of  the  doctor's  office. 

Most  of  the  regular  programs  of  the  SMA,  under  chairmanship  of  Mrs. 
Fort  Jordan,  are  designed  to  provide  information  leading  to  self-im- 
provement in  the  delicate  job  of  handling  an  ill  and  worried  public. 

Another  project  absorbing  the  interest  and  energy  of  the  SMA  deals 
with  preparedness  in  case  of  wartime  or  civilian  disaster.  All  the  mem- 
bers have  been  classified  and  the  list  turned  over  to  the  medical  divi- 
sion of  the  Davidson  County  Civilian  Defense  agency. 

Still  another  project  is  one  with  a big  heart.  The  SMA  girls  col- 
lected $450  selling  various  items.  So  they  bought  five  table  model  ra- 
dios for  the  Pediatric  Ward  of  Vanderbilt  Hospital.  The  Department  head 
wrote  the  originator  of  this  project,  Mrs.  Irene  Waltz,  a letter  contain- 
ing this  statement : 

"This  sort  of  thing  from  a group  of  women  like  you  have  in  your  or- 
ganization represents  the  finest  type  of  public  service." 
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Effective  January  1,  1954,  the  advertising  rates  for  the  Journal 
will  be  increased  approximately  fifteen  per  cent.  The  increase,  the 
first  since  1951,  will  compensate  for  increased  publication  costs.  The 
increase,  however,  will  not  place  our  rates  out  of  line  with  other  state 
journals  of  comparable  size  and  circulation. 


Committee  on  The  personnel  of  the  new  Committee  on  Liaison  with  Organized  Labor 

Organized  is  now  complete.  Appointed  by  the  Board  of  Trustees  pursuant  to  a reso- 

Labor  lution  adopted  by  the  House  of  Delegates  at  the  last  meeting,  the  Corn- 

Completed  mittee  is  composed  of  the  following  physicians:  Daugh  W.  Smith,  Nash- 

ville, Chairman;  H.  D.  Hickey,  Chattanooga;  John  D.  Winebrenner,  Knox- 
ville; H.  L.  Monroe,  Erwin;  and  W.  D.  Stinson,  Memphis. 


Purposes  The  Committee,  as  its  name  indicates,  will  be  this  Association's 

of  the  official  group  which  will  work  with  Organized  Labor  on  problems  of  mu- 

Committee  tual  interest.  It  will  be  particularly  concerned  with  helping  Labor 

solve  its  medical  care  problems.  Real  progress  has  been  made  already  in 
acquainting  Labor  with  the  Tennessee  Plan  of  prepaid  insurance.  Public 
relations-wise , the  Committee  is  a bridge  by  which  Medicine  and  Labor 
may  cross  a hitherto  chasm  of  mutual  distrust  and  suspicion.  Labor 
rightfully  wants  good  medical  care  and  Medicine  rightfully  desires  to 
make  such  care  available — not  only  to  Labor  but  to  all  segments  of  the 
economy.  Such  a bridge  has  been  long  needed. 
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Dr.  Lamb  Myhr,  Jackson,  has  been  appointed  to  the  Committee  on  Sci- 
entific Work  and  Editorial  Board  by  the  Board  of  Trustees.  He  succeeds 
Dr.  Helen  Johnson  of  Jackson  who  has  retired  from  practice.  The  Commit- 
tee, of  which  Editor  R.  H.  Kampmeier  is  Chairman,  plans  to  start  work  on 
the  scientific  program  for  the  next  Annual  Meeting.  The  meeting — the 
119th  session — will  be  held  in  Nashville  on  April  11-12-13-14.  The 
House  of  Delegates  will  meet  on  Sunday,  April  11. 
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Recently  the  investigators  for  the  Licensing  Board  for  the  Healing 
Arts  furnished  evidence  to  the  Narcotic  Bureau  led  to  the  conviction  of 
two  former  Jackson  men  who  were  found  to  be  forging  the  names  of  physi- 
cians in  the  West  Tennessee  Area  to  prescription  blanks  pilfered  from 
their  offices. 


Watch  Those  Both  men  have  been  sentenced  to  five  years  imprisonment  each  on 

Prescription  charges  of  possessing  illegal  prescriptions  and  forging  a physician’s 
Blanks  name.  This  episode  illustrates  the  facility  with  which  these  individ- 

uals and  others  are  able  to  secure  prescription  blanks  and  the  individ- 
ual physician  is  warned  to  guard  his  prescription  blanks  as  carefully  as 
possible . 

Second  Annual  The  second  annual  conference  on  Medical-Hospital  Problems  in  the 

Conference  on  Bituminous  Coal  Mining  Areas  has  been  set  for  September  13-14  in 
Coal  Mining  Charleston,  W.  Va.  This  conference  is  a follow-up  of  the  first  confer- 
Problems  Set  ence  held  in  Charleston  one  year  ago.  As  last  year,  the  conference  will 
be  attended  by  representatives  of  state  medical  associations,  public 
health  departments,  UMWA  Welfare  and  Retirement  Fund  officials,  UMWA  ad- 
ministrators, hospital  associations  and  other  health  and  medical  care 
organizations  from  Kentucky,  Tennessee,  Virginia,  West  Virginia  and 
Pennsylvania.  The  conference  is  sponsored  again  by  the  AMA's  Councils 
on  Medical  Service  and  Industrial  Health. 
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Your  Association  will  be  represented  by  Dr.  B.  M.  Overholt,  Chair- 
man of  our  UMWA  Liaison  Committee  ; Dr.  R.  H.  Hutcheson,  Commissioner  of 
Public  Health;  and  your  Executive  Secretary.  The  UMWA  Liaison  Commit- 
tee, composed  of  Dr.  Overholt,  Dr.  Cecil  Newell,  Chattanooga,  and  Dr. 

J.  S.  Hall,  Clinton,  will  carry  specific  recommendations  to  the  confer- 
ence for  solving  the  medical-hospital  problems  in  Tennessee  mining 
areas.  The  Committee's  report  and  conference  recommendations  will  be 
formulated  in  a Committee  meeting  on  August  9 after  a full  year  of  hard 
and  conscientious  work  on  the  problem.  Tennessee  is  exhibiting  real 
courage  and  leadership  in  this  knotty  problem. 

Dr.  Bedford  T.  Otey,  Memphis,  has  been  appointed  acting  chairman  of 
the  Association's  Industrial  Health  Committee.  Dr.  Otey,  formerly  a 
member  of  the  Committee,  replaces  Dr.  Jean  S.  Felton  as  Chairman.  Dr. 
Felton  has  resigned  due  to  his  accepting  a position  with  the  University 
of  Colorado  Medical  School. 

Directors  of  the  Tennessee  Medical  Foundation  and  members  of  the 
Foundation's  Committee  on  Health  and  Medical  Care  held  another  joint 
meeting  in  Nashville  on  Sunday,  July  9.  The  Committee's  selection  of 
Mr.  Clifford  Seeber,  Knoxville,  as  Field  Secretary  to  the  Committee  was 
submitted  to  the  Board  of  Directors  and  confirmed. 


Dr.  Overholt,  Chairman,  stated  that  the  solution  of  medical  care 
problems  in  Pruden  Valley  was  of  immediate  concern  to  the  Committee  and 
that  Mr.  Seeber  had  spent  three  days  in  that  area  for  basic  information. 
Mr.  Seeber  then  gave  a comprehensive  report  of  his  findings  which  dealt 
with  the  social,  economic  and  religious  patterns  in  the  community. 

Among  the  problems  related  to  the  Pruden  Valley  situation  which 
were  discussed  were — prepaid  insurance  plans,  physical  facilities  for 
clinic  or  physician's  offices,  health  personnel  needed,  financial  re- 
sources and  financing,  and  further  survey  needs. 

In  order  to  expedite  the  work  of  the  Committee,  and  particularly  to 
give  Mr.  Seeber  quick  access  to  Committee  advice  on  policy  and  proce- 
dure, an  Executive  Sub-Committee  composed  of  Dr.  B.  B.  Overholt,  Dr. 

J.  S.  Hall,  and  Dr.  Ralph  Monger  was  appointed. 

Accounting  procedures  and  methods  of  disbursement  of  funds  to  de- 
fray the  expenses  of  the  Committee's  work  were  also  established.  Dr. 
Smith,  Treasurer  of  the  Foundation,  reported  that  receipt  of  the  $19,- 
900.00  Grant  from  the  Commonwealth  Fund  is  expected  shortly  and  the 
Broadway  National  Bank,  Nashville,  was  designated  as  the  official  depos- 
itory for  the  Fund. 

In  preparation  for  the  Second  Annual  Conference  in  Charleston,  W. 
Va. , on  Medical-Hospital  Problems  in  the  Bituminous  Coal  Mining  Areas, 
the  Committee  and  the  Board  of  Directors  approved  a broad  10-point 
statement  of  Tennessee's  plans  for  the  mining  areas  in  our  State  for 
presentation  to  the  Conference.  Members  expecting  to  attend  the 
Charleston  Conference  are:  Dr.  John  Youmans,  Dr.  F.  L.  Roberts,  Dr. 

R.  H.  Hutcheson,  Dr.  B.  M.  Overholt,  Mr.  Clifford  Seeber,  and  your  Exec 
utive  Secretary.  The  conference  is  called  for  September  13-14. 


Other  areas 
tee  are  Whitwell, 
structed  to  visit 
formation  looking 


now  under  consideration  for  assistance  from  the  Commit- 
Wartburg  and  LaFollette.  The  Field  Secretary  was  in- 
the  Whitwell  Community  immediately  for  preliminary  in- 
toward  more  specific  planning  by  the  Committee. 


In  anticipation  of  the  development  of  medical  care  facilities  in 
these  areas  and  in  view  of  the  need  for  consultant  services  to  rural 
hospitals  already  existing,  the  Committee  will  request  the  Knoxville 
Academy  of  Medicine  and  the  Chattano oga-Hamilton  County  Medical  Socie- 
ties to  start  working  on  a plan  of  furnishing  such  specialists'  consult- 
ant services  as  are  needed  to  improve  the  quality  of  care  rendered  in 
such  institutions.  The  Committee  will  also  submit  a specific  plan  of 
recommended  procedures  for  furnishing  consultant  services  to  smaller 
hospitals  to  the  next  Annual  Meeting  of  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association. 


the  What  does  a doctor  say  to  the  family  when  he  wants  an  autopsy?  How 

does  he  say  it?  What  are  the  results  of  requests  for  autopsy  in  a large 
hospital  or  in  a small  town  where  there  is  no  hospital? 

How  do  the  doctor  and  the  mortician  work  together  when  an  autopsy 
is  sought,  and  when  it  is  granted?  If  they  DO  work  together,  then  medi- 
cal science  moves  forward.  If  they  don't... 

These  questions  have  been  bothering  both  physicians  and  morticians. 
The  first  move  toward  some  kind  of  an  agreement  on  procedure  and  public 
relations  was  made  in  Knoxville  some  two  years  ago.  A small  group  of 
physicians  and  funeral  directors  sat  down  and  frankly  discussed  the 
shortcomings  of  each  other. 

This  move  eventually  led  to  the  passage  of  a resolution,  at  the 
TSMA  Memphis  meeting,  establishing  a Committee  on  Liaison  to  the  Tennes- 
see Association  of  Funeral  Directors.  This  committee  is  composed  of 
three  Pathologists,  Dr.  George  Mahon  of  Knoxville,  Dr.  David  Gottwald  of 
Nashville,  and  Dr.  William  W.  Hurteau  of  Memphis,  a General  Practition- 
er, Dr.  C.  B.  Roberts  of  Sparta,  and  Dr.  Leland  Johnston  of  Jackson,  an 
internist  and  Chairman  of  the  Committee. 

Mr.  Fred  Berry  of  Knoxville,  President  of  the  Funeral  Directors  and 
a moving  spirit  in  the  campaign  of  cooperation,  later  appointed  his  Com- 
mittee on  Liaison  to  the  TSMA  and  Dr.  Johnston  plans  a meeting  of  the 
entire  group  sometime  this  summer. 

Memphis  physicians  and  morticians  have  been  working  on  a Code  of 
Cooperation  which  appears  to  be  highly  satisfactory  to  both  groups. 
Copies  of  this  Code  were  sent,  by  this  Department,  to  every  local  Medi- 
cal Society  for  study.  This  Code  could  be  applied,  90  per  cent,  to  any 
given  area.  Some  changes  would  have  to  be  made  to  accommodate  problems 
peculiar  to  the  local  situation. 

I know  a Tennessee  physician  who,  years  ago,  obtained  autopsies  in 
70  per  cent  of  his  cases.  How  did  he  do  it?  He  performed  the  autopsies 
in  the  funeral  parlors  of  the  morticians  and  made  things  as  easy  as  pos- 
sible for  the  embalmer.  Working  in  the  funeral  parlor  is  not  necessary 
today,  except  perhaps  in  very  small  towns  where  there  is  no  hospital. 

But  the  same  principle  of  cooperation  can  be  applied  to  ease  a delicate 
situation. 

Morticians,  as  citizens,  should  be  intensely  interested  in  abetting 
the  advance  of  medical  science  through  the  autopsy.  There  is  no  doubt 
that  the  autopsy  is  the  best  teacher. 

Some  families  request  an  autopsy.  Others  resist  any  move  to  seek 
one.  In  the  latter  case,  one  young  Tennessee  physician  makes  the  ap- 
proach somewhat  like  this: 

"Death  has  freed  the  soul  from  the  body,  to  go  to  its  final  home. 
The  body  still  can  serve  a noble  purpose  if  you  permit  an  autopsy.  This 
examination  may  save  many  lives  in  the  future.  Do  you  believe  that  your 
loved  one  would  want  to  help  others  in  this  way?" 

Some  time  in  the  Utopian  future,  most  people  will  give  up  their  ob- 
jections to  an  autopsy.  Many  will  feel  a positive  obligation  to  aid  the 
advance  of  medical  science  by  making  it  possible  for  the  dead  to  help 
the  living.  But  that  time  is  not  here  yet.  So  we  seek  close  coopera- 
tion of  the  three  parties — the  family,  the  doctor,  and  the  mortician. 
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The  Knoxville  Academy  of  Medicine,  whose  annual  Fair  exhibits  have 
been  copied  by  numerous  State  and  local  Medical  Societies,  plans  a 
unique,  three-phase  booth  this  Fall. 

The  exhibit  is  a special  project  of  the  Public  Service  Committee  of 
the  Knoxville  Academy. 

Phase  I of  the  exhibit  is  a graphic  display  and  demonstration  on 
"The  Drunken  Driver."  This  is  a highly  educational  and  persuasive  lay- 
out designed  and  loaned  by  the  AMA's  Bureau  of  Exhibits.  The  National 
Safety  Council  in  Chicago  became  interested  to  the  extent  that  it  agreed 
to  send  its  Director,  Mr.  Robert  Schmal,  to  appear  in  the  booth  for  sev- 
eral days.  In  addition,  latest  methods  and  machines  for  testing  "The 
Drunk  Driver"  will  be  demonstrated  by  experts. 

Safety  talks  and  demonstrations  will  be  given  daily  at  the  Medical 
Exhibit  by  State  Highway  Patrolmen,  Knox  County  Safety  Experts  and  Knox- 
ville Police  Department  Traffic  Executives. 

Phase  II  of  the  exhibit  will  be  a medical  technology  station  to 
provide  free  typing  of  blood  to  Fair  visitors  of  age  18  and  above.  This 
project  is  being  conducted  in  collaboration  with  the  Knox  County  Civil- 
ian Defense  Agency  headed  by  Judge  Tom  Goodman.  Medical  Technicians  of 
Knoxville  will  take  the  blood  samples  and  issue  wallet-size  cards  defin- 
ing the  person's  blood  type  as  to  Anti-A  and  Anti-B.  No  effort  will  be 
made  to  run  an  RH  factor  test. 

Phase  III  will  be  a repetition  of  a booth  unit  which  has  been  a 
useful  Public  Service.  This  is  a First  Aid  station  consisting  of  a cot, 
medicines,  and  an  intern  and  nurse  on  duty  at  all  times.  Last  year  this 
station  handled  just  about  every  type  of  case  except  delivery  of  a baby. 
The  public  expressed  its  appreciation  in  newspaper  interviews. 

A Fair  exhibit  provides  an  excellent  medium  for  Public  Service, 
health  education,  and  for  telling  to  the  masses  the  story  of  organized 
medicine  in  Tennessee. 

Public  Service  Case  History;  A handwritten  letter  addressed  simply 
to  "The  Tennessee  State  Medical  Association"  poured  out  the  anguished 
story  of  a college  student  obsessed  with  the  fear  of  approaching  insan- 
ity. The  contents  of  the  letter,  plus  the  language  used,  indicated  a 
high  intelligence  and  a strong  sense  of  responsibility  to  self  and  so- 
ciety. 

I answered  the  letter  in  a way  I hoped  was  comforting  and  asked  if 
the  "patient"  would  visit  a psychiatrist  nearby.  The  quick  reply  was  a 
grateful  "yes."  An  appointment  was  made,  the  "patient"  reported  and 
there  was  a two-weeks  silence. 

Then  came  a letter  from  the  psychiatrist,  outlining  the  treatment 
given  to  give  the  patient  an  insight  into  his  problem.  The  patient  had 
gone  home  with  a strong  recommendation  that  he  plan  for  comprehensive 
and  possibly  curative  treatment.  He  is  doing  that  now. 

What  did  this  psychiatrist  gain  from  this  episode  in  his  busy 
schedule?  Certainly  no  money.  The  youth  had  none.  He  said  so  at  the 
outset.  So... the  physician  gained  that  warm  and  deeply  satisfying  feel- 
ing that  comes  only  from  knowing  that  you  have  helped  a fellow  man  in 
need  of  medical  aid,  and  in  need  of  compassion. 

The  name  of  the  physician — Carrol  C.  Turner,  Memphis,  principal 
character  in  another  Case  History  in  Public  Service. 
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ORGANIZATIONAL  NEWS 


Plans  are  now  practically  complete  for  the  8-hour  lecture  course  in 
Civil  Defense  which  will  be  offered  all  physicians  in  Tennessee.  In  ad- 
dition to  physicians,  all  druggists,  dentists,  osteopaths,  veterinari- 
ans, hospital  administrators  and  nurses  have  been  invited  to  attend  the 
course.  This  means  that  approximately  8,000  professional  health  person- 
nel in  Tennessee  will  have  an  opportunity  to  further  prepare  themselves 
for  their  important  role  in  case  of  atomic  attack. 


The  subject  of  the  course-" STANDARD  EMERGENCY  TREATMENT  OF  ATOMIC 
BOMB  INJURIES"-is  divided  into  eight  separate  lecture  titles  as  follows: 
Lecture  No.  1.0  General  Orientation 

1.1  Health  Services  in  Civil  Defense 

1.2  Biological  & Psychological  Effects  of  Atomic  Warfare 

1.3  Radiation  Sickness 

1.4  Management  of  Traumatic  Injuries 

1.5  Management  of  Burns 

1.6  Internal  Radiation  Problems 

1.7  The  Role  of  Physicians,  Dentists,  Druggists,  Osteopaths, 
Veterinarians,  Hospital  Administrators,  and  Nurses  in 
Atomic  Warfare  and  Radiological  Defense. 


The  Emergency  Medical  Service  Committee  of  your  Association,  fol- 
lowing authorization  by  the  House  of  Delegates,  is  sponsoring  the  course 
and  is  making  the  arrangements.  Dr.  James  Wilson,  Memphis,  and  Dr.  John 
R.  Thompson,  Jackson  are  setting  up  the  course  in  West  Tennessee  ; Dr. 
James  Gardner  and  Dr.  W.  C.  Dixon,  both  of  Nashville  are  in  charge  of 
arrangements  for  Middle  Tennessee;  and  Dr.  Joe  Raulston,  Knoxville,  and 
Dr.  Wm.  J.  Sheridan,  Chattanooga  are  making  plans  for  East  Tennessee. 


As  of  this  writing,  plans  for  West  Tennessee  are  complete.  Here  is 
the  schedule,  including  meeting  places,  dates  and  lecturers: 


Union  City  October  7 4:00  p.m. 

First  Christian 

Church 

Lectures 

1.0, 

1.2, 

1.1 

1.3 

October  14  4:00  p.m. 

VI 

II 

It 

Lectures 

1.4, 

1.6, 

1.5 

1.7 

Ripley 

October  14  4:00  p.m. 

II 

II 

II 

Lectures 

1.0, 

1.2, 

1.1 

1.3 

October  21  4:00  p.m. 

n 

n 

n 

Lectures 

1.4, 

1.6, 

1.5 

1.3 

Jackson 

October  21  4:00  p.m. 

Madison 

General 

Hosp. 

Lectures 

1.0, 

1.2, 

1.1 

1.3 

October  28  4:00  p.m. 

VI 

It 

It 

Lectures 

1.4, 

1.6, 

1.5 

1.7 

Paris 

November  11  4:00  p.m. 

IV 

n 

It 

Lectures 

1.0, 

1.2, 

1. 1 
1.3 

November  18  4:00  p.m. 

It 

n 

It 

Lectures 

1.4, 

1.6, 

1.5 

1.7 

Memphis 

November  18  4:00  p.m. 

Pathology  Institute 

Lectures 

1.0, 

1.2, 

1.1 

1.3 

November  25:  4.00  p.m 

i. 

a 

It 

Lectures 

1.4, 

1.6, 

1.5 

1.7 

The  faculty  for  West  Tennessee , who 
five  teaching  centers  is  as  follows: 

Dr.  Frank  Roberts,  Lectures  No.  1. 

will  present  the  course 
0 & 1.1 

at  all 

Dr.  John  Wilson,  Lectures  1.2  & 1.3 
Dr.  Harwell  Wilson,  Lecture  1.4 
Dr.  George  Higley,  Lecture  1.5 


Dr.  D.  B.  Zilversmitt,  Lecture  1.6 
Dr.  Carl  Nurmberger,  Lecture  1.7 
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The  faculty  for  Middle  Tennessee,  with  lectures  to  be  scheduled  in 
November  and  December  in  Nashville,  Cookeville,  Shelbyville,  Columbia 
and  Clarksville  and  their  subjects  are: 

Mr.  E.  L.  J.  Grandpierre,  Lectures  1.0  & 1.1 
Dr.  John  Beveridge,  Lectures  1.2  & 1.3 
Dr.  Rudolph  Light,  Lectures  1.4  & 1.5 
Dr.  George  Meneely,  Lectures  1. 6 & 1.7 

Although  plans  for  East  Tennessee  were  not  complete  at  press-time. 
Dr.  Joe  Raulston  is  proceeding  with  plans  calling  for  the  same  lectures 
to  be  presented  by  an  East  Tennessee  faculty  at  Knoxville,  Morristown, 
Johnson  City,  Athens  and  Chattanooga. 

SPECIAL  NOTE  TO  MEMBERS  OF  THE  TENNESSEE  ACADEMY  OF  GENERAL  PRACTICE 

The  8-hour  course  has  received  the  approval  of  the  Academy's  Com- 
mission on  Education  of  which  Dr.  C.  B.  Roberts,  Sparta,  is  Chairman. 

Dr.  Roberts  has  advised  that  the  course  will  be  approved  for  credit  by 
the  Academy  and  that  all  General  Practitioners  attending  will  receive 
credit  on  their  150  hours  of  postgraduate  training  requirements. 

Plans  for  promoting  attendance  of  physicians,  dentists,  osteopaths, 
druggists,  hospital  administators , veterinarians  and  nurses  were  laid  at 
a luncheon  meeting  of  representatives  of  their  state  associations  in 
Nashville  on  September  9.  Those  present  and  their  organization  were  as 
follows:  Col.  Robert  L.  Fox,  Director,  Tennessee  Office  of  Civil  De- 
fense, Dr.  R.  H.  Hutcheson,  Commissioner  of  Public  Health,  Mr.  E.  L.  J. 
Grandpierre,  Health  Services  Division,  State  Department  of  Public 
Health,  Mr.  Tom  Sharp,  Tennessee  Pharmaceutical  Association,  Dr.  Carl  L. 
Sebelius,  Tennessee  State  Dental  Association,  Dr.  J.  M.  Moore  and  Dr. 

M.  E.  Coy,  State  Osteopathic  Association,  Jack  Ballentine,  Nashville 
Academy  of  Medicine,  Dr.  James  C.  Gardner,  Chairman,  TSMA  Board  of  Trus- 
tees, Ed  Bridges  and  V.  0.  Foster  of  your  headquarters  office. 

Although  the  Tennessee  State  Nurses  Association  was  not  represent- 
ed, word  from  the  nurses  was  that  they  would  actively  support  the  course 
provided  they  were  invited.  The  group  voted  unanimously  to  extend  an 
invitation  to  nurses  to  attend  the  courses  and  fine  support  from  them 
may  be  expected. 

All  persons  attending  the  course-physicians,  dentists,  druggists, 
osteopaths,  and  nurses— will  receive  an  attractive  certificate  which  will 
be  most  suitable  for  framing.  The  certificate  will  carry  the  official 
seals  of  the  cooperating  agencies  under  the  official  seal  of  the  Tennes- 
see OCD  office.  The  certificates  of  attendance  will  be  signed  by  Dr.  A. 
M.  Patterson,  President  of  the  TSMA,  Col.  Robert  L.  Fox,  Office  of  Civil 
Defense  and  Dr.  R.  H.  Hutcheson,  Commissioner  of  Public  Health. 

Formal  opening  of  the  course  in  each  of  the  three  grand  divisions 
of  the  State  is  also  being  planned.  High  officials  of  the  cooperating 
agencies,  and  representatives  of  the  Federal  Civil  Defense  Organization 
are  expected  to  attend.  Union  City,  scheduled  to  open  the  West  Tennes- 
see Circuit  on  October  7,  will  also  be  the  opening  session  of  the  course 
throughout  the  State.  Visiting  officials  will  not  impose  on  the  sci- 
entific lecturers,  but  will  be  recognized  and  will  bring  messages  of 
commendation  and  appreciation  to  physicians  for  making  the  course  possi- 
ble. 


Extensive  publicity,  on  a state-wide  basis,  was  also  planned  at 
the  September  9 meeting.  Your  Association  will  handle  all  general 
state-wide  newspaper  and  radio  releases.  These  announcements  will  be 
supplemented  by  special  bulletins  by  cooperating  organizations  to  their 
own  members,  and  with  local  news  stories  originating  from  the  teaching 
centers. 

Physicians,  through  their  State  Association  and  its  Committee  on 
Emergency  Medical  Service,  have  accepted  the  major  responsibility  for 
conducting  this  course.  The  medicalprof ession  is  maintaining  a 
position  of  leadership  and  preparedness  in  Civil  Defense  in  Tennessee. 
The  allied  health  organizations  have  been  lavish  in  their  praise  of  this 
leadership  and  the  general  public  will  appreciate  the  physician's  im- 
portant contribution  to  preparedness. 
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From  Jack  Ballentine  comes  this  reminding  memo: 

"The  Sixth  Annual  Nashville  Medical  Assembly  in  co-operation  with 
the  Tennessee  Academy  of  General  Practice  gets  underway  in  the  Hermitage 
Hotel  in  Nashville  on  October  28,  29  and  30.  An  outstanding  three-day 
program  will  be  presented.  The  meeting  is  particularly  of  interest  to 
general  practitioners.  The  registration  fee  of  $15.00  includes  not  only 
the  entire  scientific  presentations,  but  also  a dinner  sponsored  by  the 
Nashville  Academy  of  Medicine  on  Wednesday  evening,  October  28,  and  the 
annual  banquet,  cocktail  party,  floor  show  and  dance  at  the  Club  Planta- 
tion on  Thursday  evening,  October  29,  so  bring  your  wife  to  the  meeting 
too. 

"The  scientific  program  will  be  presented  by  physicians  of  national 
repute  and  on  subjects  of  paramount  interest  to  busy  physicians.  On 
Thursday,  October  29,  the  entire  scientific  program  will  consist  of  a 
symposium  on  endocrinology,  a subject  that  general  practitioners  in  this 
state  requested. 

"A  complete  program  with  a full  description  of  the  speakers  and 
their  subjects  will  be  mailed  to  every  physician  in  the  state.  Make 
your  plans  to  attend,  as  this  program  is  one  that  you  cannot  afford  to 
miss.  Advance  registration  may  be  made  by  writing  the  Nashville  Medical 
Assembly,  647  Doctors  Building,  Nashville  3,  Tennessee." 

Dr.  Wm.  G.  Stephenson,  President  of  the  Chattanooga-Hamilton  County 
Medical  Society,  is  the  moving  spirit  behind  the  Tennessee  Valley  Medi- 
cal Assembly  sponsored  by  his  Society  September  28-29. 

A most  impressive  array  of  medical  talent  has  been  marshalled  by 
Dr.  Stephenson  for  this  Assembly.  The  program,  appearing  elsewhere  in 
the  Journal,  is  studied  with  the  names  of  Drs.  Charles  W.  Mayo,  Richard 
B.  Cattell  (who  did  the  gall  bladder  operation  on  Sir  Anthony  Eden) , 
Richard  W.  TeLinde,  Philip  Thorek,  Paul  D.  White,  Robert  B.  Lawson,  John 
R.  Heller,  John  B.  Youmans,  H.  Earle  Conwell,  George  Crile,  Jr.,  V.  P. 
Sydenstricker , and  Paul  Holbrook. 

Banquet  speaker  on  Monday  night,  September  28,  will  be  Leo  E. 

Brown,  Director  of  Public  Relations  for  the  American  Medical  Associa- 
tion. His  subject:  "Medicine's  Golden  Opportunity." 

Public  Service  Case  History.  This  is  the  ulcer  season  for  all 
those  who  conduct  fair  exhibits  for  medical  societies  throughout  the 
State.  For  three  days  to  ten  days,  the  people  who  staff  the  exhibit 
booth  must  live  on  hot  dogs,  hamburgers,  soda  pop  and  apple  cider.  Gets 
monotonous  and  the  ulcers  really  have  a wonderful  time  growing  up. 

I usually  patronize  Sunday  School  and  church  Booths  at  such  fairs 
when  I can  find  them.  I found  one  in  Knoxville  and  when  the  man  came  to 
take  my  order,  who  should  it  be  but  Dr.  John  Burkhart,  a member  of  the 
public  service  committee  of  the  Knoxville  Academy  of  Medicine.  I was 
curious  and  questioned  him  about  his  presence  in  the  booth.  He  was  on 
vacation  and  gave  his  full  time  every  day  of  his  vacation  to  serving  hot 
dogs,  hamburgers  and  soda  pop  for  the  financial  benefit  of  his  Sunday 
school  class.  We  feel  that  is  a public  service  case  history  worth  re- 
porting. 
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Your  Public  Service  Committee  has  been  urging  all  Tennessee  physi- 
cians to  display  in  their  reception  rooms  an  attractive  plaque  which 
reads:  "TO  ALL  MY  PATIENTS: — I invite  you  to  discuss  frankly  with  me  an} 
questions  regarding  my  services  or  my  fees.  The  best  medical  service  is 
based  on  a friendly,  mutual  understanding  between  doctor  and  patient." 
The  wisdom  and  value  of  displaying  such  a message  is  attested  to  in  an 
article  by  Lilas  Barker,  on  the  subject  of  "Professional  Trends,"  pub- 
lished in  the  August  issue  of  The  Credit  World.  For  your  consideration, 
we  reprint  here  an  excerpt: 

"The  practice  of  medicine  had  its  beginning  not  for  the  monetary 
gain  but  chiefly  a desire  to  aid  suffering  humanity.  The  doctor  kept 
his  services  available  with  little  or  no  thought  of  the  economic  factor. 
Needless  to  say,  virtually  all  accumulated  huge  amounts  in  uncollected 
accounts . 

"As  the  years  have  gone  by,  there  has  been  a gradual  transition  in 
professional  practice  and  this  transition  has  of  necessity  been  brought 
about  by  the  total  indifference  of  so  many  to  their  obligations  to  the  I 
doctor.  Doctors  began  to  realise  that  they  too  had  to  have  money  to 
meet  their  obligations  and  to  live.  Even  with  this  gradual  change  in 
practice,  there  has  never  been  a worthy  or  needy  individual  who  did  not 
receive  adequate  care,  regardless  of  his  ability  to  pay.  For  much  too 
long  it  has  been  said  that  professional  accounts  are  different.  This 
is  true  only  in  the  sense  that  we  sell  intangible  service  and  one  that 
can  never  be  repossessed.  The  doctor  should  be  considered  on  an  equal 
basis  with  any  individual  or  firm  that  grants  credit.  The  new  amendment 
passed  last  year  by  the  Merchants  Retail  Credit  Association  stating  that 
professional  accounts  should  be  regarded  in  the  same  light  as  mercantile 
accounts  is  certainly  a step  in  the  right  direction.  Some  good  results  ' 
have  already  been  noted. 

"Medical  men  are  paying  more  attention  to  the  economic  side  of 
practice  and  a definite  understanding  with  patients  has  been  necessary. 
It  stimulates  collections  and  maintains  good  will  to  talk  finances  with 
every  patient  before  services  are  rendered.  Then  they  will  know  what 
they  will  pay  and  just  how  it  is  to  b e paid. 

"Every  doctor  realises  that  the  financial  side  of  his  business  must 
be  considered  entirely  separate  from  the  professional  side.  These  two 
are  so  closely  related,  however,  that  either  will  suffer  if  the  other  is 
neglected.  Patients,  like  customers  of  commercial  firms,  must  be 
pleased,  and  services  must  be  beyond  reproach  if  collection  percentages 
are  to  remain  high.  In  no  other  field  is  there  greater  opportunity  for 
people  in  credit  work  to  become  more  proficient  than  in  the  professional 
field.  There  is  also  tremendous  satisfaction  in  dealing  in  human  rela- 
tions where  your  employer  is  selling  the  most  priceless  of  all  commodi- 
ties-GOOD  HEALTH." 
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Your  Association's  representatives  at  the  Second  Annual  Charleston, 
W.  Va. , Conference  on  medical  problems  in  coal-mining  areas  on  September 
13-14  were:  Dr.  Frank  Roberts,  Memphis;  Dr.  Robert  Berson,  Dr.  John  You- 
mans.  Dr.  R.  H.  Hutcheson,  Nashville;  Dr.  A.  M.  Patterson,  Chattanooga; 
Dr.  B.  M.  Overholt,  Knoxville,  Chairman  of  our  UMWA  Liaison  Committee; 
and  your  Executive  Secretary. 

The  Conference,  attended  by  representatives  of  state  medical  asso- 
ciations, public  health  departments,  medical  schools,  UMWA  officials, 

AMA  representatives,  and  Regional  Directors  of  the  UMWA  Welfare  and  Re- 
tirement Fund,  was  conducted  on  the  "workshop"  basis.  The  morning  of 
the  first  day  was  consumed  by  reports  on  "problems  and  progress"  by 
state  medical  association  UMWA  Liason  Committee  chairmen  and  UMWA  Area 
Medical  Administrators. 

As  was  true  at  the  last  conference.  Dr.  Overholt's  report  on  Ten- 
nessee was  a story  of  progress  and  a challenge  to  the  participants.  He 
recounted  the  organized  effort  of  this  Association  and  the  Tennessee 
Medical  Foundation  to  improve  medical  care  in  the  mining  area.  Dr. 
Overholt  stated  that  organized  medicine  in  Tennessee  accepts  the  respon- 
sibility of  improving  the  quality  of  medical  care — not  only  in  coal- 
mining areas — but  in  any  section  of  the  state. 

Following  these  reports,  the  nearly  one  hundred  conference  partici- 
pants were  formed  into  five  workshop  groups  to  work  on  the  following 
subjects  as  related  to  coal-mining  areas. 

1.  Problems  in  Medical  Practice — cost,  quality,  and  availability. 

2.  Recruitment  and  Training  of  Physicians. 

3.  Medical  and  Hospital  Facilities. 

4.  Health  Education. 

5.  Organization  and  Functions  of  state  medical  UMWA  Liaison  Commit- 
tees. 

One  or  more  of  our  Association's  delegation  attended  every  work- 
shop group.  Dr.  Frank  Roberts  served  as  chairman  of  the  group  studying 
Recruitment  and  Training  of  Physicians  and  gave  a splendid  report  on  the 
following  day. 

The  work  of  our  delegation  in  the  workshops,  and  particularly  Dr. 
Overholt's  report  on  future  plans  in  Tennessee,  was  appreciatively  com- 
mended by  the  full  conference  in  its  closing  session  when  the  following 
resolution  was  adopted: 

"That  state  medical  societies  are  advised  to  emulate  the 

current  program  of  the  Tennessee  State  Medical  Association  in 

its  effort  to  improve  the  standards  of  medical  care  available 

(on  coal-mining  areas)." 

The  Health  and  Medical  Care  Committee  of  the  Tennessee  Medical 
Foundation  held  another  meeting  in  Nashville  on  September  29,  with  the 
following  present:  Dr.  R.  H.  Kampmeier,  Dr.  R.  H.  Hutcheson,  Dr.  D.  W. 
Smith,  Dr.  Monore  Brown,  Dr.  Robert  Berson,  Dr.  Parker  Graham,  dentist, 
and  Mr.  John  Shumaker  representing  the  State  Dental  Association;  Mr.  R. 

P.  Farrell,  Sanitary  Engineering  Division  of  the  Public  Health  Depart- 
ment ; Mr.  Clifford  Seeber,  Committee  Field  Secretary;  and  your  Executive 
Secretary. 
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The  meeting  was  called  for  the  purpose  of  affording  Dr.  Henry  Hand- 
ley,  of  the  Commonwealth  Fund,  to  observe  the  progress  made  on  solving 
medical  care  problems  in  marginal  areas  (particularly  the  Pruden  Valley 
Area)  and  to  give  the  Committee  the  benefit  of  his  counsel  and  guidance. 
Plans  were  pushed  for  the  early  establishment  of  a general  practition- 
er's clinic  in  the  area  and  further  studies  are  projected  which  contem- 
plate dental,  public  health,  and  other  services  for  the  area. 

Morgan  County  Court,  meeting  at  Wartburg  on  September  00-0ctober  5, 
appropriated  $25,000.00  to  build  a clinic  building  which  will  accommo- 
date two  physicians,  one  dentist,  and  possibly  the  local  public  health 
office.  The  appropriation  is  the  result  of  three  months'  study  by  a 
special  committee  of  the  Court  in  cooperation  with  the  Tennessee  Medical 
Foundation  and  this  Association. 

Substantial  assistance  in  the  form  of  counsel  and  guidance  was  ,5c 

given  the  Court  Committee.  In  addition  to  many  visits  to  Wartburg  by  Sc 

officers  of  the  Foundation  and  this  Association,  Dr.  Daugh  W.  Smith,  im- 
mediate past-president  and  member  of  the  Health  and  Medical  Care  Commit- 
tee of  the  Tennessee  Medical  Foundation,  appeared  before  the  Court  on 
this  matter  at  both  the  July  and  October  terms.  He  also  met  with  the 
Court's  special  Committee  several  times.  His  address  before  the  Court, 
which  preceded  the  authorization  resolution,  was  undoubtedly  influential 
in  the  adoption  of  the  resolution  which  passed  without  dissent. 

This  action  puts  another  of  the  Association's  projects  to  improve 
medical  care  well  on  the  way.  This  Association  will  continue  to  assist 
the  County.  It  will  supply  plans  and  specifications  for  the  building, 
will  aid  in  securing  physicians  and  a dentist,  will  furnish  consultant 
services  to  the  new  physicians  and  otherwise  cooperate  to  the  end  that  a 
modern,  well-equipped  clinic,  staffed  by  competent  men,  and  supplying 
Wartburg  with  splendid  medical  care  will  have  been  established.  Plans  tl 
call  for  completion  of  the  project  next  summer.  M 

The  state-wide,  8-hour  Civil  Defense  Course  sponsored  by  the  Com- 
mittee on  Emergency  Medical  Service  of  this  Association  is  now  under 
way.  The  Course  opened  in  Union  City  on  October  7.  This  Association, 
in  cooperation  with  the  Tennessee  Office  of  Civil  Defense,  is  conducting 
the  Course  in  fifteen  teaching  centers  throughout  the  State.  We  are  se- 
curing the  lecturers,  and  making  the  arrangements. 

Although  the  course  is  designed  primarily  for  physicians,  we  have 
invited  dentists,  osteopaths,  nurses,  hospital  administrators,  drug- 
gists, and  veterinarians  to  attend  the  course.  This  means  that  the 
course  is  available  to  over  13,000  professional  health  personnel  in  Ten- 
nessee. Its  purpose  is  to  acquaint  physicians  and  other  health  people 
with  their  proper  role  in  Civil  Defense  in  case  of  atomic  disaster. 

The  course,  already  going  in  West  Tennessee,  has  the  following  sched- 
ules : 

8-Hour  Course  in 

"STANDARD  EMERGENCY  TREATMENT  OF  ATOMIC  BOMB  INJURIES" 

To  Be  Held  in 


UNION  CITY 


October 

7 

4:00 

p.m. 

First  Christian  Church 

First  Four 

Lectures 

October 

14 

4:00 

p.m. 

First  Christian  Church 

Last  Four 

Lectures 

RIPLEY 

October 

14 

4:00 

p.m. 

County  Court  House 

First  Four 

Lectures 

October 

21 

4:00 

p.m. 

County  Court  House 

Last  Four 

Lectures 

JACKSON 

October 

21 

4:00 

p.m. 

Madison  General  Hospital 

First  Four 

Lectures 

October 

28 

4:00 

p.m. 

Madison  General  Hospital 

Last  Four 

Lectures 

PARIS 

November 

11 

4:00 

p.m. 

County  Court  House 

First  Four 

Lectures 

November 

18 

4:00 

p . m. 

County  Court  House 

Last  Four 

Lectures 

MEMPHIS 

November 

18 

4:00 

p.m. 

Pathology  Institute 

First  Four 

Lectures 

November 

25 

4:00 

p.m. 

Pathology  Institute 

Last  Four 

Lectures 

(Continued  page  382) 


Socialized 

Sedation 


The  Voice 
Medicine 


Time  Magazine , which  keeps  a constant  check  on  Britain's  scheme  of 
Socialized  Medicine,  reported  the  following  in  its  issue  of  October  12, 
1953 : 

"BRITAIN  AND  BARBITURATES:  Britain,  once  proud  of  the  epithet  'a 

nation  of  shopkeepers,'  is  in  danger  of  becoming  a nation  of  barbiturate 
addicts.  At  least,  so  thinks  Sir  Heneage  Ogilvie,  one  of  its  most  emi- 
nent surgeons.  About  one-tenth  of  all  the  200  million  prescriptions 
written  annually  by  the  doctors  in  the  National  Health  Service  are  for 
barbiturates.  Half  the  545  suicides  in  1951  were  committed  with  barbit- 
urates. 

"Writes  Sir  Heneage  in  the  Practitioner : 'It  would  not  be  a partic- 
ularly difficult  feat  ...  to  produce  quite  convincing  thesis  that  the 
present  lackadaisical  outlook  of  the  country,  so  repeatedly  castigated 
by  the  Chancellor  of  the  Exchequer,  is  a symptom  of  chronic  (barbitu- 
rate) intoxication." 

of  The  Voice  of  Medicine — the  actual  voice — is  being  heard  in  three 

areas  of  Tennessee.  Not  the  voice  of  a Public  Relations  Counsel  or  the 
voice  of  a lay  secretary,  but  the  voice  of  practicing  doctors  who  are 
appearing  on  Medical  Forum  Panels  and  answering  questions  posed  by  the 
public. 

Traditionally  publicity-shy,  some  150  members  of  three  large  Medi- 
cal Societies  have  agreed  to  appear  on  these  panels  and  give  the  people 
authentic  information  concerning  health  and  medical  care.  Heretofore, 
the  public  has  gleaned  much  of  its  mis- inf ormation  from  magazines  of  all 
kinds,  written  by  approximately  100  free-lance  lay  writers  who  know  that 
medicine  is  a selling  topic. 

This  type  of  medical  forum,  pioneered  by  the  Medical  Profession  and 
a newspaper  in  St.  Petersburg,  Florida,  is  now  being  conducted  in  series 
by  the  West  Tennessee  Consolidated  Medical  Assembly  (15  counties  with 
Jackson  the  hub),  the  Memphis  and  Shelby  County  Medical  Society  and  the 
Nashville  Academy  of  Medicine. 

All  three  forums  was  sponsored  jointly  by  newspapers — in  Jackson  by 
the  Sun,  in  Memphis  by  the  Commercial  Appeal,  and  in  Nashville  by  The 
Banner.  Other  sponsors  in  Jackson  were  the  Sun' s Radio  Station  WTJS, 
and  the  Jackson  Junior  Chamber  of  Commerce. 

The  Jackson  and  Memphis  forums  opened  on  the  evening  of  October  1, 
both  with  pulling  subjects.  In  Jackson  it  was  "The  Miracle  of  Child- 
birth," and  in  Memphis,  "Emotional  Problems."  In  Nashville  the  doctors 
discussed  "Cancer." 

The  Nashville  and  Memphis  forums  attracted  very  large  audiences. 

The  Jackson  forum  suffered  for  attendance.  It  was  competing  with  a 
next-door  revival  at  its  climax. 

In  all  cases  the  doctor-speakers  did  an  excellent  job  of  giving 
authentic  medical  information  to  the  public  in  everyday  language.  This 
is  not  an  easy  thing  for  a doctor  to  do,  he  is  so  accustomed  to  the  lan- 
guage of  his  profession. 

The  public  reaction  was  stimulating  and  inspiring. 

In  a front  page  editorial.  The  Nashville  Banner  said  in  part: 

"The  session  at  West  End  High  School  brought  a new  relationship  be- 
tween the  citizen  and  the  Nashville  doctors  he  is  so  fortunate  to  have 
about  him.  The  citizen  found  frankness,  honesty  and  a dedication  to  the 
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cause  of  science  and  the  saving  of  life, 
ness. " 

Nine  weekly  sessions  are  planned  for  Memphis,  eight  for 
and  four  for  Nashville. 


He  found  laughter  and  human- 

Jackson, 


Lately,  all  of  us  have  been  seeing  more  and  more  exploitation  of 
heartbreak  cases  by  television,  radio  and  newspapers. 

The  subject  of  medically-needy  cases,  especially  those  that  are 
tearfully  pictured  before  television  audiences,  came  in  for  a good  share 
of  discussion  recently  at  a public  relations  conference  sponsored  by  the 
Medical  Society  of  the  State  of  New  York  and  attended  by  representatives 
from  most  of  the  61  county  medical  societies  comprising  the  state  organ- 
ization. 

A "heartbreak  case"  was  defined  as  an  appeal  for  funds  through 
television,  radio,  or  press  to  pay  for  extensive  medical  care  or  an  op- 
eration, the  cost  of  which  is  overwhelming  to  the  person  involved. 

The  concensus  at  the  meeting  was  that  exploitation  of  these  unfor- 
tunate cases  must  stop. 

Dr.  James  D Tyner,  Newark,  told  the  conference  that  investigation 
of  many  heartbreak  cases  showed  that  patients  did  not  consult  with  hos- 
pital authorities  or  ask  their  county  medical  societies  what  could  be 
done.  "Instead,"  he  declared,  "they  chose  to  glamorize  their  plight." 

"The  patient  must  be  informed  that  regardless  of  ability  to  pay  he 
need  only  ask  to  receive  the  services  of  a doctor  or  hospital  care,"  Dr. 
Tyner  stated.  "In  these  cases,  the  county  medical  society,  state  wel- 
fare department  and  voluntary  health  organizations  are  ready  to  help 
every  deserving  person. 

"How  many  people  know  that  doctors  in  wards  and  clinics  of  hospi- 
tals throughout  America  give  their  services  daily  without  charge?  The 
average  doctor  spends  12  per  cent  of  his  working  hours  doing  charity 
work.  The  dollar  value  of  the  time  given  to  charity  patients  by  the  av- 
erage M.D.  is  more  than  $3,000  annually  and  his  donation  of  time  from 
1947  to  1951  increased  15  percent." 


The  Washington-Carter-Unicoi  Counties  Medical  Society  recently 
adopted  a press  and  radio  cooperation  code.  Along  that  line,  we 
reprint  the  following  Public  Relations  bulletin  from  the  West  Vir- 
ginia State  Medical  Association: 

THE  DOCTOR  AND  THE  PRESS 

Doctors  and  Representatives  of  the  Press  May  Differ: 

The  doctor  searches  cautiously  for  the  exact  truth. 

The  press  representative  is  interested  in  the  exact  truth  IMME- 
DIATELY. 

The  doctor  is  technical:  "a  compound  comminuted  fracture  of  the 
tibia  and  fibula." 

The  press  representative  prefers  simple  words:  "a  broken  leg." 

Doctors  and  Representatives  of  the  Press  Are  Alike,  Too! 

Neither  likes  to  be  inferior  to  ANYONE. 

Both  will  fight  against  odds;  one  to  help  his  patient,  one  to 
supply  news  to  the  public. 

Both  prefer  facts  to  rumor. 

Both  like  help  on  the  difficult  and  unpleasant  cases  (as  well 
as  the  easy  ones). 

In  Working  with  Representatives  of  the  Press  Also  Keep  in  Mind: 

Do  not  ask  for  favors. 

Do  not  resent  articles. 

Do  not  deny  minor  errors. 

Do  not  forget  to  say  "Thank  you." 
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The  1954  Annual  Meeting  of  the  Tennessee  State  Medical  Association 
will  be  held  in  Nashville  on  April  18,  19,  20,  and  21.  The  date  has 
been  set  by  the  Officers  and  Trustees  since  hotel  facilities  were  not 
available  on  the  regular  date  of  the  Second  Monday  in  April. 

We  have  optioned  all  of  the  Maxwell  House  for  the  general  headquar- 
ters. The  exhibits,  the  general  scintific  programs,  the  President's 
Night  program  and  the  House  of  Delegates  will  all  be  held  in  the  Maxwell 
House.  In  addition  to  the  public  space  of  the  hotel,  200  rooms  are 
available  to  our  members.  Also,  the  Noel  Hotel  (across  the  street)  the 
Andrew  Jackson,  and  the  Hermitage  are  reserving  a block  of  rooms. 
Physicians  should  make  their  hotel  reservations  directly  with  the  hotel 
of  choice  and  at  an  early  date. 

Some  important  changes  in  the  general  plan  for  the  1954  meeting 
have  been  made.  The  House  of  Delegates  will  meet  Sunday,  April  18  at 
9:00  a.m.  and  again  on  Tuesday,  April  20,  at  9:00  a.m.  in  the  Old  South 
Room  of  the  Maxwell  House. 

The  General  Scientific  Sessions  will  be  conducted  on  the  MORNINGS 
of  April  19,  20,  and  21,  with  the  AFTERNOONS  of  the  same  days  given  over 
to  special  scientific  programs  of  the  specialty  groups  which  will  meet 
concurrently  with  the  Association.  Tuesday  evening  will  be  kept  open 
for  specialty  groups  to  conduct  their  annual  banquet  and  business  ses- 
sion In  order  to  make  Tuesday  evening  available  for  these  purposes, 
President’s  Night  will  be  moved  to  Monday  night.  Wednesday  evening  will 
be  FUN  NIGHT  under  the  direction  of  the  Local  Committee  on  Arrangements 
of  the  Nashville  Academy  of  Medicine,  the  host  society. 

The  semi-annual  meeting  of  the  Board  of  Trustees  will  be  held  in 
Knoxville  on  November  29  at  the  Andrew  Jackson  Hotel.  Preceding  the 
meeting,  members  of  the  Board  and  the  Officers  of  the  Association  will 
attend  the  Tennessee-Vanderbilt  game  at  the  UT  stadium  which  will  be 
followed  by  a dinner  at  the  Andrew  Johnson  at  which  Dr.  A.  M.  Patterson, 
President,  and  Dr.  William  J.  Sheridan,  Trustees  for  East  Tennessee, 
will  be  joint  hosts. 

The  Board,  meeting  at  10:00  a.m.  the  next  day,  will  have  a full 
agenda.  Important  matters  for  its  consideration  will  be: 

1.  Consideration  and  adoption  of  a detailed  financial  statement 
covering  the  first  three  quarters  of  the  present  fiscal  year 

2.  Adoption  of  the  budget  for  1954 

3.  Confirmation  of  several  mail  votes  taken  since  the  last  meeting 

4.  Appointments  to  fill  vacancies  on  various  committees  due  to  res- 
ignation and  death 

5.  Election  of  a Councilor  for  the  Eighth  District  to  succeed  Dr. 
Jere  L.  Crook,  Jackson,  deceased.  The  appointment  will  be  an 
interim  term,  with  the  House  of  Delegates  electing  the  Councilor 
for  a regular  term  of  two  years  at  the  1954  meeting 

6.  Review  of  plans  for  the  1954  Annual  Meeting 

7.  Review  of  the  operation  of  the  headquarters  office 

In  a history-making  session,  the  Association's  Liaison  Committee  to 
Organized  Labor  held  a conference  with  representatives  of  four  organized 
Tennessee  labor  groups  in  Nashville  on  October  18  to  discuss  the  health 
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and  medical  care  problems  of  the  working  man.  The  Committee,  estab- 
lished by  action  of  the  House  of  Delegates  at  the  last  session,  has 
moved  rapidly  in  acquainting  itself  with  the  medical  care  problems  of 
labor. 

The  principal  topic  of  discussion  was  voluntary  health  insurance, 
and  particularly  the  Tennessee  Plan.  Other  aspects  of  medical  care  un- 
der discussion  were  costs,  distribution  of  physicians,  hospitalization 
insurance,  and  the  operation  of  grievance  committees  in  Tennessee  medi- 
cal societies. 

While  no  action  was  taken  at  the  conference,  the  future  planning 
for  better  medical  care,  not  only  to  the  working  man,  but  to  all  citi- 
zens, will  be  more  intelligent  and  certainly  more  appreciated  by  the  man 
who  earns  his  bread  by  the  sweat  of  his  brow. 

How  was  the  conference  accepted  by  representatives  of  organized  la- 
bor? Here's  a quote  from  the  October  22  issue  of  the  Trades  and  Labor 
News  published  in  Nashville  which  gave  the  conference  a two-column  front 
page  spread:  "Nothing  but  good  can  come  of  meetings  of  the  type  held 
last  Sunday. ...  All  of  the  labor  leaders  expressed  pleasure  that  organ- 
ized medicine  would  initiate  such  meetings  and  (exert)  such  efforts  to- 
ward solving  the  medical  problems  of  the  working  man." 

Those  attending  the  conference  were: 

COMMITTEE  MEMBERS: 

Daugh  W.  Smith,  M.D.,  Chairman,  Nashville 
H.  David  Hickey,  M.D.,  Chattanooga 
H.  L.  Monroe,  M.D.,  Erwin 
John  D.  Winebrenner,  M.D.,  Knoxville 
OFFICERS  OF  TSMA : 

A.  M.  Patterson,  M.D.,  President,  Chattanooga 

John  R.  Thompson,  Jr.,  M.D. , President-Elect,  Jackson 

Mr.  V.  0.  Foster,  Executive  Secretary 

Mr.  Clifford  Seeber,  Executive  Secretary,  Tennessee  Medical  Founda- 
tion 

Mr.  Ed  L.  Bridges,  Public  Service  Director 
REPRESENTATIVES  FROM  LABOR  GROUPS: 

Mr.  Stanton  E.  Smith,  President,  Tennessee  Federation  of  Labor, 
Chattanooga 

Mr.  Charles  Houk,  Executive  Secretary,  Tennessee  Federation  of  La- 
bor, Nashville 

Mr.  Paris  S.  Cox,  Vice-President,  Knoxville  District,  Tennessee 
Federation  of  Labor,  Knoxville 

Mr.  Gilbert  T.  Hurt,  Vice-President,  Jackson  District,  Tennessee 
Federation  of  Labor,  Jackson 

Mr.  Ray  Thomason,  President,  District  19,  United  Mine  Workers  of 
America,  Middlesboro,  Kentucky 

Mr.  William  J.  Turnblazer,  Attorney,  District  19,  United  Mine 
Workers  of  America,  Middlesboro,  Kentucky 

Mr.  Albert  Pass,  Secretary  Treasurer,  District  19,  United  Mine 
Workers  of  America,  Middlesboro,  Kentucky 

Mr.  Matthew  Lynch,  Executive  Secretary,  Tennessee  Congress  of  In- 
dustrial Organization,  Nashville 

Mr.  James  P.  Harden,  Vice-President,  Tennessee  Congress  of  Indus- 
trial Organization,  Memphis 

Mr.  Steve  Parrar,  representing  the  Railroad  Brotherhoods,  Nashville 
INSURANCE  REPRESENTATIVES : 

Mr.  Bob  Templeton,  Agent,  Aetna  Life  Insurance  Company  and  Chair- 
man, Tennessee  Sub-Committee,  Health  Insurance  Council,  Nashville 
Mr.  Lam  Schulze,  Agency  Assistant,  Provident  Life  and  Accident  In- 
surance Company,  and  member,  Tennessee  Sub-Committee,  Health  Insur- 
ance Council,  Chattanooga 

Mr.  Gene  Taylor,  National  Life  and  Accident  Insurance  Company  and 
member,  Sub-Committee,  Health  Insurance  Council,  Nashville 
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Open  Leiter  to  a Doctor's  Wife 

Mrs.  William  D.  Stinson 
Memphis,  Tennessee 

Dear  Mrs.  Stinson: 

Many  doctors,  due  to  an  innate  modesty,  do  not  tell  their  wives  of 
their  accomplishments  in  the  field  of  organized  medicine.  I know  that 
your  husband  was  such  a man,  so  I want  to  tell  you. 

On  October  17,  Dr.  Stinson  came  by  my  office,  and  for  several  hours 
we  discussed  the  problems  of  organized  medicine  that  were  concerning 
him.  He  had  cut  short  a relaxing  trip  to  fulfill  his  duties  and  attend 
the  meeting  here  of  the  new  TSMA  Committee  on  Liaison  to  Organized  La- 
bor. He  was  that  kind  of  a Committeeman,  active,  aggressive  and  con- 
scientious. 

We  lunched  together  and  he  seemed  to  be  relaxed  and  rested.  He 
talked  more  about  the  "Hospital  Act  for  the  Indigent,"  which  he  helped 
to  create  as  a member  of  the  State  Commission. 

As  President  of  the  Memphis  and  Shelby  County  Medical  Society,  as  a 
member  of  the  Society's  House  of  Delegates  and  as  a Delegate  to  the 
State  Medical  Association,  he  contributed  much  to  the  advancement  of 
organized  medicine  in  Tennessee.  He  was  particularly  interested  in  the 
current  campaign,  being  waged  by  the  Tennessee  Medical  Foundation,  to 
extend  high  quality  medical  care  to  sub-standard  areas  in  the  State. 

Next  year,  he  was  to  be  Chairman  of  the  Board  of  Censors  of  his  own 
Society.  We  discussed  problems  of  medical  ethics.  On  this  score,  he 
was  a man  of  courage  and  conviction. 

Doctor  Stinson  attended,  and  took  an  active  part  in,  the  Committee 
meeting  at  the  Hermitage  Hotel  that  night.  At  the  second  Committee 
meeting  next  morning,  his  chair  was  vacant.  I just  still  can't  believe 
it . 

I hope  you  will  forgive  me  for  making  this  an  open  letter  in  order 
that  all  his  Fellows  may  know  the  record  of  service  of  the  late  Dr.  Wil- 
liam D.  Stinson. 

Sincerely  yours, 

Ed  L.  Bridges 

Public  Service  Director 

One  of  the  new  Committees  created  by  the  House  of  Delegates  last 
April  in  Memphis  held  its  first  meeting  and  produced  some  solid  results 
on  Sunday,  November  8.  This  is  the  Committee  on  Liaison  to  the  Tennes- 
see Association  of  Funeral  Directors.  The  members  are:  Dr.  Leland 
Johnston  of  Jackson,  Chairman;  Dr.  George  Mahon  of  Knoxville;  Dr.  Wil- 
liam Hurteau  of  Memphis,  Dr.  D.  K.  Gotwald  of  Nashville,  and  Dr.  C.  B. 
Roberts  of  Sparta.  Four  members  were  present  to  meet  with  Mr.  Thomas 
Austin  of  Springfield,  President  of  the  Tennessee  Association  of  Funeral 
Directors;  Mr.  Ed  Hooper  of  Lebanon,  who  served  as  meeting  Chairman; 
and  Mr.  M.  R.  Bracey  of  Nashville. 

The  groups  agreed  on  the  following  proposed  Code  of  Ethics  for  Au- 
topsies. The  Code  will  be  distributed  to  members  of  the  two  associa- 
tions, to  colored  morticians  and  to  Tennessee  Hospital  Administrators, 
with  the  view  of  final  adoption  of  all  groups. 
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PROPOSED  CODE  OF  ETHICS  FOR  AUTOPSIES 

SECTION  1:  The  provisions  of  this  Code  are  the  result  of  the  com- 

bined study  of  this  subject  by  the  Memphis  Society  of  Pathologists,  Hos- 
pital Administrators,  Funeral  Directors  and  Embalmers. 

SECTION  2:  All  agree  that  post-mortem  examination  by  a Pathologist 

is  desirable;  first  to  provide  reliable  recorded  information  concerning 
the  cause  of  death  and  the  nature  of  the  various  disease  processes  ; sec- 
ond, to  confirm  or  amend  the  opinions  formed  by  the  physician  during  the 

life  of  the  patient,  so  that  they  may  serve  the  next  patient-  with  great-  $( 

er  confidence  and  skill  ; third,  to  reveal  to  the  physician  continually  ^ 
the  physical  changes  in  the  interior  of  the  body  which  are  associated 
with  disordered  behavior  during  life  ; and  fourth,  to  provide  for  the  ad-  j, 
vance  of  human  knowledge  concerning  the  nature  of  the  disease  in  gen- 
eral. It  is  well  recognized  that  the  practice  of  post-mortem  examina- 
tion in  a hospital  exercises  a constant  influence  to  improve  the  service 
and  to  correct  serious  deficiencies  as  well  as  to  improve  diagnosis  and 
prevent  disease. 

All  autopsies  are  to  be  performed  by  a Pathologist,  a competent  as—  i lr 
sistant,  or  under  the  supervision  of  a capable  prosector  because  in  the  I1 
performance  of  an  autopsy  the  Pathologist  assumes  certain  responsibili-  .■ 
ties  to  the  family  and/or  to  the  funeral  director  and/or  embalmer  re-  .' 

garding  the  condition  of  the  body.  . 

It  is  desirable  that  the  body  be  embalmed  as  soon  as  possible  after 
death.  In  order  to  avoid  delay  and  embarrassment  to  the  family  and  all 
concerned,  every  effort  will  be  made  to  avoid  any  unnecessary  delay  in 
embalming  the  body  as  soon  as  possible  after  death.  This  will  require 
perfect  coordination  and  cooperation  between  the  Pathologist,  hospital 
personnel  and  staff,  and  the  funeral  director  and  embalmer  in  order  to 
expidite  the  obtaining  of  autopsy  permits,  performance  of  autopsy,  re- 
lease of  body  and  performance  of  embalming.  The  autopsy  shall  be  com-  ] 
pleted  as  soon  as  possible  after  permission  has  been  granted  ; except  in  A 
unusual  circumstances,  there  should  not  be  a delay  of  more  than  12 
hours.  It  shall  be  the  responsibility  of  the  person  obtaining  the  per- 
mit to  notify  the  family  of  the  approximate  time  of  delivery  of  the  body 
to  the  funeral  home. 

HOSPITAL  COOPERATION: 

The  body  should  be  immediately  transferred  to  the  Morgue  after  lay- 
out in  the  room.  This  procedure  must  be  rigidly  enforced  to  preserve 
tissues  for  both  the  Pathologist,  funeral  director  and/or  embalmer.  The 
head  and  shoulder  should  be  elevated,  the  eyelids  closed,  the  hands 
crossed  on  the  chest,  orifices  packed  with  cotton  and  surgical  dressings 
and  drains  left  "in  situ."  Other  than  medicolegal  cases,  all  clothing 
and  personal  effects,  including  rings,  should  be  delivered  to  the  near- 
est of  kin  and  not  sent  to  the  morgue.  Dentures  should  be  placed  in  the 
oral  cavity  before  the  chin  is  tied.  The  body  should  be  marked  with 
identification  tags.  j 

It  is  the  responsibility  of  the  hospital  authorities  to  notify  the 
coroner  in  those  cases  in  which  there  is  any  suspicion  of  four  play. 

The  hospital  authorities  are  to  notify  the  funeral  director  as  soon 
as  instructed  by  the  family  to  state  whether  or  not  an  autopsy  is  to  be 
performed,  and  to  notify  the  Pathology  Department  as  soon  as  possible 
that  the  autopsy  permit  has  been  properly  signed.  Embarrassment  to 
both  funeral  director  and  hospital  authorities  may  result  from  failure 
to  follow  this  procedure  since  the  family  will  expect  the  funeral  direc- 
tor to  contact  them  at  once  regarding  arrangements.  The  permission  for 
autopsy  should  be  asked  for  as  soon  as  possible  after  death.  It  is  usu- 
ally best  to  make  the  request  at  once  whenever  the  proper  relative  or 
relatives  of  the  deceased  are  present  in  the  hospital. 

The  hospital  should  provide  necessary  facilities  (space  and  equip- 
ment) and  personnel  for  the  proficient  performance  of  the  autopsy  and/or 
the  proper  storage  of  bodies  until  called  for  by  the  funeral  director. 

The  funeral  director  should  be  instructed  that  he  will  be  promptly 

(Continued  on  Page  430) 
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Semi-Annual  The  Board  of  Trustees  of  the  Association  met  in  their  regular  Semi- 
Meeting  of  Annual  Session  in  Knoxville  on  November  29  with  all  members  present.  In 
Board  of  addition  to  the  Board,  composed  of  Dr.  James  C.  Gardner,  Chairman,  Dr. 
Trustees  Held  Daugh  W.  Smith,  Dr.  Charles  C.  Trabue  IV,  Dr.  William  J.  Sheridan,  and 
Dr.  Carrol  C.  Turner,  the  following  officers  were  also  present:  Dr.  A. 

M.  Patterson,  President;  Dr.  John  R.  Thompson,  Jr.,  President-Elect; 
Dr.  R.  H.  Kampmeier,  Editor;  Ed  Bridges,  Public  Service  Director;  and 
your  Executive  Secretary. 


Important  Among  the  many  items  of  business  transacted  by  the  Board,  the  following 
Board  Actions  were  highlights: 


Financial  The  Executive  Secretary  presented  the  Board  with  a detailed  financial 
Reports  statement  covering  the  period  January  1 - October  31,1953,  including 

Submitted  all  receipts  and  disbursements,  fund  balances,  and  a proposed  budget  for 
the  year  1954.  After  careful  analysis  of  the  financial  reports,  they 
were  approved  as  submitted.  Although  the  financial  statement  covered 
only  the  first  ten  months  of  the  fiscal  year,  it  was  significant  that 
the  statement  showed  that  102%  of  our  total  1953  anticipated  income  had 
already  been  received,  while  only  86%  of  the  1953  appropriations  had 
been  expended. 


1954  Budget  The  budget,  as  submitted  by  the  Executive  Secretary,  for  1954  was  adopt- 
Adopted  ed.  All  major  items  of  the  budget  - both  anticipated  revenue  and  pro- 

posed appropriations  - were  supported  by  pertinent  data  based  on  experi- 
ence and  need.  The  budget  is  as  follows: 


BUDGET — JANUARY 

1 - DECEMBER 

31,  1954 

ESTIMATED  BALANCE  ON  HAND  - JANUARY  1,1954 

$ 5,000.00 

ESTIMATED  RECEIPTS: 

Dues 

51,000.00 

Journal  Advertising 

16,000.00 

Exhibit  Rentals 

5,000.00 

Miscellaneous 

500.00 

TOTAL  ANTICIPATED  FUNDS 

$77,500.00 

APPROPRIATIONS:  General  Fund 

Public  Service 

Total 

Journal  Expense 

$14, 000.00 

$14,000.00 

Salaries 

14, 100.00 

$10,800.00 

24,900.00 

Travel  Expense 

1,000.00 

3,000.00 

4,000.00 

Rent 

1,512.00 

1,008.00 

2,520.00 

Telephone-Telegraph-Messenger  500.00 

1,500.00 

2,000.00 

Printing,  Stationery,  Post- 

age.  Office  Supplies 

1, 000.00 

2,000.00 

3,000.00 

Clipping  Service 

150.00 

150.00 

Audit 

300.00 

300.00 

Editor's  Honorarium  and 

Clerk  Hire 

3,600.00 

3,600.00 

Treasurers  Honorarium 

100.00 

100.00 

Committee  Expense 

1,000.00 

500.00 

1,500.00 

Board  of  Trustees 

300.00 

300.00 

AMA  Delegates  and  Other 

Officers 

1, 500.00 

1,500.00 

Annual  Meeting 

4,500.00 

500.00 

5,000.00 

Attorney's  Fees 

2, 500.00 

2,500.00 

Health  Project  Contest 

500.00 

500.00 

Postgraduate  Instruction 

10,000.00 

10,000.00 

Replacement  and  New  Equipment  200.00 

300.00 

500.00 

Contingency  Fund  (unappropri 

- 

ated) 

1, 130.00 

1,130.00 

Totals 

$57,892.00 

$19,608.00 

$77,500.00 
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Several  votes  had  "been  taken  by  the  Board  by  mail  in  order  to  expedite 
action  between  meetings.  These  actions  were  reviewed  and  formally  ap- 
proved as  follows: 

1)  Appointment  of  additional  members  to  the  Veterans  Affairs  Committee 
(see  list  of  Standing  and  Special  Committees  on  page  486) 

2)  Appointment  of  Dr.  William  D.  Stinson  and  Dr.  H.  L.  Monroe  to  the 
Liaison  Committee  to  Organised  Labor 

3)  Appointment  of  Dr.  Bedford  T.  Otey  as  Chairman  of  the  Industrial 
Health  Committee 

4)  Creating  and  naming  members  of  a Committee  on  Tuberculosis  composed 
of 

Dr.  Carl  Hartung,  Chattanooga  Dr.  Duane  Carr,  Memphis 

Dr.  Joe  L.  Raulston,  Knoxville  Dr.  R.  David  Taylor,  Dyersburg 

Dr.  Hollis  Johnson,  Nashville  Dr.  R.  B.  Trumbull,  Memphis 

Dr.  James  C.  Gardner,  Nashville 

5)  Approval  of  increase  in  Journal  Advertising  Rates,  effective  January 
1,  1954 

6)  Appointment  of  Dr.  Lamb  Myhr,  Jackson,  to  the  Committee  on  Scientific  1 
Work  and  Editorial  Board 

7)  Creating  a Committee  on  Liaison  to  the  State  Department  of  Public 
Welfare  and  naming  the  following  members:  Dr.  R.  H.  Kampmeier,  Chair- 
man; Dr.  W.  W.  Hubbard,  Dr.  Beulah  Kittrell,  Dr.  Ernest  Kelly,  and 
Dr.  J.  N.  Thomasson,  ex  officio. 

8)  Changing  date  of  1954  Annual  Meeting  (from  April  11-14  to  April  18- 
21,  1954) 

The  Board  then  considered  appointments  necessary  to  fill  vacancies  on 
committees.  Dr.  Otis  Warr,  Memphis,  was  named  to  and  designated  Chair- 
man of  the  Industrial  Health  Committee,  and  Dr.  Thomas  A.  Lincoln  of  Oak 
Ridge  was  also  named  to  the  same  Committee. 

The  Board  elected  Dr.  Leland  Johnston,  Jackson  , as  the  interim  Coun- 
cilor of  the  Eighth  District,  succeeding  Dr.  Jere  L.  Crook,  deceased. 

The  House  will  elect  the  Councilor  to  fill  out  the  unexpired  term  at  the 
next  meeting. 

The  Board  then  went  into  a discussion  of  a retirement  program  for  the 
Association's  employees.  Considerable  study  of  the  matter  had  been  un- 
dertaken by  various  members  prior  to  the  meeting  and  various  plans  as 
submitted  by  underwriters  were  reviewed.  The  Board  voted  to  continue 
its  study  of  various  plans  and  to  report  its  findings  at  the  next  meet- 
ing. 

The  Executive  Secretary  and  Dr.  Kampmeier  reported  on  the  general  plans 
for  the  Annual  Meeting  which  were  approved.  The  report  dealt  with 
scientific  programs,  specialty  groups  and  general  arrangements. 

The  Executive  Secretary  then  tendered  his  resignation  effective  May  31, 
1954  and  announced  that  he  had  accepted  the  position  of  Secretary-Man- 
ager of  the  Southern  Medical  Association  effective  at  the  close  of  the 
next  Annual  Meeting  of  the  Southern  Medical  Association  in  November, 

1954.  I 

Following  the  resignation,  plans  were  made  for  receiving  applications 
for  his  successor  and  a special  meeting  of  the  Board  was  called  for  Sun- 
day, February  14  in  Nashville  at  which  time  it  is  expected  that  his  suc- 
cessor will  be  named. 

Under  the  order  of  new  business,  Dr.  Baker  Hubbard,  Jackson,  was  named 
to  succeed  Dr.  William  Stinson  on  the  Liaison  Committee  to  Organized 
Labor. 

The  Board  also  authorized  the  Chairman  to  appoint  a Committee  of  three 
members  to  constitute  an  exploratory  committee  to  work  with  a similar 
committee  from  the  Nashville  Academy  of  Medicine  on  the  possibility  of 
purchasing  and/or  constructing  a headquarters  building  to  house  the  of- 
fices of  the  State  Association  and  the  Academy  of  Medicine.  Chairman 
Gardner  announced  that  he  would  appoint  such  a committee  at  a later  date 
and  that  the  committee  would  report  its  preliminary  findings  at  the  next 
regular  meeting  of  the  Board. 


AMA 
Delegates 
Made 
Tennessee 
Stand  Out 


Doctor  Draft 
Law  Should 
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(Editor's  Note:  The  Delegates  to  the  AMA  from  the  Tennessee  State  Medical  Association 
turned  in  a superb  job  of  representing  their  Organization  at  the  St.  Louis  Interim  Session  November 
30-December  4. 

(The  Association  Delegates  are  Dr.  C.  M.  Hamilton  of  Nashville,  Dr.  R.  B.  Wood  of  Knoxville 
and  Dr.  W . C.  Chaney  of  Memphis.  Tennessee  is  fortunate  enough  to  have  an  additional  representa- 
tive. Dr.  Hollis  Johnson  of  Nashville  is  a Sectional  Delegate,  representing  all  of  the  Chest  Physicians 
of  the  United  States  as  Delegate  from  the  Chest  Section. 

(Dr.  H.  H.  Shoulders,  former  AMA  President,  represented  the  Association's  Veteran's  Affairs 
Committee  under  special  action  by  the  House  of  Delegates  and  the  Board  of  Trustees. 

(The  Delegates  were  kept  busy  attending  and  participating  in  the  more  important  committee 
meetings  and  House  of  Delegates  Sessions.  Dr.  Wood  served  on  the  Committee  on  Insurance  and 
Medical  Service.  Dr.  Hamilton,  Dr.  Shoulders  and  Dr.  Chaney  testified  at  that  Committee  meeting. 

(Dr.  Johnson  and  Dr.  Wood  made  it  possible  for  this  Committee  to  hear  a report  on  how  the 
Tennessee  State  Medical  Association  is  meeting  the  challenge  of  extending  medical  care  to  large  labor 
groups,  particularly  the  miners  in  several  substandard  areas  of  Tennessee.  A report  on  the  campaign 
now  being  waged  by  the  Tennessee  Medical  Foundation  and  particularly  its  Committee  on  Health  and 
Medical  Care,  was  given  to  the  AMA  Committee  by  the  Public  Service  Director,  at  the  request  of  Dr. 
Wood  and  Dr.  Johnson. 

(Dr.  Johnson  also  took  an  active  part  concerning  a resolution  on  "Rehabilitation." 

(So  that  the  membership  of  TSMA  may  receive  a quick  rundown  on  the  broad  actions  of  the 
Interim  Session,  the  Delegates  pass  on  below  a round  up  story  of  the  Seventh  Annual  Clinical  Meeting 
as  it  pertains  to  the  House  of  Delegates — Ed  Bridges.) 


The  House  of  Delegates  took  important  policy  actions  on  social 
security,  voluntary  health  insurance,  medical  ethics  and  unethical 
practices,  medical  education,  hospital  accreditation,  military  affairs 
and  a wide  variety  of  subjects  affecting  both  physicians  and  the  public. 

Highlight  of  the  opening  session  on  Tuesday  was  the  announcement 
that  Dr.  Joseph  I.  Greenwell  of  New  Haven,  Kentucky,  had  been  selected 
by  a special  committee  of  the  A.M.A.  Board  of  Trustees  as  the  1953 
"General  Practitioner  of  the  Year." 

Approving  a recommendation  by  its  Reference  Committee  on  Legisla- 
tion and  Public  Relations,  the  House  passed  a resolution  reaffirming  its 
opposition  to  the  compulsory  coverage  of  physicians  under  the  Old  Age 
and  Survivors  Insurance  provisions  of  the  Social  Security  Act  and  ad- 
vocating passage  of  the  Jenkins-Keogh  bills  now  pending  in  Congress. 
These  bills  were  described  as  providing  for  "the  development  of  a volun- 
tary pension  program  which  is  equitable,  free  from  compulsion,  and 
satisfies  the  retirement  needs  of  physicians." 

The  same  committee  report  urged  continued  action  to  obtain  passage 
of  the  Bricker  Amendment  (S.J.  Res.  1)  and  approved  the  principle  of 
legislation  which  would  reduce  or  remove  the  limitation  on  the  deduction 
of  medical  and  dental  expenses  for  income  tax  purposes.  It  also  opposed 
any  further  extension  of  the  "Doctor  Draft"  Law  beyond  the  present  ex- 
piration date  of  June  30,  1955. 

The  report  said  that  "your  Committee  feels  strongly  that  there 
should  be  no  further  extension  of  the  'Doctor  Draft'  Law.  We  feel  that 
the  legislation  is  discriminatory  and  urge  the  Committee  on  Legislation 
and  the  Board  of  Trustees  to  actively  oppose  any  further  extension." 

The  House  acted  to  accelerate  the  development  of  voluntary  health 


insurance  by  passing  a resolution  requesting  the  Council  on  Medical 
Service  to  proceed  immediately  with  a special  study  of  the  problems  of 
catastrophic  coverage  and  coverage  for  retired  persons. 

The  resolution  emphasized  the  medical  profession's  "responsibility 
to  make  every  effort  to  promote  such  prepaid  medical  coverage  for  all 
citizens  whose  circumstances  make  them  eligible." 

Another  resolution  on  voluntary  health  insurance,  adjudged  to  be 
emergency  business  by  the  Reference  Committee  on  Insurance  and  Medical 
Service  and  then  passed  by  the  House,  stated  that  "the  American  Medical 
Association  condemns  all  insurance  contracts  which  classify  any  medical 
service  as  a hospital  service."  The  resolution  reaffirmed  previous 
actions  of  the  House  defining  pathology,  radiology,  anesthesiology  and 
physiatry  as  medical  services. 

A resolution  introduced  by  the  Iowa  State  Medical  Society,  calling 
for  approval  of  a joint-billing  procedure  involving  services  rendered  by 
two  or  more  physicians,  was  referred  to  the  Judicial  Council,  at  the 
suggestion  of  the  Reference  Committee  on  Miscellaneous  Business,  with 
the  recommendation  "that  the  Judicial  Council  investigate  the  factors 
involved  in  the  matter  as  presented  and  determine  if  there  are  new 
factors  or  new  facets  that  would  cause  it  to  change  the  opinion"  deter- 
nined  in  1952. 

Principles  of  The  House  approved  a revision  of  one  section  of  the  Principles  of 

Medical  Ethics  Medical  Ethics  of  the  A.M.A.  which  clarifies  the  relationship  of  physi- 
cians to  all  forms  of  public  information  media.  The  revision  had  been 
worked  out  by  the  Council  on  Constitution  and  By-laws. 

In  an  effort  to  solve  the  publicity  problems  resulting  from  un- 
ethical practices  by  a small  minority  of  doctors,  the  House  referred  to 
the  Board  of  Trustees  a resolution  calling  for  appointment  of  a special 
committee  with  broad  professional  representation  to  study  all  aspects 
of  the  problems.  The  Board  was  asked  to  study  and  implement  the  intent 
of  the  resolution  and  to  report  its  findings  to  the  House  at  the  June, 
1954,  meeting  in  San  Francisco. 

To  clarify  misunderstandings  among  physicians  regarding  the  rules 
and  regulations  of  the  Joint  Commission  on  Accreditation  of  Hospitals, 
especially  as  they  concern  the  role  of  the  Department  of  General 
Practice  in  a hospital,  the  House  adopted  the  following  resolution: 

"That  this  House  of  Delegates  of  the  American  Medical  Association 
request  the  Joint  Commission  on  Accreditation  of  Hospitals  to  publish  an 
article,  or  series  of  articles,  in  the  Journal  of  the  American  Medical 
Association  and  other  official  publications  circulating  among  the  medi- 
cal and  hospital  professions,  to  acquaint  the  medical-hospital  profes- 
sion with  the  regulations,  by-laws  and  their  interpretations,  and 

"That  the  Commission  clarify  the  methods  by  which  an  aggrieved  hos- 
pital or  its  staff  may  appeal  a decision  with  which  they  are  not  in 
agreement . " 

At  the  opening  session  of  the  House,  Dr.  McCormick  in  his  presi- 
dential address  made  a strong  appeal  to  the  nation's  physicians  for 
"action  that  will  further  the  full  confidence  of  the  public  in  our  pro- 
fession. " 

"Good  public  opinion  cannot  be  bought,"  he  declared.  "It  must  be 
earned  through  exemplary  conduct  and  genuine  service  in  the  public  in- 
terest. Whatever  money  the  A.M.A.  and  its  constituent  societies  spend 
for  public  education  and  public  relations  is  wasted  unless  individual 
physicians  take  wholehearted  interest  in  assuring  the  success  of  these 
ventures. " 

Final  registration  at  the  St.  Louis  Clinical  Session  was  expected 
to  total  approximately  7,500,  including  about  2,700  physicians. 


